Guidelines for obtaining maternal and neonatal UDM

Albuquerque, New Mexico


The following guidelines for urine drug screening for pregnant women and their newborns are to be utilized by all services. These guidelines have been approved by the medical directors and reviewed by University of New Mexico legal. They were developed for use by all the hospitals in Bernalillo County, New Mexico, and distributed to faculty and residents in Ob/Gyn, Pediatrics and Family Medicine, Certified, Nurse-midwives, and labor and delivery /mother-baby unit nursing staff.  
1) UDM should only be ordered for specific indications and should be sent on all patients with these indications:

Maternal UDM in OB triage or L and D 

History of substance abuse in this pregnancy 

Preterm labor (Not POOC) 

Placental abruption 

Behavior consistent with acute intoxication 

Neonatal UDM at newborn nursery 

History of substance abuse in this pregnancy 

Preterm labor (Not POOC) 

Placental abruption 

Unexplained neonatal depression, seizures, jitteriness or possible neonatal  

abstinence syndrome

2) Informed consent

 Pregnant woman and postpartum mothers are to be informed that a UDM will be sent based on our standard guidelines. Written consent is not required. If they refuse to send a maternal UDM that request should be noted and honored. Parents do not have a legal right to decline a medically indicated infant UDM 

Andy His, MD, Mother-baby unit medical director

Larry Leeman, MD, MPH, Mother-baby unit medical director

Kim Leslie, MD, Mother-baby unit and Labor and delivery medical director

Tony Ogburn, MD, Chair of University Hospital MCH Committee

September 20, 2004
UNM HSC Guidelines for Drug Testing of Newborns

Introduction 

 Presbyterian, University and Lovelace Healthcare Systems in Albuquerque have collaboratively developed a community standard for drug testing of newborns. The purpose of the collaborative work, of this specific policy, and of drug testing in general is to ensure the best possible care and the best interests of newborns and their families.  The importance of drug testing of newborns centers on the information the results provide to inform and direct clinical care of the patient.  

Principles of drug testing of newborns 

• Have ongoing discussions with pregnant women about use of alcohol and other drugs prior to and during the pregnancy and present the risks and dangers of licit and illicit substance use during pregnancy. 

• Obtain drug testing for specific clinical situations, as listed below, in order to inform clinical management. 

• Inform the parents of the clinical indications for drug testing of the newborn. 

• Results of a positive test result should be communicated to the mother and members of the care team. The goal is to ensure the best possible care and the best interests of the baby and its family. 

• End the practice of referring all positive drug tests to CYFD. 

• Interpret the positive drug screen as one component of an assessment of the family milieu. 

• Ascertain the safety of the mother and baby. In the course of assessing the family's abilities to care for the mother and baby, referral to CYFD exists as an option. Given other community resources (e.g. Los Pasos Program or appropriate programs located in the family’s community) and the family's willingness to engage in care, the hospital social worker and healthcare providers will determine if a referral to CYFD is or is not indicated. 

• Before discharge, the healthcare team will construct, in collaboration with the family, a plan of care that will address the significant social and medical conditions for both the mother and her baby. 

Criteria for drug testing of newborns 

1. Signs suggestive of neonatal abstinence syndrome

2. Maternal history of drug use <1 year prior to EDC

3. Positive drug screen in the mother during pregnancy or labor

4. Inadequate (i.e. little or no) prenatal care

5. Placental abruption (in the absence of hypertensive disease)

6. Neonatal seizures

7. Odor of alcohol on mother's breath or concerning maternal behavior

A urine drug test may aid in determining the etiology or associated factors leading to the presence of conditions such as infants who experience perinatal/neonatal depression (in the absence other probable etiology) or whose intrauterine growth makes them small for gestational age (in the absence of other probable etiology).

