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Presentation Objectives

Participants will…
 Identify primary characteristics of prenatal and postnatal 

substance exposure to alcohol and other drugs

 Identify long-term effects of this exposure on the 
developmental spectrum for children 

 Learn how prenatal substance abuse can impact child 
behavior and family relations

 Learn about evidence-based assessment and treatment 
strategies for children exposed to prenatal substance 
abuse
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Why this work 
is urgent??
EMERGING DATA REGARDING INFANTS WITH PRENATAL 
SUBSTANCE EXPOSURE AND THEIR FAMILIES
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Prevalence of Parental Alcohol or Drug Abuse 
as an Identified Condition of Removal in the 
United States, 2000 to 2021
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SSThis slides represents the children in OOHC during Fiscal Year in which parental alcohol or drug abuse as an identified condition of removal. Really stress the impact that substance use is having on removals and the Prevalence of parental AOD as an identified condition of removal within a given amount of time: it is helpful in understanding the “burden to the system” at a given time. Prevalence is directly impacted duration of event, so if the event is long, prevalence may appear high even if there aren’t new cases occurring (harder to see changes over time with longer-lasting events unless extreme influx/exit in event).Explanation of data presented: The % of children in OOHC who had AOD listed as a reason for removal (there can be more than 1 reason listed for removal). In 2019, there are 675,936 children in OOHC and 261,811 with parental AOD as an identified condition of removal (2,954 missing AOD information; 0.4%).
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Incidence of Parental Alcohol or Drug Abuse 
as an Identified Condition of Removal in the 
United States By Age, 2000 to 2018
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SSThis slides represents the children who entered OOHC during Fiscal Year in which parental alcohol or drug abuse as an identified condition of removal.Explanation of data presented: The % of children who entered OOHC who had parental alcohol or drug abuse as an identified condition of removal (there can be more than 1 reason listed for removal). In 2018, 262,956 children entered OOHC and 102,371 with parental alcohol or drug abuse as an identified condition of removal.Incidence of parental alcohol or drug abuse as an identified condition of removal within a given amount of time: Incidence is more helpful in understanding changes in event occurring over time. Incidence only includes new cases, and doesn’t take length of event into consideration at all. Incidence rates can vary much more than prevalence, especially with longer-lasting events and don’t necessarily provide an overview of the entire system.  
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Prevalence of Parental Alcohol or Drug 
Abuse as an Identified Condition of 
Removal in the United States,  2019

Note: Estimates based on all children in out of home care at some point during Fiscal Year Source: AFCARS Data, 2019 v1

Oklahoma ranks 8th nationally 
in proportion of removals 

due to substance abuse
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SSFor more info, see CWLA Kristen Seay article and Child Maltreatment Journal Young, Boles article. Numerator represent the # of kids, NOT # of cases, who were in OOHC in FY2019 and had parental alcohol or drug abuse as an identified condition of removal. Denominator = total removal reasonStaff Notes:States typically don’t agree w/what this slide says in terms of their prevalence – it’s part of the You Can’t Fix What You Don’t Count messaging. This issue is related to:Lack of protocols re. identification (screening and assessment)Lack of protocols re. data entryVariation in data systemsHow AOD is captured in data systems (e.g.: neglect; is there a AOD box?)Point in time in which the AOD is identified; and then entered in the data systemOften, at the local level, multiple CA/N reasons are reported and sometimes only the primary reason  is reported by the Fed system(s).Good ending points/reason to share these slides;Opens the conversation re. data collection and what that means for resources, sustainability, etc.Total N with ANYAOD (numerator):AK	69.0%	2911AL	43.5%	4241AR	48.5%	3506AZ	30.5%	6918CA	13.4%	10355CO	45.3%	4411CT	43.3%	2589DC	12.6%	134DE	9.7%	90FL	49.8%	19505GA	43.1%	8699HI	32.7%	899IA	61.0%	5961ID	48.0%	1460IL	11.3%	2599IN	62.6%	16851KS	45.3%	5470KY	38.6%	6098LA	3.6%	260MA	31.0%	4905MD	30.7%	1780ME	51.0%	1529MI	38.2%	6815MN	47.6%	7142MO	49.7%	9598MS	46.3%	3266MT	47.2%	2856NC	44.3%	6943ND	35.5%	2003NE	43.9%	1108NH	12.6%	266NJ	41.3%	3361NM	45.5%	1790NV	13.1%	1008NY	29.4%	6499OH	30.4%	8335OK	54.1%	7091OR	59.9%	6190PA	32.4%	8290RI	36.0%	1102SC	15.9%	1320SD	57.8%	1581TN	37.7%	5419TX	66.0%	33748UT	60.9%	2785VA	32.3%	2470VT	26.1%	514WA	43.4%	7201WI	32.1%	3938WV	53.9%	6478WY	49.3%	1022Puerto Rico	15.4%	501Total US 	38.9%	261,811
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SSExplanation of data presented: The # of children who entered OOHC during Fiscal Year by age.In Oklahoma, a total of 4,524 children entered foster care in 2019. Incidence of foster care entry by age. Incidence is more helpful in understanding changes in event occurring over time. Incidence only includes new cases, and doesn’t take length of event into consideration at all. Incidence rates can vary much more than prevalence, especially with longer-lasting events and don’t necessarily provide an overview of the entire system. 
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SSThis slides represents the percent of infants to the total removed during Fiscal YearExplanation of data presented: Of all the children who entered OOHC during fiscal year, the % of children under age 1 increased gradually from 13.4% (2000) to 18.7% (2019). In Oklahoma, the % of children under age 1 increased from 11.5% (2000) to 27.5% (2019). NOTE WHEN DEVELOPING SLIDES:  % and N included in data for slide.  Pick one and update title to reflect what is in chart. 



