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Objectives 

•   How do the use of drugs and alcohol 
impact a child during his lifetime? 

•   What can a parent do to remediate the 
effects? 

Overview 

•   Prenatal exposure to drugs and alcohol 

•   FAS/ARND 

•   Management 

•   Understanding school support 

Substance abuse - definition 

Substance abuse is self-administration 

of various drugs that deviate from medically 

or socially accepted use, which if prolonged 

can lead to the development of physical and 

psychological dependence. 

Defining the problem 

Prevalence among young women has 
increased markedly 

~250 000 U.S. women meet the criteria for 
IV drug abuse 

 ~90% of these women are of childbearing 
age  

 ~5% of all pregnant women 

•   Risk factors during pregnancy include: 
–   lack of prenatal care 

–  history of premature labor 

–  cigarette smoking 

–  depression 

–  physical abuse 

–  Sexually transmitted infections 
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•   Substances most commonly abused in 
pregnancy include: 
–   Cocaine 

–   Amphetamines 

–   Opioids 

–   Ethanol 

–  Marijuana 

–   Tobacco 

–   Caffeine 

•   Polysubstance abuse is very common 

Specific substances 

•   Prenatal 
–  Marijuana 

•   Unclear whether fetal growth is effected 

–   Cocaine, opiates, heroin, methadone 
•   Increased low birth weight, preterm birth 

•   Long term 
–   No consistent effect on physical growth or 

developmental or behavioral test scores 
–  Most profound effect is increased postnatal risks of 

neglect and maltreatment, which have much stronger 
effects on cognitive and behavioral outcomes 

Barbara L. Thompson1, Pat Levitt1 & Gregg D. Stanwood1 Nature Reviews 
Neuroscience 10, 303-312 (April 2009)  

Prenatal alcohol exposure 

•   Much more established health and 
developmental risks 

Definitions 

•   Fetal Alcohol Syndrome (FAS) 
FAS with confirmed maternal alcohol exposure.  

Must also have: 
i. growth retardation (i.e. delayed prenatal and/or 

post-natal growth) 
ii. central nervous system involvement 
(head circumference below the third percentile, 
developmental delay or intellectual disabilities, 

and/or 
other less prevalent conditions.) 
iii. characteristic facial features 

More Definitions 

FAS without confirmed alcohol exposure. 
Clear diagnosis of FAS, but no way to verify the mother’s 

alcohol use. Helpful for children with FAS in foster and 
adoptive homes. 

Partial FAS with Confirmed Maternal Alcohol Exposure 
Confirmed history of prenatal alcohol exposure who has 

some, but not all, of the characteristics of FAS.  
Partial does not mean less severe 

Alcohol-Related Neurodevelopmental Disorder (ARND) 
Confirmed history of prenatal alcohol exposure who 

exhibits CNS damage as in FAS 
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Epidemiology 

•   20-32% of pregnant women consume 
alcohol 

•   Overall prevalence is 0.5-2.0/1000 births 

•   Active surveillance suggests that prenatal 
alcohol exposure may affect 1% of all US 
born children 

Epidemiology 

•   Up to 12,000 infants are born in the US each 
year with FAS, and at least 60,000 with ARND 

•   At least 20,000 Russian children, with FAS born 
yearly, and at least 100,000 ARND 

•   Children in US Foster care: 
–   At least 1% have FAS 
–   Average age of diagnosis:  9 to 10 years old 
–   80% of affected children do not fit the phenotypic 

model for FAS 
–   80% of US children with FAS are in foster care 

FAS – more facts 

•   FAS is 100% preventable. 
•   It is one of the leading causes of preventable birth 

defects and developmental delay. 
•   It is found in all economic and racial groups. 
•   FAS is not genetic or inherited. A woman who has FAS 

can give birth to unaffected children. 
•   FAS is more likely to occur following continuous or 

heavy intake of alcohol during pregnancy. 
•   There is no definitive information regarding a safe 

quantity of alcohol use during pregnancy. 

