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Introduction

Objectives of Alcohol and Pregnancy: Health Professionals Making a
Difference

This booklet has been developed to support Western Australian health professionals to address the
issue of alcohol use in pregnancy with women.

Many health professionals do not routinely ask pregnant woman about their alcohol use, and many
do not feel prepared to advise on the consequences of alcohol use in pregnancy. Western Australian
health professionals have indicated that they would like materials to support them to address the issue
of alcohol use in pregnancy.'2

Health professionals have an important role in ASKING women before and during pregnancy about
alcohol use, ASSESSING the risk of alcohol use, ADVISING about the consequences, ASSISTING
women to stop or reduce their alcohol consumption and avoid intoxication, and ARRANGING further
support as appropriate.

This booklet aims to support health professionals in this role by providing information on:
« women’s alcohol use before and during pregnancy
+ the consequences related to alcohol consumption during pregnancy

+ strategies for health professionals to ASK, ASSESS, ADVISE, ASSIST and ARRANGE support
for women around the issue of alcohol use in pregnancy

+ resources and services related to alcohol use in pregnancy that are available to Western
Australian health professionals.

Expected outcomes of Alcohol and Pregnancy: Health Professionals Making a
Difference

From this booklet health professionals will:
+ know the consequences of alcohol consumption during pregnancy
* understand why women consume alcohol before and during pregnancy

+ recognise the importance of routinely asking and advising women about the consequences of
consuming alcohol during pregnancy

+ understand the effectiveness of using a screening tool to ask women about alcohol use

+ recognise the importance of recording information about women’s alcohol consumption before
and during pregnancy

«  offer brief intervention to women who are identified as drinking alcohol during pregnancy or while
planning a pregnancy

+ refer women who need further support
* be aware of the resources and services related to alcohol use in pregnancy.
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Alcohol use in Australia and women’s patterns of drinking

In Australia, societal approval for regular alcohol consumption by adults has contributed to increasing
rates of at-risk alcohol use. Of particular concern are the changing rates and patterns of alcohol use by
women and, especially, by young women.

Women in Australia are drinking more and are consuming alcohol in more harmful ways than in the
past.>® Young women are more likely to drink amounts of alcohol which are harmful for both the short
and long-term. Short-term risk for women is associated with consumption of five or more standard
drinks on any single occasion.

In 2004-2005, 30% of adult women reported consuming alcohol at risky levels for the short-term on at
least one occasion in the last 12 months, with 4% consuming at this level at least once a week over the
previous 12 months. For women aged between 18-24 years, the proportion was much higher, with 11%
consuming alcohol at risky levels for the short-term at least once a week in the previous 12 months.®
Amongst Aboriginal and Torres Strait Islander women, 26% reported drinking alcohol at risky levels for
the short-term in the previous two weeks.®

Alcohol use during pregnancy in Western Australia

Non-Aboriginal women

From 1995-1997, a random sample of all non-Aboriginal women giving birth in Western Australia was
surveyed. Of the 4,839 women, 80% reported drinking alcohol in the three months before pregnancy,
and 59% drank alcohol in at least one trimester of pregnancy.” In the first trimester of pregnancy,
15% of women drank in excess of the current Australian Alcohol Guideline for alcohol consumption in
pregnancy, as did 10% in the second and third trimesters.’

Aboriginal women

Of 269 Aboriginal women who gave birth to a child in the Perth metropolitan area, and were residents
of Perth in the mid 1990s, 44% reported that they drank alcohol during pregnancy and 22% of these
women reported that they had become intoxicated at least once during pregnancy.®

The Western Australian Aboriginal Child Health Survey collected data from 5,289 children aged from 0-
17 years and their families over the period of 2000-2002. Of the birth mothers who provided information,
23% reported that they had drunk alcohol in pregnancy, though measures of quantity and frequency
were not available.®

Alcohol use and unplanned pregnancy

Many pregnancies may be inadvertently exposed to alcohol as women may consume alcohol before
they know that they are pregnant. In a random sample of non-Aboriginal women in Western Australia,
47% reported that their pregnancy was unplanned.’
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Consequences of drinking alcohol in pregnancy

How alcohol affects the fetus and child

Alcohol is a teratogen which may affect the development of a fetus. Alcohol passes freely through the
placenta and reaches concentrations in the fetus that are as high as those in the mother. The fetus has
limited ability to metabolise alcohol. Alcohol and acetaldehyde can damage developing fetal cells.™
Alcohol can also impair placental/fetal blood flow, leading to hypoxia.' 12

Miscarriage and stillbirth are among the consequences of alcohol exposure in pregnancy. In the child,
alcohol exposure in pregnancy can result in prematurity, brain damage, birth defects, growth restriction,
developmental delay and cognitive, social, emotional and behavioural deficits.

As the child grows, the social and behavioural problems associated with alcohol exposure in pregnancy
may become more apparent. Intellectual and behavioural characteristics in individuals exposed to
alcohol in pregnancy include low IQ, inattention, impulsivity, aggression and problems with social
interaction.

Evidence of risk

The amount of alcohol that is safe for the fetus has not been determined. Damage to the fetus is more
likely to occur with high amounts of alcohol and, of particular risk, is a pattern of drinking in which high
amounts of alcohol are consumed on one occasion.™ There is controversy about the consequences of
low to moderate alcohol consumption in pregnancy. Some studies, though not all, show links between
lower amounts of alcohol and low birth weight, miscarriage, stillbirth, birth defects, developmental and
neurobehavioural problems.™ ® Research on the relationship between alcohol consumption during
pregnancy and child outcomes is complicated by multiple prenatal, postnatal and childhood factors
and the difficulty of obtaining accurate information on the level of alcohol exposure.' The relationship
between alcohol consumption and risk is one of dose response, not one in which there is a threshold
of consumption over which damage to the fetus occurs.