Prenatal Substance 
Exposure

Neonatal Abstinence 
Syndrome (NAS) Neonatal 
Opioid Withdrawal 
Syndrome (NOWS)&

Fetal Alcohol Syndrome 
(FAS)
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Presentation Notes
MDNeonatal opioid withdrawal syndrome (NOWS) refers to the withdrawal symptoms that newborns experience at birth when they’ve been exposed to opioids in the womb. When a person uses opioids during pregnancy, the drugs can cross the placenta and affect infants. Babies are then born dependent on these drugs and experience withdrawal symptoms.1As the opioid crisis in America has worsened, more and more infants are born to parents who experience opioid addiction. According to the Centers for Disease Control and Prevention (CDC), the number of women experiencing opioid addiction rose by 131% between 2010 and 2017. In 2019, 7% of pregnant women reported using prescription opioid pain relievers, and one in five reported misusing opioids.2Thankfully, as devastating as NOWS can be to infants, it is treatable with both medical and non-medical techniques. Read on for what to know about NOWS, including symptoms, causes, treatments, and coping.�Neonatal abstinence syndrome (NAS) is often used interchangeably with neonatal opioid withdrawal syndrome (NOWS), and they both describe withdrawal symptoms infants experience after being exposed to illicit substances. However, NOWS specifically describes infants born with withdrawal symptoms to opioids, whereas NAS includes other drugs, and may or not include opioidsMoving into talking about other substances, harmful effects of prenatal substance use isn’t just limited to illicit drugs. 



Neonatal Abstinence 
Syndrome (NAS)
 Opioids used during pregnancy 

can cause withdrawal symptoms in 
the infant

 NAS is a term for a group of 
problems a baby experiences 
when withdrawing from being 
exposed to narcotics during 
pregnancy.

Presenter
Presentation Notes
MDWhat causes NAS? Almost every drug passes from the mother’s blood stream through the placenta to the baby. Drugs that cause an addiction in the mother also cause the baby to become addicted. At birth, the baby’s need for the drug continues and they may begin to show symptoms of withdrawal.  Treatment of the withdrawal symptoms may become necessary.Neonatal opioid withdrawal syndrome (NOWS) refers to the withdrawal symptoms that newborns experience at birth when they’ve been exposed to opioids in the womb. When a person uses opioids during pregnancy, the drugs can cross the placenta and affect infants. Babies are then born dependent on these drugs and experience withdrawal symptoms.1As the opioid crisis in America has worsened, more and more infants are born to parents who experience opioid addiction. According to the Centers for Disease Control and Prevention (CDC), the number of women experiencing opioid addiction rose by 131% between 2010 and 2017. In 2019, 7% of pregnant women reported using prescription opioid pain relievers, and one in five reported misusing opioids.2Thankfully, as devastating as NOWS can be to infants, it is treatable with both medical and non-medical techniques. Read on for what to know about NOWS, including symptoms, causes, treatments, and coping.�Neonatal abstinence syndrome (NAS) is often used interchangeably with neonatal opioid withdrawal syndrome (NOWS), and they both describe withdrawal symptoms infants experience after being exposed to illicit substances. However, NOWS specifically describes infants born addicted to opioids, whereas NAS includes other drugs, and may or not include opioids



Oklahoma babies

 In Oklahoma, an infant is born with 
NAS/NOWS every 25 minutes.