•   First trimester (0-3 months) 

–   Interferes with basic organization of brain cells, leading to 
severe facial and brain malformations. 

•   Second trimester (3-6 months) 

–   Reduces the number of brain cells and brain size. 

•   Third trimester 

–   Damage to the cerebellum,  

    hippocampus, and pre-frontal 

    cortex. 

Alcohol Timing and Effects 

A baby’s face 
forms  on specific 
days during 
gestation.  A 
normal face DOES 
NOT equal normal 
brain and does not 
rule out ARND. 

FAS Typical Facial Features 

•   Typical facial features, 20% of the time 

•   Growth delay, before and after birth, including a 
small head (and small, abnormal brain) 

•   Central nervous system abnormalities (ARND) 

•   Neurodevelopmental and behavior problems 

•   Other problems may be associated: 

•  Heart, CP, spina bifida, crossed eyes, hearing 
loss, cleft lip/palate 

FAS/ARND 
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•   Verbal learning 

–   Initial learning 

•   Visual-Spatial learning 

–   Recall object location 

•   Attention 

–   Set shifting 

•   Reaction time 

–   Information processing  

•   Executive functions 

–   Abstract thinking 

–   Planning and organizing 

Cognitive and Behavioral Impairments FAS - Diagnostic challenges in the 
adopted child 

•   No maternal history 

•   Ethnicity-dependent dysmorphology 

•   Many adopted children are growth 
retarded for multiple reasons 

•   Developmental delays and/or behavior 
problems may have multiple origins 

Problems in Infancy 

•   often tremulous and irritable; may cry a lot 
•   weak sucking reflex and muscle tone 
•   feeding difficulties: often disinterested in food, 

feeding can take hours 
•   erratic sleep patterns; no predictable sleep-

awake cycle 
•   sensitive to sights, sounds, and touch 
•   failure to thrive 
•   slow to master developmental milestones (e.g. 

walking, talking, imitating sounds) 
•   problems with bonding 

Problems in Preschool 
•   disinterest in food and disrupted sleep continue 
•   poor motor coordination 
•   poor attention span 
•   more interested in people than objects 
•   overly friendly, highly social; indiscriminate with relationships 
•   expressive speech delay 
•   impulsive, excessively talkative and intrusive 
•   unable to comprehend danger; does not respond well to verbal 

warnings 
•   prone to temper tantrums and non-compliance 
•   easily distractible or hyperactive 
•   does not respond well to changes; prefers routines 

Problems in early school 
•   reading and writing skills during the first two years may not be noticeably delayed 
•   math harder than spelling and reading 
•   attention deficits and poor impulse control become more apparent 
•   inability to transfer learning from one situation to another 
•   requires constant reminder for basic activities at home and school 
•   poor working memory—information is learned, retained for a while and then lost 
•   gross motor control problems (e.g. clumsy) 
•   fine motor problems (e.g. trouble with handwriting, buttons, zippers, shoe laces, etc.) 
•   difficulties with social skills and interpersonal relationships 
•   can’t share or wait for turn 
•   prefers to play with younger children or adults 
•   exists in the “here and now,” seems to lack an internal time clock 
•   unable to monitor his/her own work or pace him/herself 
•   sleep disturbances continue 

Problems in middle school 

•   delayed physical and cognitive development 
•   reading and spelling skills usually reach peak 
•   increased difficulty maintaining attention, completing 

assignments and mastering new academic skills 
•   can’t abstract think - usually a very concrete thinker 
•   continuing fine motor problems may make volume work 

production impossible 
•   good verbal skills 
•   superficially friendly social manner and good intentions 

often mask the seriousness of the problem 
•   psychological evaluation and remedial placement may be 

necessary 
•   a pattern of school suspensions may start 
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Problems in adolescence 
•   increased truancy, school refusals and school dropouts 
•   increased behavioral disruption in school 
•   reading comprehension is poorer than word recognition 
•   math is most difficult task, suggesting poor memory, poor abstract thinking 
•   learned to act as though they understand, but cannot follow through on their own. 
•   often misjudged as being lazy, stubborn and unwilling to learn 
•   faulty logic; lacks basic types of critical thinking and judgment skills 
•   increased problems with abstract thinking and the ability to link cause and effect 
•   impulsive, total lack of inhibition and easily influenced, subject to peer manipulation 

