Motivating pregnant women to
address substance use issues

A conversation with Marlene Thio-Watts

Our setting

Our pregnancy outreach program

began in 1988. Our community saw the
need for an alternate approach for pre-
natal education, especially for the Abo-
riginal and Metis community and others
who felt uncomfortable accessing tradi-
tional prenatal services. Our program is
located in a downtown storefront in an
area surrounded by other agencies and
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who are unable to stop using, but may
be able to cut down or make other im-
provements in their situations. A big part
of harm reduction is trying to see and
understand the clients’ situations
through their lens — respecting and not
judging where they are in their lives. It
means we never take the client down a
road where they don’t want to go.

On top of this basic acceptance, we
take a solution-focused, motivational ap-
proach with everything we do with cli-
ents. We assume they know what works
for them. They are the experts. We try
to understand what it is that they are

services that our clients frequently util-
ize such as the food banks, the needle
exchange, thrift stores, and the native
health clinic. A friend, family member or
a past client often introduces women to
the program. Past clients are the largest
referral source. Our program is very
holistic and we work hard to make that
clear — so that the program is not per-
ceived as an FAS program.

Setting the right tone

doing that is making a difference in their
lives and to identify their strengths. We
work hard to help women see that they
are capable of making changes in their
lives, by magnifying the positives in what
they are saying. We encourage them to
keep practising what’s working and ex-
plore new possibilities. We do this in a
partnership conversation. It’s a collabo-
rative approach. Never do we interrupt
that process by saying, “I know what's
best” or send the message, “I’'m the doer
for you”. As long as we’re not telling
them what to do and how to do it, we
can’t do harm.

If we want to provide the client with
information that others have found to be
helpful, we will introduce the idea by
saying, “These are some things that
other moms have said worked for
them... that you might want to try.” It’s
important to know and believe that
women want to make positive changes.
From my own experience in working




with women, | know that they often
make quantum leaps in changing behav-
iour. Pregnancy is such a window of op-
portunity for women... they almost al-
ways make positive shifts.

We also pay attention to our lan-
guage, our positive ways of talking. For
example, instead of talking about with-
drawal, we will talk about signs of recov-
ery, signs of your body becoming drug
or alcohol free. We consciously make

an effort to reframe language into posi-
tives. Instead of relapse, we refer to
bumps along the road to recovery and
discuss how hitting and dodging bumps
along the road is a normal part of recov-
ery. Language is so, so important. We
will often refer to “recovery”, as
“discovery”. We help women to explore
what they have learned about them-
selves, and what works for them in
dodging the bumps along the road.

Asking about substance use

We do the intake interview at the

first visit. All members of our multidisci-
plinary staff team have been trained on a
strengths-based approach to intake, and
all counselling and education that we do.
Learning solution-focused questioning is
an integral part of orientation and train-
ing. Having all team members using the
approach ensures that a client is re-
ceived in the same way no matter which
worker she sees. We inform clients that
the first visit is going to take some time
and that it shouldn’t be rushed. The ini-
tial contact is crucial in developing a rela-
tionship... and to let them know what to
expect in participating in the program.
We give them a tour of our site, and in-
troduce them to the team. We show
them the child-minding room that they
can access, the kitchen, and generally
make them feel comfortable in our set-
ting. Clients sign consents for release of
information so they’re very aware from
the beginning that the information they
tell us may be shared... with their doc-
tor, the public health nurse and the hos-
pital perinatal team.

We find the clients to be quite com-
fortable in discussing their alcohol and
drug issues. They’re so relieved to finally
have an opportunity to talk to some-
one... because there is rarely a woman,
including myself, who didn’t do some-
thing at the beginning of her pregnancy
that she regretted. We provide a forum
for her to talk about it where she feels
safe, understood, non-judged, and where

she can ask the questions that she wants
to ask. We have resources at our fin-
gertips to provide her with information
that can help her to understand prenatal
and fetal risks. We normalize discussion
about substance use by talking about it in
much the same way as we talk about
how much milk they’ve been drinking.
We explain that we ask the same ques-
tions of everyone.

From the beginning, we include her as
a partner in the process by setting the
intake chart where she can read along if
she chooses and see what is being writ-
ten. This helps her to feel comfortable
with the intake process. The interview is
fashioned so that we intersperse ques-
tions with education, getting to know
them and building trust. Discussion
starts with the demographic information,
then goes on to obstetric history, health
and nutritional status, then to caffeine
and smoking, gradually leading in to alco-
hol and drug use. We make it a very gen-
tle transition and in all cases, we take
every opportunity to point out her
strengths as she shares information.

Our intake questions are designed to
show any positive shifts in behaviour. For
example: “When was the last time you
drank alcohol, if ever?” “How many
times did you drink alcohol in a week
before you knew that you were preg-
nant.” “On average, in the past few
weeks how many times a week did you
drink alcohol?” Followed by, “Now, at
this point in time, how many times a
week on average do you drink alcohol?”
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In almost every instance, they’re going to
tell you a reduced amount. This is the
opportunity to give her encouragement
with respect to the positive shift and to
explore with her what she is doing differ-
ently. “Wow, that’s great that you've
been able to make that much of a change
already. How have you done that?” They

do not expect it. They’re expecting a
lecture and a judgment, and instead you
recognize what a wonderful change
they’ve made in their behaviour. By ask-
ing them how they’ve made the change,
you’re acknowledging that they’re ex-
perts in their own lives and that they
know what works for them.