 The number of pregnant women with 
Substance Use Disorder (SUD) at delivery 
more than quadrupled between 2000-
2014, increasing from 1.5 to 6.5 cases per 
1000 hospital deliveries.

 In 2016, the overall incidence rate of 
NAS/NOWS was 6.7 per 1000 in hospital 
births and the total overall hospitalization 
costs were $527.7 million.
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Symptoms will vary in severity 
depending on drug, dosage, and age 
of the baby at delivery.

 Seizures
 Yawning, stuffy nose, 

and sneezing
 Poor feeding and 

sucking
 Vomiting
 Diarrhea
 Dehydration

 Excessive/High-
pitched crying

 Trembling
 Difficulty sleeping
 Tight muscle tone
 Hyperactive reflexes
 Sweating
 Fever or unstable 

temperature

Presenter
Presentation Notes
MDNot all exposed babies will withdraw.  For those that do, symptoms will vary in severity depending on drug, dosage, and age of the baby at delivery.  Symptoms of withdrawal may begin as early as 48-72 hours after birth or as late as 4 weeks of age. Here are some of the most common symptoms of withdrawal for full-term babies:Babies exposed to other types of substances may still show similar symptoms (e.g., tremors, fussiness) but may not be in true withdrawal 



Eat, Sleep, Console

 The baby might require an extended 
hospital stay.

 Comfort with dim lights, a quiet room, 
minimal stimulation, and other techniques 
such as swaddling and skin-to-skin that 
provide a soothing environment.

 Breastfeeding can be a safe option with 
some medications.

 In some cases, medication for child may 
be warranted.
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MDBecause of the problems these newborns face, extra care is needed such as extra medical care/attention, When infants are born addicted, may need to be weaned off of opiates



What substance can cause 
the most harm to the 
growing fetus?
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Impact of alcohol on 
development of the embryo

• The amount and timing of maternal alcohol use determine the 
type and  extent of resulting birth defects 

• Evidence for a dose-response association

Presenter
Presentation Notes
MDEmbryonic period is most vulnerable time for substance exposure when it comes to structural and neurological impact – visible impact that is often seen after birth



What do we know 
about alcohol effects 
on fetal development?
“Prenatal alcohol exposure is a leading preventable 
cause of developmental disabilities worldwide,” says 
NIAAA Director Dr. George F. Koob. “Estimating the 
prevalence of FASD in the United States has been 
complex due to the challenges in identifying prenatally 
exposed children.”

(AAP, 2014)

Presenter
Presentation Notes
MDFAS is the most commonly recognized term.  However, it only represents one group of individuals affected by prenatal alcohol exposure.Fetal Alcohol Syndrome (FAS): This term was first used in 1973 by Dr. David Smith and Dr. Kenneth Lyons Jones at the University of Washington to describe a small group of children who had similar patterns of facial features, growth deficiency, central nervous system dysfunction, and mothers who drank heavily during pregnancy.  They remarked that these children looked as though they were related, but they were not.  When this term was coined, Drs. Smith and Jones said that it was a diagnosis for two (the child and the mother).  This term reflects the cause of the difficulties, rather than the symptoms.   The International Classification of Diseases (ICD) is a codebook for all medical conditions.  The only specific term in the ICD related to prenatal alcohol exposure is “fetal alcohol syndrome.”  Appear normal, but never reaching their potentialFASD is 100 percent preventable.  It is one of the major reasons to focus on prevention.  Fetal alcohol spectrum disorders are some of the few totally preventable birth defects.FAS is the leading known cause of preventable mental retardation (Abel and Sokol, 1986; Stratton, et al., 1996).  It is more common than Down syndrome or any other known cause of mental retardation.  Therefore, many people may associate FAS with mental retardation and think, “My child or I don’t have mental retardation, so he/she/I can’t have FAS.” Providers may think, “I don’t work with people with mental retardation, so I won’t see any FAS.”  This association has affected FAS cost estimates, because costs of residential care for FAS only include residential care for mental retardation.Most individuals affected by prenatal alcohol exposure do not have mental retardation.  (This is discussed later.)Women do not set out to harm their children.  That is not why pregnant women drink.  Some State legislatures are considering passing laws or have passed laws that allow incarceration of women who drink or use drugs during pregnancy.  However, these measures will not help women without providing appropriate treatment and will also discourage women from talking about their alcohol use.  This is especially true if they fear losing custody of their children.



