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}By the end of this presentation, 
participants will be able to:
ƁIdentify a DSM - 5 diagnosis for the effects of 

prenatal alcohol exposure;

ƁDescribe how viewing FASD as co - occurring 
is different than other co - occurring issues;

ƁList modifications to treatment approaches 
that can improve outcomes for those with 
an FASD.





ÅNeurodevelopmental 

Disorder associated 

with Prenatal Alcohol 

Exposure







}DSM 5
ƁNeurodevelopmental Disorder Associated 

with Prenatal Alcohol Exposure 315.8 (F88)

ƁNeurobehavioral Disorder Associated with 
Prenatal Alcohol Exposure (Section III)



}F88: Other Specified Delays in 
Development; Other Disorders of 
Psychological Development
}Q86.0: Fetal Alcohol Syndrome 

(dysmorphic )
}Q86; PO4.3: Alcohol Affecting Fetus or 

Newborn Via Placenta or Breast Milk
}P04.3: Newborn (suspected to be) affected 

by maternal use of alcohol
}Z13: Encounter for screening for other 

diseases and disorders



}The range of FASD is more common than 
disorders such as Autism and Down 
Syndrome
ƁGenerally accepted incidence of FASD in North 

America for a decade has been 1 in 100 live 
births through passive surveillance

ƁRecent active surveillance studies are 
identifying a prevalence of between 2% and 5% 
(1 in 50 to 1 in 20)

ƁMuch higher percentage in systems of care

ƁMajority undiagnosed



}The individual is seen as having a disability

}Frustration and anger are reduced by 
recognizing behavior is due to brain 
damage

}Trauma and abuse can be decreased or 
avoided

}Approaches can be modified

}Diagnoses can be questioned



}Many moves as children

}Repeated abuse and trauma

}Fail with typical education, parenting, 
treatment, justice, vocational, and housing 
approaches

}Think they are òbadó or òstupidó

}High risk of being homeless, in jail, or 
dead



}There is no blood test or other simple test
}Diagnostic capacity for adults is limited
}A screen can be very helpful
}In the ideal world, a positive screen would 

lead to an assessment and diagnostic 
evaluation
}Lacking that ability, we need to modify 

approaches if we suspect an FASD
}If prenatal alcohol exposure is known, it is 

very important to document it



}Called the Life History Screen

}Published in the International Journal of 
Alcohol and Drug Research

}Aside from demographics, there are 28 
questions in the current version of the 
screen, broken down into 9 categories 
developed through statistical analysis

}11 of the questions are asked in the ASI, 
clearly indicated on the form



}Categories:
ƁChildhood History
ƁMaternal Alcohol Use
ƁEducation
ƁCriminal History
ƁSubstance Use
ƁEmployment and Income
ƁLiving Situation
ƁMental Health
ƁDay to Day Behaviors



}There are three key life history domains 
that were identified through feedback 
from 22 residential substance abuse 
treatment centers
ƁChildhood history

ƁMaternal alcohol use

ƁDay- to - day behaviors



}The screen is not meant to be given to the 
person to complete

}How questions are asked is an essential 
component to training on the screen
ƁSome questions may need to be asked after a 

trusting relationship is formed with the person

ƁSome questions may need to be revisited once 
this relationship is formed

}The screen is not meant to be a burden but 
rather a guide for future work



Program # Screened # screened 
positive

Of those 
screened 
positive, # 
successfully 
completing 
treatment

Of those 
completing
treatment, 
# who had 
their 60 
day follow -
up

Of those  
who
followed 
up, # 
reporting 
abstinence

Women 
without
children

160 88 (55%) 61 (69%) 61 (100%) 50 (82%)

Women 
with 
children

36 24 (67%) 19 (79%)

Criminal 
Justice

31 20 (64.5%) 17 (85%)

Totals 227 132 (58%) 97 (73.5%)