Recommended Guidelines for a Community Standard of Neonatal Drug Testing

Submitted by Andrew Hsi, Randy Nederhoff, and Tom Rothfeld

December 2001

Introduction 

Many physicians practicing at the major hospitals in Albuquerque do not believe that an admission of drug use during pregnancy or a positive screen on a mother or baby constitutes a priori evidence of child neglect or abuse. For that reason, physicians have moved toward development of guidelines regarding drug testing that can become a community clinical standard of care. This guideline calls for ongoing discussions with pregnant women and new mothers about the risks and dangers of licit and illicit substance use during pregnancy and postpartum. This guideline recognizes the specific clinical situations that require drug testing to inform clinical management. This guideline for drug testing does not require the physician to obtain informed consent. Rather, the physician would inform the parents of the clinical indications for testing in the normal course of discussions about their baby's status, progress and plans for further care. If the physician receives a positive test result, then frank communication will ensue between the mother and the physician and members of the care team. The goal is to ensure the best possible care and the best interests of the baby and its family. The care team will complete assessments of the mother before discharge regarding her abilities to care for her baby. Based on our clinical experiences, the guidelines will not recommend a routine referral to CYFD based on a positive drug test. Rather, each mother who has had a positive drug test or whose baby tests positive will leave with a discharge plan to address the significant social and medical conditions for herself and her baby. The guidelines recommend that the medical team make a referral to CYFD for possible child neglect if the mother does not demonstrate abilities to provide care for her baby. Other options that the team will consider include referral to the FOCUS Programs (Los Pasos, Milagro, and Starting Early to Link Enhanced Comprehensive Treatment Teams or SELECTT Programs) coupled with close medical care with the baby's primary care physician. We anticipate implementation of this policy to result in better care for families and appropriate referrals to CYFD. Most importantly, adoption of these guidelines will mean mothers and babies with positive drug tests will not automatically come to the attention of law enforcement agencies in violation of the recent Supreme Court ruling. 

Statement of purpose for community clinical standard of care guidelines 

The clinical importance of urine or meconium drug testing centers on the information the results provide for patient care. A positive test for substances of abuse informs the obstetrician, pediatrician, neonatologist, or family practitioner that a mother and baby have serious and significant risk factors for medical problems. Those problems occurring for pregnant women include acute withdrawal from opiate drugs, abruptio placenta with resulting catastrophic hemodynamic effects to the baby, premature onset of labor, premature delivery, and acute intoxication. Medical problems for fetuses include episodic opiate withdrawal in utero, fluctuations in fetal circulation with damage to vital organs including the brain and intestines, intrauterine growth retardation, fetal distress with passage of meconium into amniotic fluid, and premature birth. For the newborn infant, common medical problems include acute opiate withdrawal known as the Neonatal Abstinence Syndrome, neonatal depression, abnormalities of neurological functioning such as jitteriness and decrease in the quiet-alert state, poor feeding, irritability, and seizures. To lack access to this important information places the medical providers and institutions at risk of failing to provide appropriate and optimal care. 

Provision of appropriate and optimal medical care requires physicians to know with certainty what conditions affect a woman during pregnancy or her newborn. Some screening tests reveal possible medical risks to the pregnancy and fetus not common to all pregnant women. For example, prenatal laboratory tests include the Glucose Tolerance Test for pregnant women who may have diabetes. Protocols used in nurseries call for screening tests done on newborns born before 35 weeks, including a CBC and blood cultures, in addition to inpatient observation for at least 48 hours. All of the conditions screened for have corrective medical management. Medical providers are not required to obtain informed consent for these tests. They obtain the tests in the context of usual clinical care. The same criteria apply to the rationale for testing for drugs in pregnant women and their babies in the context of possible maternal drug use in pregnancy. 

Guidelines for drug testing of newborns 

• Have ongoing discussions with pregnant women about the risks and dangers of licit and illicit substance use during pregnancy. 

• Obtain drug testing for specific clinical situations as listed below in order to inform clinical management. 

• Inform the parents of the clinical indications for drug testing of the newborn. 

• Results of a positive test result should be communicated to the mother and members of the care team. The goal is to ensure the best possible care and the best interests of the baby and its family. 

• End the practice of referring all positive drug tests to CYFD. 

• Interpret the positive drug screen as one component of an assessment of the family milieu. 

• Ascertain the safety of the mother and baby. In the course of assessing the family's abilities to care for the mother and baby, referral to CYFD exists as an option. Given other community resources and the family's willingness to engage in care, the clinical social worker and care team may determine that a CYFD referral may not be the most appropriate course of care. 

• At the time of discharge, the healthcare team will construct, in collaboration with the family, a plan of care that will address the significant social and medical conditions for both the mother and her baby. 

Criteria for drug testing of newborns 

1. Signs suggestive of neonatal abstinence syndrome.

2. Perinatal/neonatal depression (in the absence of an obvious cause). 

3. Neonatal seizures.

4. SGA or marked IUGR (in the absence of an obvious cause). 

5. Placental abruption (in the absence of hypertensive disease). 

6. POOC (in the absence of an obvious cause) leading to premature delivery (<35 weeks). 

7. Maternal history of drug use < 1 year prior to EDC. 

8. Positive drug screen in the mother during pregnancy or labor. 

9. Obvious odor of alcohol on the mother's breath. 

Summary of documentation for guidelines 

• A large percentage of pregnant women use alcohol, tobacco, and drugs of abuse. 

• History taking for drug use does not discover all pregnancies at risk. 

• Tests for drug use provide significant clinical information. 

• Tests for drug use have methodological limitations. 

• A positive drug test alerts physicians to monitor for medical complications. 