Fetal Alcohol Spectrum Disorders 
FASDs

ND-PAE 
(ARND)

FAS

pFAS

FASDs

ARBD

(AAP, 2014)

• Fetal Alcohol Syndrome (FAS)
• Partial fetal alcohol syndrome (pFAS)
• Alcohol-related birth defects (ARBD)
• Alcohol-related neurodevelopmental 

disorders (ARND)
• Neurobehavioral disorder associated with 

prenatal alcohol exposure (ND-PAE):
• Reflects impairment in three domains:

 1) neurocognition,
 2) self-regulation, and
 3) adaptive functioning

• Diagnosing requires “more than minimal” 
alcohol exposure (minimal=1 to 13 drinks per 
month and no more than 2 drinks per 
occasion)
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Presentation Notes
MDFAS is the most commonly recognized term.  However, it only represents one group of individuals affected by prenatal alcohol exposure.Fetal Alcohol Syndrome (FAS): This term was first used in 1973 by Dr. David Smith and Dr. Kenneth Lyons Jones at the University of Washington to describe a small group of children who had similar patterns of facial features, growth deficiency, central nervous system dysfunction, and mothers who drank heavily during pregnancy.  They remarked that these children looked as though they were related, but they were not.  When this term was coined, Drs. Smith and Jones said that it was a diagnosis for two (the child and the mother).  This term reflects the cause of the difficulties, rather than the symptoms. ARBD -   People with ARBD might have problems with the heart, kidneys, or bones or with hearing. They might have a mix of these.ARND - People with ARND might have intellectual disabilities and problems with behavior and learning. They might do poorly in school and have difficulties with math, memory, attention, judgment, and poor impulse control.The International Classification of Diseases (ICD) is a codebook for all medical conditions.  The only specific term in the ICD related to prenatal alcohol exposure is “fetal alcohol syndrome.”  Appear normal, but never reaching their potentialFASD is 100 percent preventable.  It is one of the major reasons to focus on prevention.  Fetal alcohol spectrum disorders are some of the few totally preventable birth defects.FAS is the leading known cause of preventable mental retardation (Abel and Sokol, 1986; Stratton, et al., 1996).  It is more common than Down syndrome or any other known cause of mental retardation.  Therefore, many people may associate FAS with mental retardation and think, “My child or I don’t have mental retardation, so he/she/I can’t have FAS.” Providers may think, “I don’t work with people with mental retardation, so I won’t see any FAS.”  This association has affected FAS cost estimates, because costs of residential care for FAS only include residential care for mental retardation.Most individuals affected by prenatal alcohol exposure do not have mental retardation.  (This is discussed later.)Women do not set out to harm their children.  That is not why pregnant women drink.  Some State legislatures are considering passing laws or have passed laws that allow incarceration of women who drink or use drugs during pregnancy.  However, these measures will not help women without providing appropriate treatment and will also discourage women from talking about their alcohol use.  This is especially true if they fear losing custody of their children.



How Fetal Alcohol 
Syndrome is diagnosed? 

Three areas
 Pre- and/or postnatal 

growth deficiency
 Specific pattern of 

facial features
 Evidence of central 

nervous system 
damage

Fetal Alcohol Exposure –
maternal consumption during 
pregnancy

 Confirmed alcohol 
exposure

 Unknown alcohol 
exposure
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Fetal Alcohol Syndrome
 FASD is estimated in 1.50% - 5.00% per 1,000 live births (CDC, 1993; 

1995; 1997; 2002; 2010)
 FAS is estimated between 2,000 and 8,000 babies per year (May & 

Gossage, 2009)
 FAS can only be diagnosed by a physician
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FASDs prevalence 

 2 - 5% in school children in 
the U.S. and some Western 
European countries

(May et al., 2009)  

 Higher prevalence among 
American Indians and Alaska 
natives, children in foster 
care, and in adopted children

 The FAS annual cost in 
the U.S. is estimated $4 
billion 

 The lifetime cost for 
each child with FAS > $2 
million (SAMSA, 2003)
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When we get upset at someone with Fetal 
Alcohol (because we do) focus your anger on the 
brain damage, not the person affected by it. They 

didn't choose this brain, they were born with it.
Jeff Noble – Soundbytes and Sanity Savers



Neurological Outcomes

• Overall cortical dysfunction
• Cerebellar Dysfunction
• Immaturity of the limbic system
• Temporal lobe dysfunction
• Parietal lobe dysfunction
• Poor development and connections to the pre-

frontal cortex
• Demyelination of sensory pathway
• Underdeveloped dorsal motor cortex
• Involute corpus callosum
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A Child with FASD Needs 
to Cross the Street