}Recognizing an FASD challenges the basic 
tenets of treatment and interactions with 
people
ƁThat people need to take responsibility for their 

actions
ƁThat people learn by experiencing the 

consequences of their actions
ƁThat people are in control of their behavior
ƁThat enabling and fostering dependency are to 

be avoided
¶A person has to learn to do things on her or his 
own because thatõs the real world



}Our values and biases may come into play
ƁAbout behaviors

ƁAbout drinking during pregnancy

}It may bring up issues in our own lives

}It means re - examining our practices

}It is easier to view the person as having the 
responsibility to change

}Equality is easier than fairness (equity)
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}Because of the brain processing issues in 
FASD, many of these individuals do not 
learn by experiencing the consequences of 
their actions
ƁNatural consequences are often ineffective and 

may put the person at risk of being repeatedly 
homeless, in jail, or dead

ƁHowever, this is the basis of many of our 
approaches

}Treatment of co - occurring issues must be 
different if a person also has an FASD
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}Attention - Deficit/Hyperactivity 
Disorder

}Schizophrenia

}Depression

}Bipolar disorder

}Substance use disorders 



}Sensory integration disorder
}Reactive Attachment Disorder
}Separation Anxiety Disorder
}Posttraumatic Stress Disorder
}Traumatic Brain Injury
}Risk for Borderline Personality Disorder
}Medical disorders (e.g., seizure 

disorder at birth, cleft lip and palate, 
scoliosis, atrial or ventral heart 
abnormalities)



}ADHD

}Oppositional Defiant Disorder

}Conduct Disorder

}Autism/High Functioning Autism

}Reactive Attachment Disorder

}Bipolar disorder

}Traumatic Brain Injury

}Antisocial Personality Disorder

}Borderline Personality Disorder



FASD ADHD ODD

Behavior Does not complete tasks

Underlying 
cause for the 
behavior

ÅMay or may not 
take in the 
information
ÅCannot recall the 
information when 
needed
ÅCannot remember 
what to do

ÅTakes in the 
information
ÅCan recall the 
information 
when needed
ÅGets distracted

ÅTakes in the 
information
ÅCan recall the 
information when 
needed
ÅChooses not to do 
what they are told

Interventions 
for the 
behavior

Provide one 
direction at a 
time

Limit stimuli 
and provide 
cues

Provide positive 
sense of control, 
limits, and 
consequences



}Those with prenatal alcohol exposure 
scored significantly poorer on the two -
back test
ƁThe level of activation in the Dorsolateral 

Prefrontal Cortex was significantly less in 
those with an FASD

ƁThis is a measure of working memory

}Implications for working with those with 
an FASD



}The body deals with stress and anxiety  
through the amygdala and the 
hypothalamus - pituitary - adrenal (HPA) 
axis

}Prenatal alcohol exposure affects the 
bodyõs response to stress and anxiety
ƁThe HPA axis over - responds to minor 

stressors with an over - release of cortisol

}Implications for working with those with 
an FASD



}Friendly
}Talkative
}Strong desire to be liked
}Desire to be helpful
}Naïve and gullible
}Difficulty identifying dangerous people or 

situations
}Difficulty following multiple 

directions/rules
}Model the behavior of those around them
}Literal thinking



}Do òexactlyó as told

}Difficulty with predicting consequences

}Difficulty with the sense of time

}Difficulty with a sense of space

}Difficulty in reward/consequence systems

}Difficulty managing money

}Difficulty with sarcasm, joking, similes, 
metaphors, proverbs, idiomatic 
expressions





}Early language development often 
delayed

}Often very verbal as adults

}Verbal receptive language is more 
impaired than verbal expressive language

}Verbal receptive language is the basis of 
most of our interactions with people



}Parenting techniques
}Elementary and secondary education
}Child welfare
}Judicial system
}Treatment
ƁMotivational interviewing
ƁCognitive behavioral therapy
ƁGroup therapy
ƁAA/NA groups



}People with an FASD are at risk for HIV 
and sexually transmitted infections
ƁDifficulty avoiding dangerous situations