Not all children exposed to alcohol during pregnancy will be affected or affected to the same degree, and
a broad range of effects is possible." The level of harm is related to the amount of alcohol consumed, the
frequency of the consumption and the timing of the exposure. The effects of alcohol use in pregnancy
on the fetus are also influenced by a number of other factors such as the general health and nutritional
status of the mother, genetic factors, socio-economic status, other drug use, psychological wellbeing
and combinations of these factors.!” '® The level of risk to the fetus is hard to predict.
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Amount and frequency of consumption and timing of exposure

The amount of alcohol consumed, and the frequency and timing of consumption all play a part in the
manifestation and variation of adverse effects on the fetus.™

All types of alcoholic beverages can be harmful during pregnancy, and the risk to the fetus is proportional
to the amount of alcohol consumed. Frequent heavy drinking poses the highest risk for detrimental
effects on the fetus and damage is more likely to occur with high blood alcohol levels. Five or more
standard drinks per occasion is associated with increased risk for the fetus.'

There is no safe time to drink alcohol during pregnancy. Alcohol exposure can have consequences for
the development of the fetus throughout pregnancy and variation in effects can be due to the stage of
development of the fetus at the time of exposure.

There is no known level of alcohol consumption in pregnancy below which no damage to a fetus will
occur. Women should therefore be advised that, no alcohol in pregnancy is the safest choice.

The Australian Alcohol Guideline 11 for women who are pregnant or who might soon become pregnant
recommends that “women may consider not drinking at all”." The Alcohol Guideline for Aboriginal and
Torres Strait Islander women who are pregnant or are thinking about having a baby recommends ‘it is
safest for both you and your baby if you do not drink at all”.? Some women may not be willing or able
to consider abstinence during pregnancy. In addition to saying that women “may consider not drinking
at all, “the Australian Alcohol Guideline 11 also states that women “most importantly, should never
become intoxicated; and if they choose to drink, over a week, they should have less than 7 standard
drinks and on any one day, no more than 2 standard drinks (spread over two hours); and should note
that the risk is highest in the earliest stages of pregnancy including the time from conception to the first
missed period”."® The Australian Alcohol Guidelines are being reviewed in 2007. Guideline 11 is based
on the amount of alcohol thought to be associated with an increased risk to the fetus, and one drink is
based on the Australian Standard Drink measure, which contains 10g of alcohol.

STANDARD DRINK GUIDE

Each of these drinks is approximately ONE STANDARD DRINK

1 middy of full m 1 stubbie of

strength beer > mid-strength

(285ml) ]} . beer = 2/3 can of
2/3 stubbie pre-mixed
. of full-strength spirits or
beer full-strength
- S~ beer
e 1 small glass
. \ J of champagne
' ) / (100ml)
1 small glass -
" 2/3 bottle of of red or white
alcoholic soda wine (100ml)
» .. 1 nip of
\ _g
) [
- | e = L spirits (30ml)

Many single serve bottles, cans and glasses contain more than one standard drink.
The number of standard drinks contained in an alcoholic drink is stated on the label.
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Fetal Alcohol Spectrum Disorder (FASD)

Fetal Alcohol Spectrum Disorder (FASD) is a general term that was introduced in 2004 describing
the range of effects that can occur in an individual who was exposed to alcohol during pregnancy.
The effects include physical, mental, behavioural and learning disabilities with possible life-long
implications.?! In the United States, the estimated rate of FASD is 1 in 100 live births.?

Children with diagnoses included under the general term of FASD often have:

* brain damage * birth defects

* poor growth + social and behavioural problems

* developmental delay * low 1Q

« difficulty hearing « difficulty sleeping

* problems with vision * high levels of activity

« difficulty remembering + a short attention span

* language and speech deficits + problems with abstract thinking

* poor judgement « difficulty forming and maintaining relationships.

FASD is not a diagnostic term. It represents a spectrum of disorders and includes the diagnostic terms
of Fetal Alcohol Syndrome, Alcohol Related Birth Defects and Alcohol Related Neurodevelopmental
Disorder. Guidelines for the diagnosis of these conditions have been published.?2%

Fetal Alcohol Syndrome (FAS)

The association between alcohol exposure in pregnancy and a constellation of physical abnormalities
was first published in the medical literature in 1968.% In 1973 the term Fetal Alcohol Syndrome (FAS)
was coined to describe the facial characteristics, poor growth and neurobehavioural function in children
exposed to alcohol during pregnancy.?’

In Western Australia, the prevalence of FAS for births from 1980-1997 was estimated to be 0.18 per
1000 births, with 0.02 per 1000 for non-Aboriginal infants and 2.76 per 1000 for Aboriginal infants,?
but this is an underestimate. Since this time, there has been increased research and clinical attention
on FAS in Western Australia and the prevalence has increased to 0.35 per 1000 for births from 2000-
2004.% This latter figure is also likely to underestimate the true prevalence. In the United States, the
prevalence of FAS is 1-3 per 1000 live births.® The average age of diagnosis of FAS in Australia is
2.8 years.?

Determiningaccurate birth prevalence of FAS may be hindered by under-diagnosis. Health professionals’
lack knowledge and familiarity with FAS. A survey of Western Australian health professionals showed
that only 12% could identify all four of the essential diagnostic features of FAS' (confirmed alcohol
exposure in pregnancy, characteristic facial features, growth restriction and central nervous system
abnormalities. See page 12).

Rates of FAS vary between countries and between ethnic groups. Some of this difference may reflect
diagnostic expertise and clinical awareness, but it also may reflect the prevalence of factors that
compound the risk, such as poverty and high-risk alcohol consumption patterns in some groups.