and exploitation 
•   difficulty showing remorse or taking responsibility for actions 
•   frequently behaves in ways that place him/herself or others at risk 
•   high risk for problems with the law and involvement in the criminal justice system 
•   problems managing time and money 
•   difficulty identifying and labeling feelings, low motivation, low self-esteem 
•   clinical depression 

Problems in adulthood 

•   perseverates with ideas or activities, may appear 
compulsive and rigid 

•   difficulty holding down jobs 
•   may be unable to live independently or parent children 
•   problems managing money 
•   poor social skills 
•   lack of reciprocal relationships 
•   unpredictable behavior 
•   depression/suicidal ideation 
•   withdrawal and isolation 
•   substance abuse; susceptible to chemical dependency 

Positive characteristics 
•   creative intelligence (e.g. artistic, musical) 
•   perseverance (determined, persistent, willing, committed hard workers, 

involved, energetic) 
•   highly moral, deep sense of fairness, rigid belief systems 
•   strong sense of self 
•   friendly, trusting, loyal, loving, affectionate, compassionate 
•   Gentle, tactile, cuddly 
•   concerned, sensitive 
•   love children, animals, nurturing—devoted partners and parents 
•   highly verbal 
•   exceptionally good long term visual memory 
•   spontaneous, have lots of energy 
•   curious and questioning, have sense of wonder 
•   rich fantasy life (poets, writers, wonderful story tellers) 
•   great sense of humor 

Difficulties can be lifelong 
•   Parenting styles needs to be: 

–   Patient 
–   Loving 
–   “industrial-strength” 
–   tons of structure 
–   appropriate expectations and supports in school 

•   Identify what children CAN’T do versus what they WON’T do 

•   Prevent some of the “secondary disabilities”   
•   Acting out 
•   Depression 
•   Aggression 
•   Victimization 
•   troubles with the law, potential for substance abuse themselves  

Additional secondary disabilities 
•   deficits reported in many areas, including interpersonal relationships, 

communication, daily living skills, sexuality and adaptive skills 
•   communication problems, including the inability to listen to a story for five 

minutes or longer, to relate to an experience, to use a table of contents or to 
address an envelope 

•   problems with social skills include: 
–   talking too much and too quickly, but having little to say 
–   liking to be the centre of attention, indiscriminate and/or overly intrusive 

 impulsiveness, lack of inhibition, and naiveté regardless of age and gender 
•   difficulty telling time, knowing the value of money, and interpreting social 

cues 
•   problems sequencing tasks or instructions 
•   low tolerance for frustration 
•   difficulty distinguishing fantasy from real life 
•   low self-esteem 

Co-morbid diagnoses 

•   Attention Deficit Disorder (ADD)/Attention 
Deficit Hyperactivity Disorder (ADHD) 

•   Attachment Disorder 

•   Autism 

•   Oppositional Defiant Disorder 

•   Conduct Disorder 
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Common misperceptions 
 T/F? People with FAS/ARND always have mental retardation. 
   
 Only 25% of 178 individuals with the full FAS were classified  as 
having mental retardation by an IQ score below 70.  
 Only the most severely affected children—those with 
 clear microcephaly and other physical malformations—are easily  
detected at birth. 

 T/F? The behavior problems associated with FAS/ARND are a result 
of a bad environment or poor parenting. 
 People with FAS/FAE are born with some brain damage, so they do 
not always process information in the same way as most people and 
do not always behave in a manner that others expect them to. 
Absence of a good environment or proper parenting isn’t the primary 
cause of the disability. 