• Babies with prenatal alcohol and drug exposure need follow up care for developmental problems through the first 3 years of life. 

• Local policies have allowed pregnant women using drugs to elect a program of prosecution diversion that directs the women to prenatal care and drug treatment. 

Prevalence of drug use among women of childbearing age in New Mexico 

Studies conducted by the Substance Abuse Epidemiology Unit of the New Mexico Department of Health from 1990-1996 demonstrated that women seeking pregnancy testing have a high level of ethanol and drug use. The unit studied over 2000 women each year from across the state that completed an anonymous questionnaire and had a urine specimen submitted for pregnancy testing also analyzed for metabolites of drugs. The study received an exemption from the UNM HSC Human Research and Review Committee. The results showed that among women submitting a urine specimen for pregnancy testing, 20% indicated use of marijuana in the four weeks before presenting to the clinic. 2.8% had used methamphetamine, 3% cocaine, and 0.9% opiate drugs. For legal drug use, 40% had used ethanol and 45% had used tobacco. The questionnaire detected ethanol use better than urine drug testing, but urine drug testing detected use of "harder" drugs much better. Analyzing only the questionnaire responses would have missed two-thirds of those women who used cocaine or opiates. Many women used illicit and licit drugs in combination with the most common mixtures including tobacco, ethanol, and marijuana use. For those women who thought they might be pregnant, the prevalence of use of all substances appeared to be two-thirds that of the general study population. Thus the prevalence of illicit and licit drug use during pregnancy exceeds ten-fold most commonly screened complications of pregnancy and exceeds at least a thousand-fold conditions commonly screened for newborns. Although urine drug testing at the time of delivery may not detect use of illicit drugs early in pregnancy, the addictive potential of many of these drugs leads to the strong possibility that women will continue using them throughout pregnancy. 

Screening tests provide an important method of detecting serious conditions when the condition to be detected occurs commonly and when the test does well in separating those who truly have the condition from those who do not. Drug testing has met both of the criteria for a successful clinical screening test. Illicit drug use during pregnancy may affect up to 5000 babies in New Mexico annually with marijuana exposure, 750 with cocaine exposure, and an additional 700 with methamphetamine exposure. The major limitation of most drug testing of pregnant women and newborns comes from the testing methodology that sets a threshold level below which the laboratory reports a negative test. For example, detection of ecogonine, the biological metabolite of cocaine, at any level in the urine or meconium of a patient should not occur unless the pregnant woman received prescribed cocaine shortly before delivery. However, due to the possible error level of the test itself, detection of very small amounts of ecogonine will return a report of a negative result. 

Other limitations include the timing of the test and difficulties distinguishing metabolites of licit from illicit drug use. Most urine drug tests cannot detect drug use greater than 48 to 72 hours before testing. A positive test for all drugs excepting marijuana indicates recent use. Marijuana, due to its storage in body fat with chronic smoking or ingestion, may pass into body fluids over a longer time with detection in some laboratories occurring for 30 days after last use. Current urine drug testing methodologies present problems in detecting methamphetamine use. Components of common over-the-counter medications contain ephedrine and related substances that serve as precursors in methamphetamine synthesis. However, other confirmatory tests can distinguish the presence of methamphetamine from legal compounds. 

Alternatives to urine or meconium drug testing for detection of drug use 

In the context of discussion of obtaining "informed consent" for drug testing, alternatives exist for detection of licit and illicit drug use during pregnancy. Consistent interviewing of all women presenting for prenatal care may allow frank discussion of substance use. Selected research provides insight into the history taking of health care providers. Publications analyzing the use of short sets of questions such as the MAST or CAGE as screening tests for the detection of ethanol abuse have repeatedly shown that health care providers do not ask for ethanol use history consistently. Literature on interviewing for substance use has shown that many health care providers find asking about use difficult in their practice. This difficulty arose from concerns that questioning might invade an individual's privacy, that disclosure of use would result in unanticipated additional demands of limited office visit time, and that the lack of treatment resources would result in referrals without timely services. In addition, many health care providers felt that their own patients would not have substance use problems. This perception increased as the estimated annual income of the patient increased. Research done in Pinellas County, Florida, demonstrated the same prevalence of substance use among pregnant women receiving prenatal care covered by private health insurance or covered by Medicaid. 

Other indicators of possible drug use present greater difficulties for use as screening tests. In the past, individuals have undergone drug testing based on clinical assessments of behavior in the emergency room or on Labor and Delivery. Some health care providers have confidence in their abilities to detect alcohol on a person's breath or to detect intoxicated behaviors. Anecdotes abound about testing pregnant women based on the presence of tattoos or on the behavior and appearance of their partners. Little information exists about the clinical reliability of subjective impressions by health care providers correlated with the prevalence of positive drug screens among those tested. 