Presenter
Presentation Notes
MDRegulatory behaviors-want to cross the street, see a car coming, visual info travels to the visual cortex…flash, there’s the car, brain integrates visual information with stored/remembered rules to not cross the street, when it’s time to use that info, info shoots towards the prefrontal cortex (the Regulatory Center of the brain-how you regulate behavior), triggers dopamine release, which fires off the muscles that say stop walking  (MOTOR REGULATION)regulatory behaviors-whether it’s focus and attention, whether its trying to remember things, crossing the street, emotional regulation



Behavioral Concerns Caused 
by Substance Exposure

 Newborns:  
 Easily startled

 Difficult to comfort

 Early Childhood:  
 Poor habituation

 Poor visual focus

 Mild developmental 
delays

 Distractibility and 
hyperactivity 

 Difficulty adapting to 
change

 Difficulty following 
directions

Presenter
Presentation Notes
SSMoving away from alcohol here  - More related to ALL substances – not just alcohol and opioids



Cont. 

 Middle Childhood
◦ Difficulty predicting and/or 

understanding consequences

◦ Concrete thinking

◦ Poor comprehension of social 
rules and/or expectations

◦ Appearance of capability 
without actual ability to perform

◦ Potential emerging discrepancy 
between comprehension skills 
and expressive language

◦ Hyperactivity, impulsivity

◦ Memory deficits

 Adolescence

◦ Poor adaptive functioning

◦ Lying and stealing

◦ Faulty logic

◦ Low self-image and motivation

◦ Academic achievement lower 
than expected

◦ Inappropriate sexual behavior

◦ Lack of time awareness 
accentuated

◦ Relationship difficulties

◦ Unreliable with money

◦ Mental health problems (e.g., 
depression, anxiety, etc.)
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Behavioral Risks Attributable 
to Prenatal Drug Exposure 

Cocaine Opiates Alcohol Marijuana Meth

Dysregulated X X X X

Poor 
Interaction

X X

Low 
Frustration
Tolerance

X X X X

Excessive 
crying

X X X X

Problems
with sleeping

X X X X

Disruptive
behaviors

X X X X

Presenter
Presentation Notes
MDOpiates – concern with anxiety and aggression



Health Risks Attributable to 
Prenatal Drug Exposure 

Cocaine Opiates Alcohol Marijuana Meth

Prematurity X X X X X

Decreased 
Birth Rate

X X X X X

SIDS X X X X

Malformation
of internal 
organs

X

Growth
Retardation

X X X X

Presenter
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MDCOCAINE - 	Interventricular brain hemorrhage has been linkedOPIATES - 	Linked with strabissmus



Developmental Delay Risks Attributable 
to Prenatal Drug Exposure 

Cocaine Opiates Alcohol Marijuana Meth

Cognitive X X X

Language X

Motor 
(sensory & 
visual)

X X X

Poor
attention/
memory

X X X X X

Executive 
Functioning

X X X

Presenter
Presentation Notes
MDMeth – not gross or fine motor, only visual and sensory delays.3rd  TRIMESTER MARIJUANA USE LINKED WITH DELAYED MENTAL DEVELOPMENTOPIATES – slight link to delay in Cognitive functioning



Impact of Prenatal 
Exposure

 Dependent on frequency, timing, and type of 
substances used by mother

 Can affect existing and developing structures
 Different systems are impacted at different stages 

of development.
 Damage due to alcohol exposure is SEMI-

permanent.
 Discriminating effects of specific illicit substances is 

difficult given poly-substance use among users
 Low socioeconomic status could also have impact

 Wells (2009); Smith et al., (2007); AIA (2012)

Presenter
Presentation Notes
SSTo summarize, no two children prenatally exposed look the same, and many factors play into how they are affected, including how many substances are used, when they are used in pregnancy, quantity, frequency. Children experience many disruptions in development due to exposure, including to physical structures, brain development – both in cognitive/academic functioning and behavioralGetting an accurate picture of substance use during pregnancy is difficult, given that it relies on mothers’ reportingWe also know many environmental factors can place increased risk on children and families or buffer against riskwo Studies: Wells, K.  (2009).  Substance abuse and child maltreatment.  Pediatric Clinics of North America, 56, 345-362.  doi:  10.1016/j.pcl.2009.01.006	Bullet Points 1, 2, and 3Smith, D.K., Johnson, A.B., Pears, K.C., Fisher, P.A., & DeGarmo, D.S.  (2007).  Child maltreatment and foster care:  Unpacking the effects of prenatal and postnatal parental substance use. Child Maltreatment, 12, 150-160.  doi:  10.1177/1077559507300129	Bullet points 4 and 5Alcohol use can be a single drug use, however, with drugs, could be multiple drugs and alcohol. Hard to discriminate use on fetus. 