Common misperceptions 
 T/F? It is useless to diagnose FAS/ARND because there is no “real” treatment  

 Not true! Think about other incurable diseases (e.g., childhood autism). Once the 
diagnosis is made,  family members and social services workers can customize 
developmental approaches and goals.  
 A diagnosis helps everyone understand typical behaviors and expectations. 
 A diagnosis helps families build networks of support. Diagnosis provides visibility, 
and visibility prompts solutions. 

 T/F?  People with FAS/ARND are uncaring and irresponsible. 

 People with FAS/ARND usually care tremendously but their basic organic 
problems with memory, distractibility, processing information and being 
overwhelmed by stimulation all work against their desires. They simply have 
difficulty understanding the meaning and interrelationships of a complex world. In 
addition, the repeated experience of failing to meet expectations can generate a 
general reluctance to meet challenges, even in someone with the best intentions.  

Management 

•   Parenting suggestions 

•   School support 

Parenting suggestions 
Communicate effectively 

Begin all conversations with the child’s name and make eye contact. 
Be specific with directions (“hang your coat on the hanger in the closet” rather than “put 

your coat away,”). 
Use the same words to express directions for daily routines, such as “brush your teeth” 
rather than “clean your teeth” or “get your teeth done.” 
Be brief and keep directions short. Avoid multi-step directions 
Use lists for older children that give step-by-step simple instructions 
If the child does not know what to do next, jog their memory.  “What should you be doing 

now?” 
Use expressive gestures when talking. Try varying loudness, inflection, tone, coupled 

with hand signals. 
Use as many visual cues as possible to trigger memory and to aid comprehension.  
Be specific when labeling inappropriate behavior and include visual cues to emphasize 

the desired action. 

Parenting suggestions 
 Touch can be useful for teaching appropriate social distance from 

others. (my bubble) 

 Help the child interpret social and behavioral cues of others. (e.g. “That 
person looks happy because...”) Encourage the child to self monitor 
and to recognize context, social cues (i.e. facial expressions, tone of 
voice, posture, etc.) and their own feeling state.  

 Help the child to express their emotions in acceptable ways. 
 Encourage the use of positive self talk: “I can do this!” “I need to pay 

attention.” “I’m smart!” 
 Help the child develop skills for safe expression of feelings through use 

of metaphor, art, play, and anger management strategies to provide 
a bridge to verbalizing issues. 

Consequences and Positive 
Feedback 

Spend time discussing cause and effect relationships.  
Tell the child what to do, not just what not to do. 
Encourage the child to “help” as a valued member of the family. 
Give immediate rewards or consequences. 
Be firm. Set clear, consistent limits. Don’t debate or argue over rules. Post family rules in 

 simple words and/or with pictures. 
Separate the child from the behavior. The action may be “bad,” but the child must never 

 feel that s/he is a “bad” person. 
Do not make threats that you cannot carry out. . 
Be very specific with praise and criticism. (e.g. “Joey, good sitting” or “Susie, good 

listening”) 
Intervene before inappropriate behavior escalates  
Designate a place for “quiet time” when the child feels overwhelmed. Encourage the child 

to choose a place where s/he will feel comfortable and secure. 
Give the child positive acknowledgement and regard for just being themselves—as well 

as for desirable behavior. 
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Transitions 

Develop “hello” and “farewell” rituals between you and your 
child. 

 Use photographs to prepare a child for big events, like 
moving, doctor’s visit, new school. 

Use photographs of important people to explain absences. 
Keep routine as normal as possible, particularly if a child 

must move to a new foster or adoptive home. 
 Acknowledge the child’s fears about abandonment and 

other separation issues. Be as reassuring as possible. 

Transitions 

Establish routines so that your child can predict 
coming events. 

Offer structured, limited choices and encourage 
decision making.  

Teach the child a visual or verbal cue to help them 
understand it is time to begin the task. 

Timers are a useful way to clearly define the length 
of an activity. 

Give the child advance warning that an activity will 
be over soon. 

Prepare the child for school the night before. 

