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By the end of this presentation,
participants will be able to:






Describe structures of the brain that are
commonly affected in individuals with an
FASD;
Discuss how viewing FASD as co-occurring
with other disorders is different than the
general view of addressing co-occurring
disorders;
List five strategies to improve outcomes for
individuals with an FASD and their families.
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If we don’t identify individuals with
FASD, they often experience
◦ Many moves as children
◦ Repeated abuse and trauma
◦ Failure in typical education, parenting,
treatment, justice, vocational, and housing
approaches
◦ Think they are “bad” or “stupid”
◦ High risk of being homeless, in jail, or dead
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If we do not recognize FASD in caregivers,
they often
◦ Are labeled as neglectful, uncaring, or
sabotaging
◦ Have children removed from their care
◦ Fail to follow through with multiple instructions
◦ Have parental rights terminated



Woman may have another alcohol exposed
pregnancy
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The individual is seen as having a disability
 Frustration and anger are reduced by
recognizing behavior is due to brain
damage
 Abuse and trauma can be decreased or
avoided
 Approaches can be modified
 Diagnoses can be questioned
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In response to requests from providers,
we developed a screen to identify older
adolescents and adults who may have an
FASD
 Called the Life History Screen (LHS)
 Information on the screen was published
in the International Journal of Alcohol
and Drug Research
 There are 32 questions in 9 categories
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The screen is to be given to everyone
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



◦ Some questions may need to be asked after a
trusting relationship is formed with the person
◦ Some questions may need to be revisited once
this relationship is formed



Comfort of the interviewer is paramount
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We recognize that the screen will most
likely identify others with subtle cognitive
impairments that impact interventions
 The screen is not meant to be a burden but
rather a guide for future work
 A German study has been done to validate
the LHS


◦ 92.8% of participants overall were correctly
identified using the screen
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A screening and assessment protocol
based on the LHS have been developed for
Michigan DHHS Mental Health Service to
Children and Families for children Birth-5
and youth 6-18
◦ A pilot implementing this screening and
assessment protocol is occurring in 3 counties
◦ Training of staff on FASD, the protocol, and
strategies to improve outcomes to develop
FASD informed clinicians is provided as well as
ongoing coaching
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Recognizing an FASD challenges the basic
tenets of treatment and interactions with
people

◦ That people need to take responsibility for their
actions
◦ That people learn by experiencing the
consequences of their actions
◦ That people are in control of their behavior
◦ That enabling and fostering dependency are to
be avoided
 A person has to learn to do things on her or his
own because that’s the real world
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Our values and biases may come into play
◦ About behaviors
◦ About 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
 We think we need to treat everyone the
same in order to be fair
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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
◦ Natural consequences are often ineffective
and may put the person at risk of being
repeatedly homeless, repeatedly in jail, or
dead
◦ However, this is the basis of many of our
approaches
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In order to improve outcomes, the
concepts of dependency and enabling as
negative terms need to be re-thought
◦ Taking someone to their appointment, checking
on the person regularly, or filling out forms
with them may be what the person needs



Treatment of co-occurring issues must be
different if a person also has an FASD
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Substance
Use Disorder

FASD

Mental
Health
Disorder

D Dubovsky
2010
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5

Substance Use
Disorder

Environmental
Issue (e.g.,
homeless);
Learning
Disabilities

Mental Health
Disorder

FASD

D Dubovsky
2010
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Attention-Deficit/Hyperactivity
Disorder
 Schizophrenia
 Depression
 Bipolar disorder
 Substance use disorders
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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, heart abnormalities, cleft lip
and palate)
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ADHD
 Oppositional Defiant Disorder
 Conduct Disorder
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FASD

Behavior

ADHD
ODD
Does not complete tasks

Underlying
cause for the
behavior

•May or may not
take in the
information
•Cannot recall the
information when
needed
•Cannot remember
what to do

•Takes in the
information
•Can recall the
information
when needed
•Gets distracted