Substance Abuse and 
Child Maltreatment

 Parental substance use is a concern in over 50% of child 
welfare families (U.S. Department of Health and Human 
Services, 2007)

 Most prevalent cause for child welfare involvement is 
parental neglect (includes use of drugs or alcohol that 
interferes with parenting abilities), with 64% of all cases 
citing this cause (USDHHS, 2007)

 Over 50% of the U.S. child-bearing age population report 
having used illicit drugs in their lifetime

 Estimated 31% - 60% of removal of children from parents 
documented parental substance use as reason for 
removal

Young et. Al, 2009; SAMSHA, 2007

Institute of Medicine and National Research Council, 2013

National Data Archive on Child Abuse and Neglect, 2012 

Presenter
Presentation Notes
SS – relate to earlier statistics – OK 8th in US on kids removed due to parental substance useWe know parental substance use is very common in child welfare populationsNeglect is overwhelmingly the greatest reason for involvement in child welfareStudies show a large proportion of children removed from homes were because of parental substance abuseReport: Child maltreatment 2005. Washington, DC: U.S. Government Printing Office, 2007



Substance Abuse and 
Parenting

 Interferes with decision making
 Less sensitive and responsible
 Emotionally and physically unavailable
 Lowers threshold of aggression
 Interferes with the formation of secure 

attachments
 Smith et al., (2007); Young, Boles, & Otero (2007) 

 2.7x greater risk for abuse 
 4.2x greater neglect

National Drug Court Initiative (2003)

Presenter
Presentation Notes
SSAfter the child is born – postnatally Parenting - When we look at family environment, substance abuse also impacts how parents interact with their children and make decisionsCycle between difficult child behaviors, substance use, poor parenting, and further child behavior problemsStudy citedYoung, N.K., Boles, S.M., & Otero, C.  (2007).  Parental substance use disorders and child maltreatment:  Overlap, gaps, and opportunities.  Child Maltreatment, 12, 137-149.  doi:  10.1177/1077559507300322



Reasons for Children’s 
Difficulties Vary Significantly

 Temperament 
 Heredity (parent dx)
 Prematurity
 Attachment problems
 Poor parenting
 Child maltreatment
 Other trauma history
 Adverse childhood 

experiences
THEN ADD

 Prenatal exposure to 
alcohol/drugs

Presenter
Presentation Notes
SS – in generalWhile we cannot determine that exposure to alcohol or other drugs is the cause of the behaviors, it’s helpful to know to assist in treatment planning. Behavior problems in children are not only directly due to prenatal exposure (although that can play a large part). The previously described environment factors associated with parental substance abuse also play a role in the development and worsening of child behavior problems 



Difficult Child Behaviors 
May: 

 Decrease bonding
 Decrease attachment
 Increase caregiver stress
 Increase risk for child neglect
 Increase risk for child abuse
 Increase risk for parental substance abuse relapse

Presenter
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SSAnd when we think about the factors that put parents at risk for relapse, difficulties in the home including increased stress, difficult parent-child interactions, and low coping skills make it harder for parents to remain abstinent.



EARLY 
INTERVENTION!!!

THE SOONER THE CHILD RECEIVES 
THE HELP S/HE NEEDS, 
THE BETTER CHANCE 
FOR POSITIVE and  SUSTAINABLE 
OUTCOMES.

Presenter
Presentation Notes
MDWhile this is addressing help for the child, we’re helping the entire family. When we address one part of the cycle, it will affect everyone. 



Assessment of a Child with 
Prenatal Exposure to Substances

 Medical; possibly genetic testing
 Comprehensive developmental evaluation 

 Cognitive/IQ

 Speech/language

 Motor

 Medical/physical development

 Behavioral

 Psychosocial via interview of caregiver

Presenter
Presentation Notes
MDThe necessity of a multi-disciplinary team. The goals of assessment are 1) Determine the child’s current level of functioning and 2) Identify treatment recommendations that best meet the child’s (and family’s) needs.Again, cannot make a causal link between prenatal substance use and disruptions in functioning based on our assessment. However, gaining information about how they’re functioning and factors in their history help us to determine the best treatment plan based on their risks and protective factors. 



Common Co-Occurring 
Disorders and Misdiagnosis

 Attention-Deficit Hyperactive Disorder
 Oppositional Defiant Disorder
 Reactive Attachment Disorder
 Learning Disability
 Sensory Integration Disorders
 Conduct Disorder
 Speech and Language Disorders
 Autism Spectrum Disorders

Presenter
Presentation Notes
MDSometimes very hard to differentiate a child with PSE to ADHD/ODD or sensory disorder



You can't convince people with Fetal Alcohol that 
their thinking is off… because their thinking is off. 