The difference in the rates of FAS between Aboriginal and non-Aboriginal populations has been
observed in countries with Aboriginal peoples, including Australia, Canada and the United States of
America. In Australia, a smaller proportion of Aboriginal and Torres Strait Islander women drink alcohol
compared with non-Aboriginal women, but those who drink are more likely to drink amounts of alcohol
that are harmful for the short and long-term.
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The higher rates of FAS in Aboriginal populations reflect the greater presence of risk factors, such
as low socio-economic status and poor nutrition, the pattern of drinking and the greater amounts of
alcohol being consumed by those who drink.*"

Diagnosis of conditions that make up FASD

Diagnosis of conditions that come under the general term of FASD is complex,?2 2% and the following
lists of features and characteristics are not exhaustive.

4 )
Fetal Alcohol Syndrome

Confirmed alcohol exposure in pregnancy*
+ excessive drinking characterised by considerable, regular, or heavy episodic
consumption.

Characteristic facial features, including:
+ short palpebral fissures (small eye openings)
+ thin upper lip
+ flattened philtrum (an absent or elongated groove between the upper lip and nose)
+ flat midface.

Growth restriction, including at least one of the following:
+ low birth weight for gestational age
+ failure to thrive postnatally not related to nutrition
+ disproportional low weight to height ratio.

Central nervous system abnormalities, including at least one of the following:
* decreased head size at birth
+ structural brain abnormalities (e.g. microcephaly, partial or complete agenesis of
the corpus callosum, cerebellar hypoplasia)
* neurological hard or soft signs (as age appropriate), such as impaired fine motor
skills, sensorineural hearing loss, poor tandem gait, poor eye-hand coordination.

*The diagnosis can be made in the absence of confirmed alcohol exposure if all of the
other features are present and other diagnoses have been excluded.
G _J

There is no biomarker for the diagnosis of FAS.

The characteristic facial features associated with FAS may not be evident at birth, can be subtle,
tend to normalise in adolescence and may be difficult to detect in some ethnic groups. Normal facial
characteristics and those associated with other syndromes may be similar to typical FAS facial
characteristics.

.............................................................. Alcohol and Pregnancy: Health Professionals Making @ DifferenCe ............ooo..ooommvvensreversnseseesenesesssesseeons aleana) &
regnancy



Characteristic facial features associated with FAS

Discriminating features

) Associated Features
Short palpebral fissures

__Epicanthal folds
Flat midface

Shortnose . ~_ | 7 \ Lownasal bridge

o Minor ear anomalies
Indistinct ph“trum e

Thinupperlip_ ~_Micrognathia

(Best Start, Ontario)

~
Alcohol Related Birth Defects
Confirmed alcohol exposure in pregnancy
*+ excessive drinking characterised by considerable, regular, or heavy episodic
consumption or lower quantities or variable patterns of alcohol use.
Birth defects, including
+ cardiac +  skeletal
+ renal « ocular
*+ auditory.
\ Y y,
) )
Alcohol Related Neurodevelopmental Disorder
Confirmed alcohol exposure in pregnancy

+ excessive drinking characterised by considerable, regular, or heavy episodic
consumption or lower quantities or variable patterns of alcohol use.

Central nervous system neurodevelopmental abnormalities, including any one of
the following:

* decreased head size at birth

+ structural brain abnormalities (e.g. microcephaly, partial or complete agenesis of
the corpus callosum, cerebellar hypoplasia)

+ abnormal neurological signs (for age), such as impaired fine motor skills,
sensorineural hearing loss, poor tandem gait, poor eye-hand coordination

and/or

Evidence of a complex pattern of behaviour or cognitive abnormalities that are
inconsistent with the child’s developmental level and cannot be explained by
familial background or environment alone, such as:

« marked impairment in the performance of complex tasks (complex problem solving,
planning judgement, abstraction, metacognition, and arithmetic tasks); higher-level
receptive and expressive language deficits; and disordered behaviour (difficulties in
personal manner, emotional lability, motor dysfunction, poor academic performance,
and deficient social interaction).

N J
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The role of the health professional

Health professionals’ practice and women’s expectations

Western Australian research has shown that 97% of health professionals thought that women should
be informed about the consequences of consuming alcohol in pregnancy.! However, about 55% of
health professionals caring for pregnant women did not routinely ask about alcohol use in pregnancy
and 75% did not routinely provide information on the consequences of alcohol use in pregnancy.

Western Australian women expect to be asked and to receive advice regarding health behaviours,
such as alcohol use during pregnancy.** Women may not ask about alcohol consumption in pregnancy
as they expect important issues to be raised by health professionals.

Women may be unaware of the consequences of alcohol consumption during pregnancy. Women
generally trust the advice and information that they receive from health professionals, as shown by the
comments of Western Australian women,

Especially if the information is coming from a health professional, you assume that they know
what they were talking about and would take their advice.

I would be happy to listen to what they had to say. Make the informed choice from the
information that they give you. | would trust what a health professional had to say.

Pregnancy is an opportunity for change. With the health of their developing baby in mind, many women
may be willing to reduce and restrict their alcohol use if advised to do so.

Ability to make a difference

Health professionals have major strengths that contribute to their ability to make a difference with
women around the issue of alcohol consumption before and during pregnancy:

+ health professionals are expected to give advice

+ the interaction is private

+ health professionals are understood to have detailed knowledge of health issues
+ advice is personalised rather than general

+ health professionals provide external authority to support women in changing their drinking
behaviour.*

Identifying risky alcohol consumption patterns in women before and during pregnancy provides an
opportunity to change this pattern of alcohol consumption.
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There are brief and effective approaches that health professionals can use to address alcohol use in
pregnancy.

Before pregnancy Health professionals can ask all women of child-bearing age about their
alcohol use. With women who are planning a pregnancy, health professionals can discuss the benefits
of stopping drinking before becoming pregnant in order to avoid alcohol exposure in the first weeks of
pregnancy.