•Takes in the
information
•Can recall the
information when
needed
•Chooses 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
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Adolescent depression
Bipolar disorder
 Intermittent Explosive Disorder
 Autism/High Functioning Autism
 Reactive Attachment Disorder
 Traumatic Brain Injury
 Antisocial Personality Disorder
 Borderline Personality Disorder
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Everyone experiences developmental
stages although they may not occur at
“typical” times
 When someone has a disability, all
behavior is typically seen as part of their
disability
 If a person has behavioral issues, we often
do not stop to consider whether some of
the person’s behaviors might be “normal”
for a certain developmental stage,
regardless of the person’s chronological
age
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If we consider normal developmental
issues at all, we usually only focus on
the person’s chronological age
 Development is important to consider no
matter what the age of the person with
whom you are dealing
 We need to ask “what age does this
behavior look like (or feel like)?”
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Knowledge of this helps alter our
approach
◦ We can begin to separate out “normal”
behaviors and not respond to them as “the
beginning of the end”
◦ We can help the person work through some
developmental issues from earlier in their life



We need to recognize developmental
issues for those with FASD
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Prenatal alcohol exposure leading to
FASD causes brain damage
 Behaviors are often due to brain
damage
 Behaviors often appear to be purposeful
and willful when they are not
 Understanding the brain damage helps
us understand the behaviors and
develop appropriate interventions


◦ Typical approaches such as evidence based
practices will not be effective due to brain
functioning
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Basal ganglia, especially the caudate
nucleus
◦ Cognition
◦ Emotion
◦ Motor activity



Corpus callosum

◦ Connects the two
halves of the brain
◦ May play a role in
communication within
the brain
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Frontal lobes
◦ Control emotional responses and processing
of humor
◦ Control expressive language
◦ Responsible for abstract thinking
◦ Assign meanings to words
◦ Control aggression
◦ Are involved in processing information
◦ Are involved in deciding how to act in a
specific situation
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Hippocampus
◦
◦
◦
◦



Memory
Learning
Emotion
Aggression

Amygdala
◦
◦
◦
◦

Fear
Stress and anxiety
Anger
Aggression
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Those with prenatal alcohol exposure
scored significantly poorer on the twoback test
◦ The level of activation in the Dorsolateral
Prefrontal Cortex was significantly less in
those with FASD
◦ This is a measure of working memory



Implications for working with those with
FASD
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The body deals with stress and anxiety
through the amygdala and the
hypothalamus-pituitary-adrenal (HPA)
axis
 Prenatal alcohol exposure affects the
body’s response to stress and anxiety


◦ The HPA axis over-responds to minor
stressors with an over-release of cortisol



Implications for working with those with
FASD
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Difficulty falling asleep
Fragmented sleep




Sleep anxiety
Parasomnias





Increased levels of arousal from sleep
Sleep disordered breathing
Melatonin secretion abnormalities

◦ Shortened sleep duration
◦ Night wakings
◦ E.g., bedwetting, talking in sleep, night
terrors

Goril et al (2016), Kheirandish et al (2006),
and Wengel et al (2011)
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Sleep Habits in Children with FASD
All affected scores/behaviors compared to
control









Bedtime resistance - more
Sleep onset delay - more
Sleep duration – less
Sleep anxiety – more
Night wakenings – more
Parasomnia – more
Sleep disordered breathing – more
Daytime sleepiness – more

(Wengel, Fjelsted, Hanlon-Dearman, 2011)
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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
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Parenting techniques
Elementary and secondary education
 Child welfare
 Judicial system
 Treatment



◦ Motivational interviewing
◦ Cognitive behavioral therapy
◦ Group therapy
◦ AA/NA groups
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People with FASD are at risk for HIV and
sexually transmitted infections
◦ Difficulty avoiding dangerous situations
◦ Difficulty negotiating safe sex
◦ Difficulty remembering to use safe sex
techniques
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Literal thinking can lead to a higher risk for
suicide
◦ Language used in discussing deaths

Community response to other suicides
 Wanting to “go along with the crowd”
 “If I kill myself, people will be upset”
 Inability to predict the consequence of
death at the moment
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Naivete and gullibility lead to believing
anything someone writes
 Belief that information is not available
for more than a brief moment on sites
such as snapchat
 Poor judgement in information to
share or not share
 Difficulty recognizing dangerous
people or situations
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Treatment is based on:
◦ Verbal receptive language processing skills
◦ Working memory
◦ Abstract thinking
◦ Learning from experiencing the
consequences of one’s actions and taking
responsibility for them
◦ Being willful in their behavior and choices
◦ Being able to generalize from one situation to
another
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Many people think that if we find the
right motivating factor, the person will
do what we want them to
 We use what the person likes to do
and does well as the motivating factor
 If he or she does not respond, we say
that we haven’t found the right
motivating factor
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We are a problem based society
 Professionals get paid for dealing with
problems
 Meetings focus on problems
 Policies, procedures, and handbooks
for many treatment programs focus
on negative approaches