Thinking is their disability. Save your energy for 
interventions not lectures.

Jeff Noble – Soundbytes and Sanity Savers



Principles of 
Clinical 
Management
Home Environment

Academic interventions

Medical Interventions

Clinical Interventions
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The Home Environment

 Secure attachment and positive relationships can be 
promoted by:
 Providing "special time" with the child every day 

 Assuring the child that this home is safe and stable

 Problem behaviors may be reduced by:
 Increasing the predictability and structure of the home/school 

environment

 Using visual prompts and sequences to simplify instructions

 Developing behavior plans built on positive reinforcement and 
healthy discipline strategies

 Simplifying the environment (eg, avoiding multistep 
commands, reducing distractions, increased adult supervision, 
and provide a buddy for helping the child in class)

Presenter
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Supporting Development -
Home

 Functional Language Skills:
 Reading/Telling Stories

 Pretend Play

 Promoting self-care activities 
and adaptive skills: 
 Limiting Choices

 Modeling Desired 
Behaviors

 Enhancing basic mathematic 
skills:
 Examining volume/shapes 

through play

 Using play money

 Developing social skills:
 Using social stories to 

rehearse social scenarios

 Developing executive 
functioning skills:
 Visual Schedules

 Checklists

 Small Steps!

Presenter
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Eight Magic Keys

 Concrete - Young children with 
FAS and/or substance exposure 
do well when parents and 
educators talk in concrete terms.  
Don’t use words with double 
meanings, idioms, etc. because 
their social-emotional 
understanding is far below their 
chronological age.  It helps to 
"think younger" when providing 
assistance, giving instructions, etc. 

 Consistency - Because of the 
difficulty young children with FAS 
and/or substance exposure 
experience trying to generalize 
learning from one situation to 
another, they do best in an 
environment with few changes. 
This includes language. Teachers 
and parents can coordinate with 
each other to use the same words 
for key phases and oral directions. 

 Repetition - Young children with 
FAS and/or substance exposure 
may have chronic short-term 
memory problems; they forget 
things they want to remember as 
well as information that has been 
learned and retained for a period 
of time. In order for something to 
make it to long-term memory, it 
may simply need to be re-taught 
and re-taught. 

 Routine - Stable routines that don’t 
change from day to day will make 
it easier for young children with 
FAS and/or substance exposure to 
know what to expect next and 
decrease their anxiety, enabling 
them to learn. 

Presenter
Presentation Notes
SS8 Magic Keys: Developing Successful Interventions for Young Children with FAS and/or Substance Exposure While there is no recommended "cookbook approach" to working with young children with FAS and/or substance exposure, there are strategies that work, based on the following guidelines:



Eight Magic Keys

 Simplicity - Remember to Keep 
it Short and Sweet (KISS 
method). Young children with 
FAS and/or substance exposure 
are easily over-stimulated, 
leading to "shutdown" at which 
point no more information can 
be assimilated. Therefore, a 
simple environment is the 
foundation for an effective 
school program. 

 Specific - Say exactly what you 
mean. Remember that young 
children with FAS and/or 
substance exposure have 
difficulty with abstractions, 
generalization, and not being 
able to "fill in the blanks" when 
given a direction. Tell them step 
by step what to do, developing 
appropriate habit patterns. 

 Structure - Structure is the "glue" 
that makes the world make 
sense for a student with FAS 
and/or substance exposure. If 
this glue is taken away, the walls 
fall down! Children achieve 
and are successful because 
their world provides the 
appropriate structure. 

 Supervision - Because of their 
challenges, young children with 
FAS and/or substance exposure 
may bring a naivete to daily life 
situations. They need constant 
supervision, as with much 
younger children, to develop 
habit patterns of appropriate 
behavior. 
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Our Daily Routine
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Academic Interventions
 Classroom Environment

 Quiet zones, limited distractions
 Clear rules for classroom
 Organize materials

 Active Learning Strategies
 Multi-sensory, multi-modality
 Simple steps
 Provide structure

 Establishing Routines
 Daily schedule
 Consistency
 Plan for change, build in transitions
 Visual and auditory cues
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Medical Intervention 
There is no cure but treatments are available to 
manage FASD symptoms.

Recent research on Choline (2020)
Supplement that supports health development, 
particularly of the nervous system
 Results: Children who received choline had higher 

non-verbal intelligence, higher visual-spatial skill, 
higher working memory ability, better verbal 
memory, and fewer behavioral symptoms of 
attention deficit hyperactivity disorder than the 
placebo group. No differences were seen for 
verbal intelligence, visual memory, or other 
executive functions.