During pregnancy Health professionals can routinely ask all pregnant women about their alcohol
use and advise them of the consequences of alcohol consumption during pregnancy. Health professionals
may identify pregnant women who are consuming alcohol and can then assist women to reduce or stop
drinking alcohol. Strategies include screening for alcohol use in pregnancy, providing information, brief
intervention and motivational interviewing. Women whose alcohol consumption is of concern can be
supported through planning additional consultations. Referral to specialised services and support groups
may also be appropriate.

After pregnancy Health professionals can watch for signs of conditions that make up FASD and
refer infants or children for assessment and diagnosis. Early diagnosis and appropriate services can
improve the long-term outcomes of children with conditions that make up FASD.

Guide to addressing alcohol use in pregnancy

Key practices by health professionals that address the issue of alcohol use during pregnancy are:

e N

ASK all women of child-bearing age and pregnant women about their alcohol use.

ASSESS the level of risk of women’s alcohol consumption.

ADVISE women of child-bearing age including pregnant women:

+ that no alcohol is the safest choice if a woman is pregnant or trying to get pregnant

+ that the amount of alcohol that is safe for the fetus has not been determined

+ that alcohol reaches concentrations in the fetus that are as high as those in the mother
+ of the consequences of alcohol exposure to the fetus.

Women who have consumed alcohol in pregnancy should be advised that:

+ the level of risk to the fetus is hard to predict

+ stopping drinking at any time in the pregnancy will reduce the risk to the fetus

+ the risk of harm to the fetus is low if only small amounts of alcohol were consumed before they
knew they were pregnant

+ any concerns about the child’s development should be raised with a health professional.

ASSIST women to stop or reduce consumption through:

+ positive reinforcement for those already abstaining

+ advising on the consequences of alcohol exposure to the fetus

+ conducting brief intervention or motivational interviewing with the aim of supporting them to
abstain, and where this is not possible, to reduce alcohol intake and avoid intoxication.

ARRANGE for further support for women by planning additional consultations or by referral
to specialist services and support groups.

- J
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Barriers to addressing alcohol use in pregnancy

Health professionals may not ask women about alcohol use during pregnancy because they:

lack knowledge about the consequences of alcohol consumption during pregnancy
have concerns about a woman’s response when asked about alcohol use

assume that it is not relevant to the woman

lack time

think alcohol use is of low priority relative to other health issues that must be dealt with
are unsure of how to ask

are unaware of effective screening tools

are unprepared to give advice

have uncertainty about conflicting recommendations

feel it is not their role

lack skills in brief intervention and motivational interviewing

are unaware of or do not consider that appropriate referral services exist for further support for
women. 3 %

The intention of Alcohol and Pregnancy: Health Professionals Making a Difference is to assist health
professionals to overcome some of these barriers.

A non-judgemental approach

When asking or advising about alcohol use, consider the following engagement skills:

understand your own beliefs and standards in a way that results in non-judgemental attitudes to
women

be aware that alcohol use is not isolated from other psychosocial and cultural factors

be sensitive to broader issues such as poverty and abuse

listen attentively to the woman’s concerns and acknowledge her feelings and perceptions
refrain from negative comments or reactions

understand that disclosing alcohol use in pregnancy may be difficult

focus on the woman as well as the child

give positive reinforcement for the woman’s decision to seek advice and care

understand the significance of establishing and sustaining a sound and trusting professional
relationship with women.*’
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Under-reporting

Reporting issues are of particular importance during pregnancy as women may feel embarrassed or
afraid about disclosing information about alcohol use, and there may be a tendency to under-report.
Women may also underestimate their alcohol consumption because they lack knowledge about what
constitutes a standard drink (see page 10 for the Standard Drink Guide). Good communication, a non-
judgemental approach and the use of a screening tool may minimise errors of reporting and maximise
collection and recording of accurate information.

Why women drink alcohol during pregnancy
In general, women who drink alcohol during pregnancy do not want to hurt their children.

A woman may drink:

+ before she knows she is pregnant * to cope with life’s problems
+ because she does not know of the * because itis a social norm.
consequences of alcohol exposure to the
fetus

Alcohol use may stem from or lead to a range of unfavourable social and health conditions including:

* accidents or injuries *  poverty

* isolation + abuse or domestic violence
+ poor mental health + addiction

* low self esteem * high risk sexual behaviour
+ sexually transmitted disease * unplanned pregnancy

* legal problems * housing issues.

Alcohol use may be associated with:

+ tobacco use +  other drug use
*  poor nutrition + stress.

It is important to consider a range of health behaviours, as well as social support and emotional
wellbeing when addressing alcohol use in pregnancy. Alcohol use often does not occur in isolation
from other social and emotional risk factors for pregnancy.

Paternal alcohol use

Paternal alcohol use can lead to reduced fertility but has not been shown to cause the conditions
that make up FASD. Paternal drinking has strong social and psychological influences on maternal
drinking.*® Fathers have an important role to play in the support of women to stop drinking alcohol or
reduce their alcohol consumption during pregnancy.
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Women requiring specific approaches

All women require empathetic, non-threatening and non-judgemental care. In order to engage and
identify women requiring specific approaches, it is especially important to:

provide accurate advice

be non-judgemental

be honest and open

ask about cultural issues so that you have a better understanding of the woman’s needs
avoid making assumptions about the woman’s knowledge, beliefs and practice.

Women with high socio-economic status
Alcohol use crosses all socio-economic boundaries. Avoid making assumptions based on
income, education or marital status.