◦ Consequences for certain behaviors
◦ Many rules and what happens when they
are broken
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Many individuals with FASD, as well as
many with other disabilities that
manifest behaviorally, those with
substance use disorders, and those
with mental illness have repeatedly
heard what they do wrong throughout
their lives
 They rarely hear what they do right
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We need to change our approach
 We need to incorporate a true
strengths based approach to everyone
 Identifying strengths and abilities
needs to be foremost
 We need to move towards a positive
focused system
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Utilize a true strengths based approach
◦ Identify strengths and abilities
◦ Focus on building strengths and abilities



Consistently tell the person what she or
he does well and is good at
◦ This is an ongoing process

Point out small accomplishments
 This does not mean ignoring challenging
behaviors
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Revise policies and procedures to be
more positively focused
 Revise client handbooks to utilize more
positive language and convey the
concept that those in the program have
strengths and abilities that the program
will focus on supporting and growing
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•

•
•

•

•

The first step in helping someone to
succeed is to identify strengths and
abilities
Everyone has strengths
Sometimes, they get the person into
difficulty
There are times when the individual and
those around cannot identify any strengths
Our systems do not encourage the
identification of strengths

45
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•

Identify strengths and desires in the
individual
• What
• What
• What
• What

•
•
•

do they do well?
do they like to do?
are their best qualities?
are your funniest experiences with them?

Identify strengths in the family
Identify strengths in the providers
Identify strengths in the community

• Include cultural strengths in the community
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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)
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•

If a youth may have FASD, it is essential to
help families understand FASD and how
best to approach the youth

• Consistency is very important especially for
these children
• Understanding what is causing the behaviors is
essential before responding
• Recognizing FASD as a brain based disorder
• Focus on strengths and abilities
• Reduce the use of reward and consequence
approaches
• Be careful about physical restraint
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Support families in the difficulty in raising
these children at times
 Teach in vivo parenting skills
 Provide respite with people who
understand FASD
 Increase social supports for the family


◦ Especially for youth with a lot of acting out
behaviors in the community



Help the family advocate for appropriate
services e.g., in school and with lawyers
and judges
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If a family member has FASD, the
approach to them has to be modified
◦ One step or direction at a time
◦ A lot of consistency e.g., in appointments
◦ Help in completing applications and getting
to appointments on time
◦ Repetition and support in achieving what is
expected of them
◦ Modeling
◦ In vivo parenting approaches
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Utilize a positive focused system to
address the youth’s behaviors
 Consistently tell the youngster what
he or she is doing well and is good at


◦ Point out small accomplishments
◦ Link any consequences to what occurred
and make them short term
◦ Do not use time out chair or room
◦ Use time in if necessary



Work with the family and others (e.g.,
school) to institute this
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•

Reduce stimuli in the environment

•

Use softer lighting, colors, and sounds

•

For children birth-3, refer for an
evaluation for Early Intervention Services

• Their room
• Classrooms
• After school and treatment settings
• Avoid fluorescent lights

• Occupational Therapy, Speech and Language,
and Physical Therapy are very useful
• The earlier the better the long term outcomes
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Be consistent in appointment days and
times, activities, and routines

◦ For groups, therapy appointments, probation
appointments, meetings with child welfare, etc.
◦ Limit staff changes whenever possible
◦ Prepare the person for any changes in personnel
or appointment times often
◦ Work with the person to set reminders of when
they have to leave for their appointments on
their cell phone or other device
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•

•

•

If you need to have a conversation with
the individual or caregiver with FASD,
keep it short and review it
Prepare the individual for changes in
schedule
Simplify and review routines,
schedules, rules and directions
frequently
• Check for true understanding
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Designate a point person for the person to
go to whenever she has a question or a
problem or does not know what to do
Identify a mentor/role model
Repeatedly role play situations the child
may get into, modeling how you would like
him or her to respond
Much repetition due to damage to working
memory

•

•
•

•
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If consequences need to be used, they
should be immediate, related to what
occurred, and brief
Any time you need to tell a person “you
can’t” you must also say “but you can”
Avoid using a reward and consequence
system

•

•

•

• Starting a sentence with “if” or “when” sets up a
reward and consequence approach
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•

Plan carefully for group activities
• Shorter group activities may be more useful
• It may be helpful to have the person sit next
to the teacher or other facilitator
• Use senses other than verbal
• Allow the person to take a break in the
middle of group if necessary
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•

•

•

If you joke with the person, let him or her
know you are joking
Point out when others are joking with the
person
Teach the person to check out whether
someone is kidding or serious if he or she
doesn’t “get it”
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Be careful about using verbal instructions
• Use multiple senses (visual, auditory, tactile)
• Break things down to one step at a time
• Always check for true understanding
• What does this rule mean? How would you follow
this rule? How would you complete this?