Wozniak, J.R.; Fink, B.A.; Fuglestad, A.J.; et al. Four-year follow-up of a randomized controlled trial 
of choline for neurodevelopment in fetal alcohol spectrum disorder. Journal of 

Neurodevelopmental Disorders 12(1):9, 2020.
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https://pubmed.ncbi.nlm.nih.gov/32164522/


No medications have been approved specifically to 
treat children with substance exposure. But, several 
medications can help improve some of the symptoms. 
For example, medication might help manage high 
energy levels, inability to focus, or depression. Following 
are some examples of medications used to treat 
symptoms:

 Stimulants
This type of medication is used to treat symptoms such as hyperactivity, 
problems paying attention, and poor impulse control, as well as other 
behavior issues.

 Antidepressants
This type of medication is used to treat symptoms such as sad mood, loss of 
interest, sleep problems, school disruption, negativity, irritability, aggression, 
and anti-social behaviors.

 Neuroleptics
This type of medication is used to treat symptoms such as aggression, 
anxiety, and certain other behavior problems.

 Anti-anxiety drugs
This type of medication is used to treat symptoms of anxiety.

FASDs: Treatments | CDC

Presenter
Presentation Notes
MDMedications can affect each child differently. One medication might work well for one child, but not for another. To find the right treatment, the doctor might try different medications and doses. It is important to work with your child’s doctor to find the treatment plan that works best for your child.

https://www.cdc.gov/ncbddd/fasd/treatments.html#TypesTreatment


Strategies for Children with 
Prenatal Substance Exposure

Behavior: 
Take Risks

Cause Interventio
n

PSE Does not 
perceive 
danger

Provide mentor, 
utilize repeated
role playing

ADHD Acts impulsively Utilize 
behavioral 
approaches 
(e.g., count to 
10)

ODD Pushes limits Behavioral 
therapy; parent
training

Presenter
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SSMake sure kids get basic needs, stable home is needed, support system, help heal their self-esteem and provide emotional warmth and nurturance (therapy comes in now) kids are at great risk for lower self esteem and social skills, etc… 



Strategies for Children with 
Prenatal Substance Exposure

Behavior:  
Aggression

Cause Intervention

PSE Misinterprets 
others’ actions

Educate about 
interpretation; 
one-on-one 
support

ADHD Acts impulsively Utilize behavioral 
approaches 
(e.g., count to 10)

ODD Plans to hurt 
others; also may 
misinterpret cues

Behavioral 
therapy; parent
training

Presenter
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SSMake sure kids get basic needs, stable home is needed, support system, help heal their self-esteem and provide emotional warmth and nurturance (therapy comes in now) kids are at great risk for lower self esteem and social skills, etc… 



Clinical Interventions

 Attachment and 
Biobehavioral Catchup 
Model (ABC-M )

 Parent Child Interaction 
Therapy (PCIT)

 Trauma Focused-
Cognitive Behavioral 
Therapy (TF-CBT)

 Problematic Sexual 
Behavior-Cognitive 
Behavioral Therapy (PSB-
CBT)

 Child-Parent 
Psychotherapy (CPP)

 Trust Based Relational 
Intervention (TBRI), Circle 
of Security, Coping skills 
therapy

Presenter
Presentation Notes
SSTBRI® consists of three sets of harmonious principles: Connecting, Empowering, and Correcting. These principles have been used in homes, schools, orphanages, residential treatment centers and other environments. They are designed for use with children and youth of all ages and risk levels.What is the aim of Circle of Security?Parent/child psychotherapy designed to assist parents to provide their children with the emotional support needed to develop secure attachment, resilience and enhanced school readiness.What is child parent psychotherapy?CPP is an intervention model for children aged 0-6 who have experienced at least one traumatic event and/or are experiencing mental health, attachment, and/or behavioral problems, including posttraumatic stress disorder.



A Better Chance (ABC) 
Clinic

 University of Oklahoma Child Study Center
 Provides early assessment and education to

 Reduce the potential difficulties 
 Help children reach their full potential

 Evaluations for children with prenatal exposure:
 Comprehensive developmental evaluations 
 Screening evaluations
 Fetal Alcohol Syndrome evaluation

 Information and guidance to families who are 
caring for high-risk infants/children

Presenter
Presentation Notes
SSGoal of ABC clinic is provide early detection and intervention for these children and their caregivers/families as they are at risk for multiple problems. 



To make A Better 
Chance (ABC) 
referral contact
Katy Seals
Kimberly.Seals@ouhealth.com
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