Ideally, a pregnant woman would start prenatal care early in pregnancy. As an empathetic and trusting relationship developed between the patient and physician, they would talk about all issues that could affect the outcome of the pregnancy. Some health areas would be reviewed at each prenatal visit including diet and drug and alcohol use with appropriate counseling, testing and referrals offered. For the reasons presented above, substance use continues to be a hidden behavior. More efforts directed at detecting the behavior might create additional costs of physician time not compatible with current clinical demands. In addition, for many women the decision to disclose raises many difficult issues often including the relationship with her partner, examination of her family life, and access to treatment. While making a decision about disclosing substance use behaviors, important events transpire in the woman's health and the development of her fetus, particularly the fetal brain. Some women decide to avoid prenatal care entirely due to conflicts around substance use. 

A positive drug test for a woman at delivery or her baby: What does it mean? 

A positive drug test alerts physicians to provide intensive observations in the care of the mother and baby. These observations include attention to maternal mental status, vital signs, breastfeeding, and handling of the baby. For the baby, physicians increase attention to neurological adaptations, responsiveness, vital signs, and feeding. In discharge planning, many physicians have additional considerations regarding the safety of the mother and baby, preparations in the home for the baby, and closer medical follow up for problems with feeding and weight gain. Over the first two years, the baby will need more attention to acquisition of normal fine and gross motor skills and expressive language abilities. In short, a drug test will provide potentially important information, but the test has meaning only in clinical context. This is true of a large number of tests done on women at delivery and on their babies. 

Policy issues related to drug testing at delivery 

Physicians should carefully discern the clinical indications for obtaining a screening drug test and providing clinical interventions from how the hospital or community policies interpret the results of the test. Physicians have clinical interest in both positive and negative test results while hospitals and child protection authorities only react to positive results. With either test result, physicians will use the results to provide the best care for mothers and babies in that the results allow consideration of a narrower differential diagnosis for the clinical presentations. Child protection authorities will not view a negative result as confirmation of adequate or optimal ability to parent. Hospital policies do not anticipate risk management problems from negative drug test results. These guidelines separate the clinical utility of drug tests and appropriate discharge planning from mandatory reporting of positive drug test results to CYFD to protect patients, physicians, and institutions from discriminatory practices. 

In years past, the community has experienced confusion about appropriate interventions around maternal drug use during pregnancy. Hospital legal departments responded to this confusion by mandating reports to child protection authorities here and in other jurisdictions although the Children's Code of New Mexico does not specifically mandate such reactions. In response, child protection authorities have decreased the promptness and intensity of their investigations and interventions when they receive a referral based only on a positive drug screen. Law enforcement authorities also have reacted inconsistently. At one extreme, the district attorney in Charleston, South Carolina, entered into an agreement with the hospital and medical school of the University of South Carolina and law enforcement agencies to prosecute women identified with positive drug screens. This agreement formed the basis for the recent Supreme Court decision to overturn the use of urine drug screens as part of evidence to hold against the mother. In our community, the District Attorney proposed a similar strategy in 1990 and then modified it after consultation with medical experts to develop a prosecution diversion program. This program has continued for over 10 years for pregnant women with substance use problems identified by history or drug testing incarcerated at BCDC. 

The concerns raised by the Supreme Court decision actually affect a very small application of urine drug testing. The court did not rule against obtaining the test, but it ruled against release of the test results to law enforcement authorities without the mother's consent. The practice of the University of South Carolina does not apply directly to the practice in hospitals in Albuquerque. Different hospitals and physicians have taken different approaches to a positive drug test for a newborn or its mother. Among those hospitals that have mandated reporting a positive drug screen to the Statewide Centralized Intake of the Children, Youth and Families Department have experienced different responses to the reports. Physicians and other health care providers have documented varying levels of CYFD responses after making a report. Although CYFD has stated that a report of a positive drug test will result in the report moving to an investigation, health care providers from all hospitals have found different levels of thoroughness in the investigative process. Most investigations are closed shortly after the hospital made the referral. Most families reported receive referrals from CYFD to community services without further monitoring. 
Current practice at CYFD does not include taking legal custody of an infant based only on positive drug test in a baby or mother. Policies at Statewide Centralized Intake call for reports of suspected child abuse and neglect to be forwarded to appropriate law enforcement agencies. These agencies do not in practice acknowledge the forwarded report nor respond without input from CYFD personnel about imminent danger to the child named as the focus of the report. Although a report of a positive drug test made from a hospital whose policy requires reporting of all positives may arrive eventually at a law enforcement agency, in real practice the report by itself does not generate investigations or arrests. This is a major and significant departure from the practice addressed by the Supreme Court. 