Aboriginal women

Fewer Aboriginal women drink alcohol compared with non-Aboriginal women. However, those
who do drink, are more likely to drink amounts of alcohol that are more risky for the short
and long-term. Culturally appropriate care involves recognising that alcohol may be used
as a way to deal with stress and may be related to deeper, underlying social, cultural and
economic issues. Aboriginal people expect health professionals to speak openly and honestly
with them about their health, including issues related to alcohol use.*® Health professionals
may seek to be familiar with local drinking habits, patterns and terminology and, if required,
refer women to an Aboriginal Community Controlled Health Organisation or primary health
care service that provides culturally appropriate care.*’

Women from culturally and linguistically diverse backgrounds
There are various cultural beliefs and practices around the role of women, alcohol use,
appropriate care during pregnancy and child-rearing practices. Be sensitive to the range
of cultural values and beliefs held by women. New immigrants may experience language
barriers and may be unaware of available services. Link new immigrants to culturally and
linguistically appropriate services.

Women living in violent situations

Women may be using alcohol in order to cope with abuse. Screen all women for abuse and
pay particular attention to signs of abuse in women who drink frequently or heavily. Link
women with suspected or confirmed abuse to appropriate services. Ensure that the partner
is not present when you ask about abuse and take care not to increase danger to these
women.

Women with low socio-economic status

Women who live in poverty may drink alcohol as a coping mechanism to deal with high levels
of stress and despair. The situation may be complex due to inadequate housing, lack of
clothing, food and childcare, low levels of support and a history of trauma and abuse. Health
professionals should seek to acknowledge these other issues, and if possible, arrange for
additional support for these women.

Teenage women
Teenage women are more likely to consume alcohol in ways consistent with both short and
long-term risk and may be more likely to have an unplanned pregnancy.

J
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How to ASK about alcohol use before and during pregnancy

Who to ask

Ask all women about their alcohol use. All women of child-bearing age, whether they are planning a
pregnancy or not, should be asked about alcohol use and advised on the consequences of alcohol
consumption during pregnancy.

When to ask

Before pregnancy

Alcohol can affect a developing fetus from conception to birth. Given that many pregnancies are
unplanned, or unknown in the early stages, asking and advising women before pregnancy on the
consequences of alcohol exposure during pregnancy is recommended. Ask women about their alcohol
use as part of a health history, which often occurs at a first visit, and then re-assess this periodically.

Alcohol use may put women at risk of unplanned pregnancy. Discuss contraceptive methods with
women.

During pregnancy
Alcohol use should be assessed at the initial visit (time of confirmation of pregnancy, at first booking-in
visit, or first presentation) and routinely thereafter.

Health professionals should plan for a review of alcohol consumption at any subsequent visits with
women who identify as consuming alcohol during pregnancy.

How to ask

Carefully consider the strategy that you will use to ask and assist women about their alcohol use before
and during pregnancy. All women require empathetic, non-threatening and non-judgemental care.

The assurance of confidentiality at the beginning of a consultation may support accurate disclosure of
alcohol consumption patterns.

Health professionals can initiate a discussion about alcohol by building it into a series of general health
questions,

I would like to ask you some standard questions that | ask all women about their health

A Western Australian health professional spoke about how she asked women about their alcohol
consumption,

I wouldn’t just say ‘Do you drink?’ | would explain that ‘| need a little background information on
you and I'm going to ask you a few questions about your general health. Do you smoke?’ And
then, ‘Do you drink? How much? How often?’ I'd be asking questions like ‘When do you drink,
how many days a week, what is it, wine, beer or spirits, how much of each. Do you ever drink
more than 5 standard drinks’... I'd explain what a standard drink means.
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Screening tools

A validated screening tool, such as AUDIT, should be used to ascertain alcohol consumption before
and during pregnancy in a standard, meaningful and non-judgemental way. The use of a screening tool
can be the initiator of a discussion and advice about alcohol consumption before and during pregnancy.
It may also indicate risky drinking and can be the first step in the delivery of a brief intervention.

AUDIT

AUDIT* is a simple 10-item questionnaire that is sensitive to early detection of risky and high-risk
drinking. The Royal Australian College of General Practitioners*', The Royal Australasian College of
Physicians, The Royal Australian and New Zealand College of Psychiatrists*? and the Aboriginal Drug
and Alcohol Council (South Australia)® support the use of AUDIT for use with the general population.
AUDIT is also useful for assessing alcohol use during pregnancy.®’

See Appendix 1 for AUDIT and scoring guide.

Quantity, frequency, type of alcoholic drink and context

Detail on the amount of alcohol that a woman consumes, how often she is consuming alcohol, and
what type of alcohol she drinks must be obtained and recorded.

Health professionals may consider a more informal approach to asking about alcohol use to accurately
assess risk. As women do not generally consume alcohol in standard drink sizes and have different
patterns of drinking on different occasions, it can be effective to explore quantity and frequency through
the use of questions about the context of their drinking.

A Western Australian health professional spoke about her experience of asking,
| associate it with their normal activities, like,
What about when you're relaxing after work, or at the end of the day?
How many drinks would you have on a Friday night if you were counting them?

If it was not a normal night, and you were having a bit of a big night, how many would you
have then?

What about on the weekend, do you have a drink when you are watching the footy?

If it was a party night or a band was playing, is it any different?

Recording alcohol consumption

It is important to record any information obtained about a woman’s alcohol consumption before and
during pregnancy. Health professionals should take notes on the screening tool used and score, the
level of risk identified and any information about the quantity, frequency and type of alcohol and pattern
of consumption.

Documented information about alcohol consumption before and at any time during pregnancy can
support subsequent alcohol screening and brief intervention. Information about alcohol consumption
during pregnancy may also facilitate accurate assessment and diagnosis of conditions that make up
FASD.
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How to ADVISE about alcohol use hefore and during pregnancy

Advise ‘No alcohol in pregnancy is the safest choice’

Advise women to stop drinking alcohol if they are planning a pregnancy or if they are pregnant. Use a
clear straight forward statement such as,

When planning a pregnancy, it is safest to stop drinking alcohol before becoming pregnant.
No alcohol in pregnancy is the safest choice.
If you think you are pregnant the safest choice is to stop drinking alcohol.

There is no safe time to drink alcohol during pregnancy.