•

When a rule is broken, work with the
person on how to help them remember the
rule when they need it
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•

Point out misinterpretations of words
and actions when they occur
• Especially in terms of reading words and
actions of others

•

Don’t use allowance as a way for a
child to learn responsibility regarding
money if he or she routinely spends
whatever money he or she has
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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

•
•
•

•

• But everyone needs to support their doing this
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•

•
•
•
•
•

Find something that the person likes to
do and does well (that is safe and legal)
and work to have them do that
regardless of behavior
Be fair rather than equal
Use sign language
Create “chill out” spaces in each setting
Use literal language
Use person first language
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•
•

•
•
•
•
•

“He’s a child with FAS” not “he’s an FAS
kid”
“She is a woman with a substance use
disorder” not “she’s a substance abusing
woman”
“He is a child who has been adopted” not
“he is an adopted child”
“She is a child with Autism” not “She is an
Autistic child”
“He has been in jail” not “He’s an ex-con”
“He has an addiction“ not “He is an addict”
“Ms. Smith” not “mom”
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Set the person up to succeed

•

• The individual with FASD having a mentor
• The individual with FASD being a mentor
• May need to change the definition of success

Model parenting for family members who
may have FASD
Model words and facial expressions for the
range of feelings with the individual to
help develop affect regulation
Ensure other systems understand FASD

•
•

•
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Limit stimuli
Be consistent in routines
Do not isolate the person unless necessary
for safety

•
•
•

• “Time ins” rather than “time outs”

Be tolerant about issues around eating
Arrange for a safe “chill out” space

•
•

• Make it comfortable with just a few things in it
• Not a place that is used for punishment

Set up a safe place for the person to run to

•
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•
•
•

Ensure respite understands FASD
Recognize and validate your concerns
Develop “when…then” strategies for
responses to behaviors
• This helps lessen emotional responses to
behavior

•

Provide the person with choice and
instill a positive sense of control
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•

•
•

Remember that FASD is a brain based
disorder
Utilize a true strengths based approach
Separate home and school
• Limit homework time
• Do not connect what happens in school with
what happens at home
• Let the school know what the youth does
well
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Identify sensory integration issues early
• Provide early treatments (e.g., occupational
therapy; physical therapy; sensory
integration work) as necessary

•
•
•

Use multiple senses
Use a lot of repetition
Have fun with the youth
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Establish a bedtime
routine
 Avoid big meals close
to bedtime
 Avoid caffeine
 Comfortably cool
bedroom
 Dark bedroom
 Quiet bedroom
 No TV/media in
bedroom
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Exercise in morning or
late afternoon
Ensure adequate
exposure to natural light
Maintain emotionally
stable and positive tone
Associate bed and
bedroom with sleep
Use of a transitional
object
Review medications with
physician as needed.
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Monitor access to social media

◦ Have computer in public area where
caregivers are
◦ Limit computer time
◦ Be careful about smart phone access

Talk with the person about what to
share and what not to share and when
 Encourage the person to talk about
what they see and hear on social
media
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Structure a caring and consistent
environment

• Be consistent in routines
• Provide external structure as a support
• Have the youth sit next to the teacher as a
support, not as a punishment
• Utilize this strategy during group activities
• Provide clear, simple, and visible guidelines
• Eliminate homework or set a time maximum
for homework
• Grade the youth only on work completed
rather than what was expected

72
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•

Utilize multiple senses
• E.g., Computer learning

•
•

Prepare early and often for transitions
Restructure the physical space in the
classroom
• Don’t change seating assignments
• Have the child’s feet touch the floor
• Keep the classroom uncluttered
• Cover up materials not being used
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Avoid using a reward and consequence
system such as a point, star, or sticker
system
• If it must be used, the teacher’s skill is to
ensure that these youth get their points,
stars, or stickers