Structure and Routines 
Write down or diagram what needs to be done for the completion of a task. Use 

calendars in the kitchen and bedrooms to list events. Write down or diagram what 
 needs to be done.  
 Example of morning routine: 

  get up 
  get dressed 
  eat breakfast 
  personal hygiene (wash face, brush teeth, comb hair) 
  get school things together (books, backpack) 
  prepare a lunch 
  put on coat and shoes 

Break down daily activities into specific steps—plan mini-routines within the larger 
routine. 

Do everything in the same way and in the same order every day (e.g. wake the child in 
the same predictable way each morning.)  

Structure and Routine 
Avoid situations where the child will be over stimulated by people, 

sound, light or movement. 
Have a place for everything and everything in its place. Allow only one 

item out at one time. 
Keep living space as uncluttered as possible. 
Place labels on the outside of drawers, cupboards, shelves, and so on. 

Use single words or pictures to indicate contents. 
If the child has difficulty understanding boundaries and private spaces, 

such as shared bedrooms, marking off areas with masking tape. 
Create a homework corner in a quiet place. Have the minimal but 

necessary tools available. 
Alternate active times with relaxation. 

Supervision 
Remember that it is impossible to be everywhere all the time and that structures in the 

 environment can help support supervision. 
Children with FAS have trouble understanding the link between behavior and 

 consequences.  They are typically the children in the group who get caught, even 
though they may not have been the instigators. 

If the child approaches strangers, deal with it immediately in front of the stranger (e.g." 
This is a stranger, this is someone we do not know. We do not talk to people we do 
not know.”) 

Sleep - keep the child’s bedroom fairly sparse 
 For the child who wanders at night, an alarm on the bedroom door may be necessary 
 For the child who wakes up at night, make a plan in advance with the child. 

   Safety-proof the house for night time wandering. 
  Lock doors. 
  Consider installing an alarm system, and train the child. 
  Make sure that this area is entirely child-proofed.  

Advocacy 
Continue learning about FAS. Read articles, books, newsletters, 

internet (be careful) for information and support. Attend workshops 
and conferences.  

Share your information with professionals (teachers, doctors) involved 
in your child’s life. 

The diagnosis of FAS should not be used to label limitations. Each child 
has different potential. The goal is to facilitate their development so 
that their fullest potential is realized. 

 Recognize that FAS is a relatively new area, and that it will take time 
for a formal “system” to develop to help affected individuals and their 
families. Find people who share an interest in the area to work with 
you and help you through the existing system. 

Join a support group and share your information.  
Take care of yourself! 
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Understanding school support Legal background 

• Children with disabilities are guaranteed 

free and appropriate public education 

(IDEA, 1997) 

• No children can be refused education 

regardless of disability 

• Children with a disability are required to be 

provided with special education and 

related services 

Role of school systems 

• Provide children with a general 

education curriculum 

• Assess children (if requested) for 

possible disorders impacting 

effective educational progress 

• Provide necessary supports 

NOT the role of school systems 

• Provide comprehensive mental health 

support for students 

– Unless therapeutic school placement is 

warranted; then cost typically shared with mental 

health services 

• Involve family in therapy 

– Unless home based services are warranted 

(typically autism or mental health diagnosis) 

Assessment for Special Education 
Services 

• School determines eligibility for services 
– Multidisciplinary assessment 
– Parent consultation 
– Due process 
– Individualized Educational Plan (IEP) 
– In Least Restrictive Environment (LRE) 
* Definition of ‘disability’ varies by state * 

Multidisciplinary & 
Nondiscriminatory Assessments 

• Require evaluation in all areas of 
suspected disability 
• Assessment not biased by culture, 
language or disability 
• Qualified professionals must assess and 
participate in decision making 
• Timeline to complete (state specific) 
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Typical Assessment Components 

• Psychological assessment 
• Educational assessment 
• Developmental history 
• Psychosocial family history 
• Medical data 
– Hearing, vision, neurologic assessments 
* Nothing specific is REQUIRED* 

Disabilities Covered by IDEA 
(1997) 