If a woman is unable to stop drinking alcohol, advise her to reduce her alcohol intake as much as
possible and avoid intoxication, and arrange for further support.

Advice about the consequences

All women should be given information on the consequences of drinking alcohol during pregnancy and
be advised that the amount of alcohol that is safe for the fetus has not been determined.

Health professionals should advise women that the consequences of drinking alcohol during pregnancy

include:
*+  brain damage +  birth defects
*  poor growth + social and behavioural problems
+ developmental delay « lowlQ.

The consequences are life-long and may not be evident at birth.

Women who drank before they knew they were pregnant
Women who have consumed alcohol in pregnancy should be advised that:

+ the level of risk to the fetus is hard to predict

+ stopping drinking at any time in the pregnancy will reduce the risk to the fetus

+ the risk of harm to the fetus is low if only small amounts of alcohol were consumed before they
knew they were pregnant

* any concerns about the child’s development should be raised with a health professional.

Not ready to disclose pregnancy?

If a woman is not ready to disclose to others the fact that she is pregnant, health professionals may
offer advice on how to deal with social situations such as parties or workplace events that involve
alcohol. For example, women may be advised to,

Tell people you are on a health kick.

Tell people that you are having an alcohol-free day.
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How to ASSIST in addressing alcohol use in pregnancy

Harm minimisation

While the safest choice is not to drink any alcohol during pregnancy, many women are not ready, willing
or able to consider abstinence. Recommending that women do not drink alcohol during pregnancy may
serve to alienate women from antenatal care. Antenatal care and reduction in alcohol consumption has
the potential to improve outcomes for the fetus.

When a woman has been advised on the risks of alcohol consumption in pregnancy and is not able
to consider abstinence, health professionals may assist her in a non-judgemental way to reduce her
consumption as much as possible and avoid intoxication, and arrange for further support by planning
additional consultations or by referral to specialist services and support groups.

Brief intervention

Brief intervention should be offered to all women who are consuming potentially risky amounts of
alcohol. Pregnancy is a time when women may be more responsive to interventions related to alcohol
use and briefintervention has been shown to be effective in reducing alcohol consumption in pregnancy.
Brief intervention may be conducted during a consultation and a number of further consultations may
be required.

Brief intervention involves identification of alcohol consumption in pregnancy, assessment of the level
of risk of consumption, provision of information on the consequences of alcohol use in pregnancy, a
method of delivery that facilitates behaviour change and monitoring of change and progress.*

Brief intervention should address the risk factors associated with the woman’s drinking behaviour, and
may include problem-solving and referral to services that can help the woman meet basic needs for
social support, food, housing and safety.

Brief intervention should include a review of:
+ the general health of the woman
+ the course of the pregnancy
+ the lifestyle changes the woman has made since pregnancy
* interest in changing drinking behaviour
+ goal setting
+ situations when the woman is most likely to drink.

To assess levels of motivation to change drinking behaviour ask:
+ how important it is to the woman

* how confident is the woman of making the change.
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FRAMES is an effective brief intervention strategy that includes several important elements. Alcohol
screening, combined with a brief intervention based on FRAMES, results in reduced drinking in heavy
drinkers.*

4 )
FRAMES

Feedback: provide the woman with personal feedback regarding her individual status.
Feedback can include information about the score of a screening tool such as AUDIT and
information about the consequences for the child of consuming alcohol if she became
pregnant, or if she is pregnant

Responsibility: emphasise personal responsibility for change and the individual's
freedom of choice

Advice: provide clear advice regarding the risks associated with her continued pattern of
consumption of alcohol, in a supportive rather than an authoritarian manner

Menu: offer a menu of strategies to reduce or stop her consumption of alcohol, providing
options from which a woman may choose

Empathy: be empathetic, reflective and understanding of the woman’s point of view

L Self-efficacy: reinforce the woman’s expectation that she can change. )

Motivational interviewing

Motivational interviewing is a technique that has been effectively used within brief intervention to reduce
the risk of alcohol exposed pregnancies.® Motivational interviewing seeks to increase a woman'’s
readiness to change by resolving ambivalence about behaviour change.*

The key principles of motivational interviewing are to express empathy, enhance discrepancy, allow
resistance and avoid argumentation, and support self-efficacy.*” Five specific skills are used:

+ open ended questioning + affirmation
+ reflective listening * summarising
+ eliciting discussion about behaviour change.

The motivational interview may begin with an open-ended question which may evoke concerns related
to the consequences of alcohol consumption and allow the health professional to elicit empathetic
reflections. Throughout the motivational interview, the health professional should show that they
understand, encourage the woman to express her own perspective, highlight ambivalence and reinforce
any comments she makes about behaviour change.

Some open-ended questions that health professionals may use to enhance discrepancy and evoke
self-motivational statements,

How do you feel about your alcohol use?

What are some of the good things about your alcohol use?

What worries you about your alcohol use?

What might be some benefits of you stopping or reducing the amount of alcohol that you drink?
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Some affirmation statements that may be used to create an empathetic environment and build a
woman’s confidence about behaviour change:

Thank you for coming today.

Thank you for being willing to talk about this with me.
It isn’t easy to talk about things like this.

That’s a good idea.

Reflective listening can be used to respond to information given by the woman about her situation and
feelings. Reflective listening shows understanding and encourages the woman to keep talking. These
statements can be used to highlight discrepancies and ambivalence about behaviour change, and to
reinforce a woman’s thoughts about and strategies for behaviour change.

You want your child to have the best chance in life.
You find it hard not to drink when you are out with your friends.
You think that it might help if you ask your partner to support you to cut down.

Summarising the information that a woman has given supports the process of reflective listening
and emphasises information that will support the woman'’s behaviour change. It is important that the
summary is succinct.