•

Do not ask the youth to write a story or
in a journal if that is difficult for them
• Have them dictate to a teacher or parent
instead
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•
•
•

Don’t have students copy from the board
In math, teach the use of a calculator
Utilize vertical rulers to demonstrate
higher numbers
• The MILE program at Emory University found
methods to help youth with an FASD in math

•

Recognize the difference between
memorizing math facts and knowing
how to use them
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•
•
•
•
•
•
•
•

Be consistent in appointment days and
times
Short, more frequent meetings or sessions
Utilize a mentor
Set reminders on phones
Interdependence should be a goal
Medication compliance should be a step,
not a goal
Address loss issues for individuals and
families
Avoid using students as therapists
• Recapitulates losses
• May not be skilled in FASD
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•
•
•
•
•
•
•

Review one rule at a time

• Don’t assume that breaking rules is purposeful

Always check for true understanding
Provide a consistent presence
Find ways for the individual to succeed
• Be flexible and “truly” individualized

Help the individual feel in control in a
positive way
If medication is used, simplify medication
schedules and provide support
Plan aftercare with warm handoffs
• Ensure that providers understand FASD
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•

•

Ask about prenatal alcohol use
routinely in all assessments
For those with substance use issues
• Limit the number of meetings per week
• Go to the same meetings on the same days
each week
• Have someone be responsible for taking
the person to each meeting for at least 6
months if necessary
• Discuss each meeting with the person
• Utilize open meetings if necessary
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•
•
•

Discuss desires for social interactions
Monitor access to social media
Provide a mentor/socialization coach
• To form a positive relationship
• To model social interactions with the
individual in vivo
• To discuss interactions
• To provide immediate feedback and
alternatives
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The approach to sex education and
prevention and treatment of HIV and
sexually transmitted infections must be
different for these individuals
• Literal
• Repeated
• Repeated role playing of situations the
person might find him or herself in
• Simplify medication schedules
• Check in with the person regularly
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Standard suicide assessment protocols
need to be modified

• Instead of “How does the future look to you?”
ask “What are you going to do tomorrow?
Next week?”
• Lethality of attempt ≠ level of intent to die
• Obtain 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.
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•

Intervene to reduce risk

•

Do not use suicide contracts

• Address basic needs and increase stability
• Treat depression
• Teach distraction techniques
• Remove lethal means
• Increase social support
• Monitor risk closely
• Build reasons for living
• Strengthen relationship between the woman
and her support (e.g., case manager; therapist)

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

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
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•

Art therapy
• Identify creative talents of the individual

•
•
•
•

Movement and dance therapy
Cultural traditions and rituals
Animal assisted therapy
Exercise
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•
•

•

Not all behavior is due to the prenatal
alcohol exposure
Behavior due to the prenatal alcohol
exposure is caused by the damage to the
brain
All interventions for a person with FASD
need to be modified taking into account
the damage to the brain and the way the
person’s brain processes information
• Co-occurring disorders need to be treated
differently

•

Simplify the person’s environment and
routines
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•

Be consistent in appointments
• Set reminders

•

•
•

•
•

Utilize multiple senses; do not rely on
verbal communication
Always check for true understanding
Use a positive focused system rather than
a reward and consequence system
Provide warm handoffs
Fair ≠ Equal
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Creativity is essential in the
identification of services needed for the
person with FASD and his or her family
 Identifying and supporting strengths and
validating accomplishments is essential
 Developing true collaborative
relationships between agencies and
systems is essential as people with FASD
are in every system of care
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All programs interfacing with the person
must be trained in FASD
 Correctly recognizing and addressing
FASD (in terms of both prevention and
treatment) can reduce long term costs
and improve outcomes for the individual,
family, agency, and system
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We want to help people succeed
◦ “Whatever it takes” is an important attitude
◦ Ask the question “what does this person need
in order to be successful (function at his or
her best) and how do we help him or her
achieve that

We need to foster interdependence
 FASD is a human issue
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It’s essential to “really care”
People with an FASD and their
families have great potential
 We need reminders of what has
been accomplished



◦ Especially when things are not going
well
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Always remember that recognizing and
correctly addressing FASD and other
neurocognitive impairments can be a
matter of life or death
◦ What you do concerning this issue can save
lives!



Remember the starfish story
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