• Autism 
• Developmental delay (for child < 9yrs old) 
• Hearing/Vision impairment 
• Mental retardation 
• Serious emotional disturbance 
• Specific learning disability 
• Speech & language impairment 
• Traumatic brain injury 
• Other health impairment 

Outcomes of IEP Evaluation 

• No disability - no services 
• If disability impacting ‘effective 
educational progress’ – IEP created 
– Specific goals 
– Measurable outcomes 
– School placement determination 
– Specific services including 
• OT, PT, Speech 

Section 504 

• Appropriate for children who have not 
qualified for an IEP 
– No educational impairment 
– Therefore no disability in school 
• Accommodation plans may include 
– Seating plan 
– Homework modifications 
– Testing modifications 

Who can initiate an IEP 
assessment? 

• Parents must sign consent to assess 

• Many may suggest assessment including 

– Early childhood service providers 

– Teachers 

– Social workers 

– Physicians 

– Other therapists 

Who can attend an IEP meeting? 

• School team 

• School’s invited consultants 

• Parents 

• Parents’ invited guests 

– Friends, relatives 

– Educational advocate 

– Lawyer 
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Independent assessments 

• Families always have a right to obtain one 
• School does not need to follow outside 
evaluator’s recommendations 
• Assessment outside of school system via 
– Private psychologists/neuropsychologists, OT, 

PT, 
speech & language therapists 
– Hospital based clinics 
• Cost sharing by school system may be an 
option (state specific) 

If family and school disagree 

If family and school disagree 
• Family may accept IEP in part and 
request further assessment 
• Child has the option to ‘stay put’ 
(no change of current services) 
• State specific appeals process 
– Mediation 
– Litigation 

Some common ‘learning 
impairment profiles’ 

•   Primarily language – reading/writing/
spelling 

•   Output (talking, writing) 
•   Visual-spatial processing 
•   Processing (visual, auditory, universal) 
•   Executive functioning impairment 
•   Right hemisphere (Nonverbal Learning 

 Disorder) 

DSM-IV Specific Learning 
Disabilities 

•   Reading disorder 

•   Math disorder 

•   Disorder of written expression 

•   Learning Disability – Not Otherwise 
Specified 

Implications of learning disabilities 
for school based services 

•   Clearly impact ‘effective educational progress’ 

•   School based services vary 

•   In class support (tutoring, accommodations) 

•   Out of class support 

•   Specialized school placement 

•   Reduced homework expectations 

•   May be hard to document ‘ability’ 

Prenatal Alcohol Exposure – 
Treatment Considerations 

• Meet child at level of functioning 
– Social/emotional skills may be << IQ 
– IQ is not always reflective of ‘common 

 sense’ or functioning 
• Focus interventions on 
– Maintaining safety 
– Preventing secondary concerns: 

  • Mood concerns, behavior problems,  
 pregnancy 
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Older child IEP considerations 

If concerns - start with a good assessment! 
IEP individual examples of support: 
• Adult with student 
– Aide, translator access 
• Year long program (includes summer) 
• Full day preschool or kindergarten 
– AM and PM ‘half-day programs’ 
• Reduced length of school day 

Working with Professionals: 
Expectations of TEACHERS? 

Reasonable expectations: 
• Subjective report of academic skills 
• Observations of classroom behaviors 
• Comparison with peers 
UNREASONABLE expectations: 
• Diagnostic assessment (LD, ADHD, 
etc) 
• Thorough knowledge of implications 
of adoption, trauma, etc for children 

Working with Professionals: 
Expectations of PEDIATRICIANS? 

Reasonable expectations: 
• Longitudinal monitoring of growth, health 
• Medical therapy for ADHD/anxiety disorders 
– If interested, knowledgeable, available 

UNREASONABLE expectations: 
• Comprehensive understanding of ‘prenatal alcohol 

exposure issues’ 
• Diagnostic assessment to differentiate ADHD from other 

co-morbid challenges 

   If you’ve told a child a thousand times and 
he still does not understand, then it is not 
the child who is a slow learner. 

     —Walter Barbee 
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