You find it hard not to drink when you go out on the weekend and everyone else is drinking.
You have seen some women who have drunk alcohol while they are pregnant and their babies
seem OK. On the other hand, you’re concerned that drinking alcohol while you are pregnant
may have consequences for your child, and you want your child to have the best possible
chance in life.

Health professionals can elicit discussion about behaviour change by encouraging a woman to
recognise the disadvantages of continuing the pattern of consumption and the advantages of changing,
and encouraging optimism about intention to change.

Further support

Some women will require more intensive approaches and support for changing their alcohol consumption
patterns. Health professionals should make themselves aware of services that may be able to provide
further support for women who are consuming risky amounts of alcohol during pregnancy.

See page 28 and 29 for ‘Further information for health professionals’ and ‘Referrals’.
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After pregnancy

Alcohol and breastfeeding

Risky or daily intake of alcohol is not recommended for any breastfeeding mother due to issues relating
to the care of the infant and the risk of conditions that make up FASD for a subsequent pregnancy.

Alcohol consumed by the mother passes into her bloodstream and her breast milk. Alcohol levels in the
breast milk are similar to the blood alcohol levels of the mother at the time of feeding. The effect on the
infant can be sedation, irritability and weak sucking. Alcohol consumption can also lead to decreased
milk supply and milk odour.®® It is best to avoid breastfeeding for about two hours after drinking one
standard drink.

Excessive consumption of alcohol can affect milk flow in breastfeeding mothers. Adverse effects on
infants who are breastfeeding can include:

+ impaired motor development + changes in sleep patterns
* decrease in milk intake * risk of hypoglycaemia.
Suspecting FASD

Health professionals are quite likely to be the first to notice characteristics of conditions that make up
FASD in a child. In the case of FAS, early diagnosis and appropriate intervention is associated with
improved outcomes for children and prevention of secondary disabilities such as disrupted school
experience, unemployment, mental health problems, trouble with the law and inappropriate sexual
behaviour.*® Parents often find their ability to cope improves when they understand that behaviour
and learning problems are most likely caused by brain damage, not the child’s choice to be inattentive
or uncooperative, or the parenting style. Diagnosis requires a multidisciplinary approach and it is
important to note that:

« facial characteristics (in the case of FAS) may not be apparent at birth, tend to normalise in
adolescence, and may be difficult to detect in some ethnic groups

* learning, attention and behavioural difficulties may not become apparent until the child starts
school

+ information on alcohol consumption in pregnancy may not be available or reliable.

Early identification of conditions that make up FASD is also important for preventing alcohol exposure
in subsequent pregnancies.

If a condition that is included within the general term of FASD is suspected, arrange referral to health
professionals experienced in diagnosis and management.
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Families affected by FASD

Raising children with conditions that make up FASD can be challenging. These children
have complex medical, psychological and social needs. Stable living environments, early
diagnosis and appropriate services appear to reduce the severity of the behavioural and
social problems exhibited by an affected child.

Specialised parenting and education strategies can improve outcomes for these children.
While we have much to learn about working with infants, children, adolescents and adults
with conditions that make up FASD, there are some generalisations that can be made.

Infancy

Strategies in infancy should focus on efforts to calm the baby, address failure to thrive and
exclude birth defects. Special methods can be used to swaddle, hold, soothe, feed and
stimulate the infant.

Childhood

Children may have vision, hearing and speech problems that should be assessed as
early as possible. Recommendations for a positive learning environment include: calm
and quiet, structure and routine, repetition and reducing distractions.

Adolescence and adulthood

When children with conditions that make up FASD reach adolescence, behaviour may
become challenging at school and home. Difficulties may include mental health problems,
substance abuse and trouble with the law. In some cases, problems progress to include
incarceration, early parenthood and difficulties with employment and independent
living. People with conditions that make up FASD fail to consider the consequences of
actions and this can lead to many adverse situations. Adaptive function and cognitive
ability become worse as the child gets older, contributing to social problems. Adolescents
continue to need secure and structured environments. Advocacy and case management
are important services at this stage.
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Conclusions

Pregnancy is a time when women may be more ready to think about and improve their health. A
pregnant woman, thinking about her child and her role as a mother, may be more able to initiate the
process of changing her alcohol use.

The safest approach is not to drink alcohol at all during pregnancy. Alcohol consumption during
pregnancy can affect fetal development at all stages of pregnancy. Stopping drinking at any time in the
pregnancy will reduce the risk to the fetus.

Health professionals have an important role in addressing alcohol use with women before and during
pregnancy. Health professionals can:

+ ASK all women about their alcohol use

+ ASSESS the level of risk of alcohol consumption

« ADVISE that no alcohol in pregnancy is the safest choice

+ ADVISE on the consequences of alcohol consumption during pregnancy

+ ASSIST women in stopping or reducing their alcohol consumption and avoid intoxication

«  ARRANGE for further support by planning additional consultations or by referral to specialised
services.

Fetal Alcohol Spectrum Disorder describes the range of effects that can occur in an individual who
was exposed to alcohol in pregnancy. These effects include brain damage, birth defects, poor growth,
social and behavioural problems, developmental delay and low 1Q.

Health professionals are likely to be the first to notice the characteristics of conditions that make up
FASD in a child. Health professionals can support accurate diagnosis by asking women about alcohol
consumption during pregnancy and recording information about the quantity, frequency, type of alcohol
and pattern of consumption.
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Further information for health professionals

(

Alcohol and Drug Information Service (ADIS)

ADIS can provide health professionals with information on local services in both the metropolitan
and country areas throughout WA.

ADIS is a statewide 24 hour free confidential telephone service providing information, referral,
counselling, advice about alcohol and other drugs.