Building on strengths

Throughout the discussion, we look
for and magnify the positives — this pro-
vides a solid base for the woman to set
goals, and consider what she is going to
be working on next. We finish the ses-
sion letting her know, “The next time
you come, I'll be asking you about what’s
different about your drinking since the
last time we talked.” We never refer
exactly to their goals. We don’t set them
up for failure by asking them about de-
tails. For example, it would not be effec-
tive to say, “Last time you were here,
you told me you were going to cut back
and only drink one beer instead of the
usual three. Did you do that?” Rather
we would say, “What'’s been different
about your alcohol use this past week.
What have been your social supports?
Tell me about a situation that you’ve
been in where you might have been or
were tempted to drink alcohol?” You are
asking her to give you snapshots of her
life to better understand the context of
her life. All the while you show her that
you’re really confident in her to make a
change, to make a difference. Every little
thing she says that is positive, you mag-
nify. For example, even if the person says
to you, “l haven’t been able to cut down,
but | really want to try,” you can magnify
that with, “Tell me more about that? Is it
new for you to be thinking about reduc-
ing? What is that like for you?”

Now if we do have a client who obvi-
ously has an issue come up in the middle
of the intake interview and we can’t fin-
ish it, then obviously, we don’t continue.
That happens often, where we get to the
question about a miscarriage or they in-
dicate that they’ve had other problems,

like a SIDS death, and that’s as far as we
go. Rather than get into the rest of the
history at that point, we finish it the next
time. In other cases, someone may need
to talk about options, or a client is just
overwhelmed from having just realized
they may have hurt their child and we
stop there.

They’re drawn in by the way the issue
is normalized. We might say, “I'm sure
that at some time during your pregnancy
you will be going to parties and places
where there’s marijuana smoke, alcohol,
and possibly other drugs; your partner
and friends may be using around you.
What's that going to be like for you?
What'’s it been like so far?” This normal-
izes the issue and opens up a dialogue
about her social supports, her lifestyle,
her coping skills and strengths.

As part of our education, and alcohol
and drug assessment, we ask clients
about their knowledge and understand-
ing of FAS. We refer to a picture of two
brains — a six-week-old baby normal brain
and a six-week-old baby brain affected
with fetal alcohol syndrome. We have
found that this picture invokes a lot of
discussion and creates a climate for edu-
cation and an opportunity to correct any
misconceptions. For instance, when we
ask them what they think FAS is, they’ll
usually mention learning disabilities or
health problems, smaller build and a dif-
ferent facial appearance. Often they'll
share, “l have a nephew who has FAS,
and he is always getting into trouble and
has difficulties with school.” They seldom
name brain damage. We use this as an
opportunity to point out “all you have
said is right on, but the major thing
you’ve left out — is the difference in the
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brain; there is brain damage that’s irre-
versible, and we show them a picture of
a fetal brain affected by alcohol”.

We find that this has a large impact...
their response is usually “Oh, my!” It
often sparks a huge dialogue and they
will quite often refer to the photo again
during other visits. When they attend
later with a partner or friend they have
stated, “What you told me about last
time was just so amazing. Can you tell
my friend about it?” Or, sometimes a
client will point to it and go, “That’s my
brain. I'm affected.” Because we have a
number of our own Moms who are af-
fected, we also ask a question in our in-
take about maternal drug or alcohol use
along with paternal, sibling, and other
family use. It provides another window

of opportunity for them to talk with us
about alcohol use within the context of
their family.

In the event a client has had no past
experience using alcohol they are some-
times surprised that you want to provide
them with knowledge about FAS: “I
don’t need to know about FAS because
P'll never drink when I'm pregnant.” In
these cases, we suggest they become
ambassadors and give them the same
information we give to everyone else
because they may have a friend or some-
one who they will be able to provide
with this same information. We use this
opportunity to talk with her about how
she can educate and provide support to
friends or relatives who may become
pregnant.

Options for ongoing care

We have learned in working with

pregnant women that they often don’t
want to detox in the traditional manner.
They prefer to detox at home, or tem-
porarily live with a relative in another
community where they can feel safe and
secure. We will involve the physician, an
alcohol and drug counsellor and the fam-
ily in monitoring the situation where the
woman may require medical intervention
or assessment. Women have told us that
they don’t feel comfortable going to AA
or NA when they’re pregnant, so at
times, we have had pregnant and parent-
ing support groups meeting at our preg-
nancy outreach program. We help
women explore what will work best for
them. One woman asked one of our
counsellors if she could come in every
day and help us with cooking. She came
in for three complete days to cook and
spend time developing a relationship
with our team. By the end of the three
days, she felt she had broken her pattern
of use. She felt safe and supported. This
helped her to detox in a way that

worked for her. Every individual woman
has a different road to follow on her
path of recovery. We need to be crea-
tive, and innovative. We need to pro-
vide a caring safe environment for peo-
ple to do what they need to do. [

Contact
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