ƁDifficulty negotiating safe sex

ƁDifficulty remembering to use safe sex 
techniques



}Literal thinking can lead to a higher risk for 
suicide
ƁLanguage used in discussing deaths

}Community response to other suicides

}Wanting to ògo along with the crowdó

}òIf I kill myself, people will be upsetó

}Inability to predict the consequence of 
death at the moment



1Streissguth, Barr, Kogan, and Bookstein, 1996.  Understanding the Occurrence of Secondary 
Disabilities in Clients with FAS & FAE. Final Report to the CDC, p. 35.  2Attempt rate for adults 
with an Intellectual Disability in  mixed clinical & community samples (Hardan and Sahl, 1999; 
Lunsky, 2004. 3U.S lifetime rate of suicide attempts (1990-1992 National Comorbidity Study; 
Kessler, Borges, and Walters, 1999).  
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}Friendly

}Likeable

}Verbal

}Helpful

}Caring

}Hard worker

}Creative

}Determined

}Have points of 
insight

}Good with 
younger 
children*

}Not malicious

}Every day is a 
new day

D. Dubovsky, Drexel University College of Medicine (1999)



}Be consistent in appointment days and 
times, activities, and routines
ƁFor groups, therapy appointments, probation 

appointments, meetings with other agencies

ƁLimit staff changes whenever possible

ƁPrepare the person for any changes in 
personnel or appointment times often

ƁUse technology e.g. cell phones for reminders



}Have short treatment sessions every day at 
the same time rather than once a week
}Be careful about verbal approaches
ƁUse multiple senses

}Simplify and review routines, schedules, 
rules frequently
ƁCheck for true understanding

}Be aware of possible issues with 
fluorescent lights



}Designate a point person for the individual 
to go to whenever she has a question or a 
problem or does not know what to do

}Identify a mentor or treatment buddy

}Repeatedly role play situations the person 
may get into, modeling how you would like 
her to respond

}Much repetition due to damage to working 
memory



}Utilize a positive focused system rather 
than a reward and consequence system
}If consequences need to be used, they 

should be immediate, related to what 
occurred, and preferably completed 
within the same day

}Any time you need to tell someone òyou 
canõtó you must also say òbut you canó



}Plan carefully for groups
ƁShorter groups may be more useful
ƁIt may be helpful to have the person sit next 

to the facilitator in group
ƁUse senses other than verbal
ƁAllow them to take a break in the middle of 

group if necessary
ƁHave someone review what occurred in group 

for a few minutes afterwards

}Simplify medication schedules



}Identify signs that the person is beginning to 
get stressed or anxious
}Identify one or two things that help the 

person calm down when s/he gets upset 
}Talk with the person about the importance of 

using those techniques at the moment they 
are beginning to get upset
}This can reduce aggression and getting 

thrown out of programs
ƁBut everyone needs to support their doing this 



}Standard suicide assessment protocols 
need to be modified
üInstead of òHow does the future look to you?ó 
ask òWhat are you going to do tomorrow? 
Next week?ó
üLethality of attempt Í level of intent to die
üObtain family/collateral input

}Be careful about words used regarding 
other suicides or deaths

Huggins, et al., 2008. Mental Health Aspects of Developmental Disabilities, 11(2) 1-9.



}Intervene to reduce risk 
üAddress basic needs and increase stability
üTreat depression
üTeach distraction techniques
üRemove lethal means
üIncrease social support
üMonitor risk closely
üBuild reasons for living
üStrengthen relationship between the woman 

and her support (e.g., case manager; therapist)
}Do not use suicide contracts
Huggins et al, 2008. Mental Health Aspects of Developmental 

Disabilities 11(2) 1 - 9.



Zero 

Tolerance 

Policies



}Who is helpful to you and who is someone 
who is not good for you (e.g., has gotten 
you in trouble or has encouraged you to do 
things you should not)

Circle of Support



}Art therapy
ƁIdentify creative talents of the individual

}Movement and dance therapy

}Cultural traditions and rituals

}Animal assisted therapy

}Exercise