Phone 08 9442 5000, Free call 1800 198 024 http://www.dao.health.wa.gov.au

Antenatal Chemical Dependency Clinic

The Antenatal Chemical Dependency Clinic is located in the East Wing Clinic at King Edward
Memorial Hospital for Women. It runs every Wednesday afternoon and Friday Morning. Itis a
free holistic service providing obstetric and midwifery care, social support, information about
the effects of drugs (including alcohol) during pregnancy, information on drug treatment options,
referral and counselling

Phone 08 9340 2222, Pager 3425

Useful resources

[

Vs

Telethon Institute for Child Health Research, Alcohol and Pregnancy webpage
http://www.ichr.uwa.edu.au/alcohol&pregnancy

Australian Alcohol Guidelines: Health Risks and Benefits
http://www.nhmrc.gov.au/publications/_files/ds9.pdf

Fetal Alcohol Syndrome: A Literature Review
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/health-pubhlth-publicat-
document-fetalcsyn-cnt.htm/$FILE/fetalcsyn.pdf

Rural Health Education Foundation. Fetal Alcohol Spectrum Disorder (also available on DVD)
http://www.rhef.com.au/programs/614/614.html

~

The following materials have been developed at the Telethon Institute for Child Health Research
for use by Western Australian health professionals to support their advice to women about alcohol
use in pregnancy:

+ Alcohol and Pregnancy: Health Professionals Making a Difference (booklet)
+ Alcohol and Pregnancy: Health Professionals Making a Difference (factsheet)
*+ No Alcohol in Pregnancy is the Safest Choice (wallet cards for women).

To download or to re-order these materials, please go to the Telethon Institute for Child Health
Research, Alcohol and Pregnancy website:

http://lwww.ichr.uwa.edu.au/alcohol&pregnancy

J
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Referrals

Ve

For women

Alcohol and Drug Information Service
The Alcohol and Drug Information Service is a statewide 24 hour free confidential telephone
service providing information, referral, counselling, advice about alcohol and other drugs

Phone 08 9442 5000, Free call 1800 198 024

Antenatal Chemical Dependency Clinic

The Antenatal Chemical Dependency Clinicis located in the East Wing Clinic at King Edward
Memorial Hospital for Women. It runs every Wednesday afternoon and Friday Morning. It is a
free holistic service providing obstetric and midwifery care, social support, information about the
effects of drugs (including alcohol) during pregnancy, information on drug treatment options, referral

http://www.dao.health.wa.gov.au

and counselling
Phone 08 9340 2222, Pager 3425

For parents

National Organisation for Fetal Alcohol Syndrome and Related Disorders (NOFASARD)
NOFASARD is a nationwide service providing support for parents and carers of children or adults

with FASD, information and advocacy about FASD.
Phone 0418 854 947

http://www.nofasard.org

o

For children

Metropolitan area

Service Phone

State Child Development Centre 08 9426 9444
Andrea Way Child and Family Health Centre 08 9458 9899
Armadale Community Health and Development Centre 08 9391 2220
Clarkson Child Development Centre 08 9304 6200
Joondalup Child Development Centre 08 9400 9533
Koondoola Child Development Centre 08 9342 3911
Kwinana Community Health and Development Centre 08 9419 2266
Mandurah Community Health and Development Centre 08 95351644
Midland Child Development Centre 08 9250 4333
Rockingham Early Intervention Centre 08 9528 0888
Southwell Child Development Centre 08 9418 1177
Country areas (Contact the Director of Population Health)

Region Town Phone
Goldfields Kalgoorlie 08 9088 6221
Great Southern Albany 08 9842 7501
Kimberley Broome 08 9194 1634
Midwest Geraldton 08 9956 1962
Pilbara South Hedland 08 9140 2377
South West Bunbury 08 9795 2888
South West Manjimup 08 9777 0450
Wheatbelt Northam 08 9661 0200
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Appendix 1: AUDIT

Because alcohol use can affect your health and can interfere with certain medications and treatments,
it is important that we ask some questions about your use of alcohol. Your answers will remain
confidential so please be honest.

Place an X in one box that best describes your answer to each question.

Try to answer questions in terms of ‘standard drinks’.

Questions 0 1 2 3 4 Score

1. How often do you have a drink Never Monthly 2-4 times | 2-3times | 4 or more
containing alcohol? orless amonth a week times

a week

2. How many drinks containing 1or2 3ord 5o0r6 7t09 10 or more
alcohol do you have on a typical
day when you are drinking?

3. How often do you have six or more Never Less than Monthly Weekly Daily or
drinks on one occasion? monthly almost

daily

4. How often during the past year Never Lessthan | Monthly Weekly Daily or
have you found that you were not monthly almost
able to stop drinking once you had daily
started?

5. How often during the past year Never Less than Monthly Weekly Daily or
have you failed to do what was monthly almost
normally expected of you because daily
of drinking?

6. How often during the past year Never Less than Monthly Weekly Daily or
have you needed a first drink in the monthly almost
morning to get yourself going after daily
a heavy drinking session?

7. How often during the past year Never Less than Monthly Weekly Daily or
have you had a feeling of guilt or monthly almost
remorse after drinking? daily

8. How often during the past Never Less than Monthly Weekly Daily or
year have you been unable to monthly almost
remember what happened the daily
night before because you had
been drinking?

9. Have you or has someone else No Yes, but Yes, during
been injured as a result of your not in the the past
drinking? past year year

10. Has a relative or friend or a doctor No Yes, but Yes, during
or other health worker been not in the the past
concerned about your drinking or past year year
suggested you cut down?

Total

(World Health Organization)
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Scoring of AUDIT

Items 1 to 8 are scored on a 0 to 4 scale and items 9 and 10 are scored 0, 2, 4.

For pregnant women or women who are planning a pregnancy

Total scores of 1-7 may initiate a discussion about alcohol use in pregnancy. A brief intervention may
be appropriate for women identified as consuming alcohol during pregnancy.

For the general population

Total scores of 8 or more are recommended as indicators of risky or harmful alcohol use as well as
possible alcohol dependence.
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