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Preface

Much of the material in this manual comes from other people’s research and practice and is duly cited, but a lot of it comes from my own checkered experience over the past two decades.  Born of deep frustration with professionals and researchers who ignore the complex, devastating and widespread condition of fetal alcohol damage, this project was given wings by those whose minds and hearts have opened to FASD.  Particularly inspiring along the way have been the women in recovery who embrace their prenatally-affected children with full consciousness and care.

Over the years I have served as Clinical Director of FASD diagnostic clinics at two county hospitals (Santa Clara and Lassen); acting School Psychologist (San Lorenzo); FASD Consultant for California’s Alcohol and Other Drug Programs department; 504 Coordinator at Juvenile Hall (Santa Clara); volunteer at a family camp (NOFAS Washington); and intern in drug and alcohol treatment (Stanford Psychiatry).  I’ve benefited from countless conversations with our elders in this field; voracious consumption of incoming research; ongoing contact with 700+ families in an online support group FASLINK http://www.faslink.org/ research for my doctoral dissertation (Signs of Prenatal Alcohol Exposure Among Adult Children of Alcoholics); and FASD work with staff and clients in perinatal treatment (most extensively House on the Hill, Santa Clara, CA).

I have written, taught and consulted internationally on the subject for around fifteen years.  It was my son Evan, now 31, who rocketed me into this work.  His life would have been very much happier, healthier and more productive if the principles outlined in this manual had been recognized by even one of the 20-odd clinicians I took him to over the years.  The fetal alcohol light bulb finally blinked on for me when he was 16; even though it came so late, that light may have saved his life.

The light went on for me even more personally when I realized (with confirmation) that my life-long struggles with AD/HD-type symptoms, depression, poor coordination and judgment, and crippling memory impairments were NOT simply a matter of alcoholic parenting or poor character on my part—but were more likely connected with my mother’s drinking during pregnancy.

I have learned how to plug up the holes in my neurological functioning—incompletely so far, but thanks to my own 12-step work, its progress, not perfection that I seek.

May this manual be helpful to you as you come to understand this fetal alcohol condition--and give you some tools as you map the line between enabling and true support.

Kathryn Page, Ph.D.  May 29, 2011
Fetal Alcohol Spectrum Disorders in Perinatal Treatment Programs:

Moving from “chronic treatment failure” to successful recovery and preventing the next generation of brain damage
No one knows for sure how much fetal alcohol damage is out there.  Recent research suggests that at least one out of twenty-five of us have some degree of impairment from our moms’ drinking during pregnancy, yet this disability is still mostly invisible.  Many people diagnosed with AD/HD, learning disabilities, Bipolar Disorder or other mental illnesses are actually dealing with the much larger and more complex fabric of difficulties resulting from prenatal exposure to alcohol, but we hardly ever think to ask about that.

Common sense tells us, however, that you are right in the middle of the heaviest stream of fetal alcohol damage in our society, both in your adult clients and very explicitly their children.

Fetal Alcohol Spectrum Disorders (FASD) cause problems with “executive functioning”--memory, reasoning, judgment, impulse control and planning—even when the person looks completely normal (most of them do) and has a normal IQ (ditto).  We can imagine how these problems lead to a life of chronic failure, and it’s not much of a stretch to see how drinking and drugging might seem like a real refuge.

Most people in early recovery also have difficulties with their executive functioning.  We usually hold off on assessments until a month or so has passed, in order to give the brain a chance to recover at least some of its normal function…even then, Post-Acute Withdrawal Syndrome can cause impairments for many months. So at first, a person on the Fetal Alcohol spectrum might look like any other addict—restless, uncomfortable, impatient, more talk than walk, plenty of “stinking thinking”.  As treatment progresses, though, we expect our clients to dial back on the impulsivity and immaturity, to begin the path to healthy, responsible adulthood.

And some do. They’re the ones who keep us going.  Others begin the path then keep falling back, and some never get much traction to begin with.  It is probably safe to say that the ones with the most trouble maintaining sobriety have been dealing with brain dysfunction since before they were born.

This document will help you recognize the signs of FASD among your clients and their children, and tailor your approach to treatment in ways that maximize success and minimize frustration for all concerned.

What about the children?  A high percentage of the children of women alcoholic/addicts are of course likely to be suffering from FASD.  They may be the hyperactive ones, or the dreamy, distractible ones.  If they are in fact affected by their moms’ substance use during pregnancy, they will have a much harder time “connecting the dots”, and may be easily upset by small frustrations.  They could be extra clumsy, have a harder time playing with other kids, or seem to be disobedient.  In any case, we know these are difficult children to raise in the best of homes. An addict in recovery who also has FASD will have an extremely hard time providing the structured, calm, orderly environment necessary without a safety net and lots of patient help. Addicts with FASD without recovery will not even come close.

One of the best ways to prevent the next generation of fetal alcohol damage is for perinatal treatment programs to have a deep and working understanding of FASD.  These facilities will be able to truly serve our affected adult clients and their children, keep them in treatment and help them into real recovery.  By venturing into this manual, you have taken the first step to meeting that challenge.
Overview of FASD
Fetal Alcohol Spectrum Disorders (FASD) is the umbrella term covering the broad range of effects of prenatal exposure to alcohol, and it affects between 2 and 5% of us.

· Fetal Alcohol Syndrome (FAS) is the term for the tiny portion of affected people who have abnormal facial features and small body size in addition to the brain damage leading to the learning, behavioral and emotional problems seen in the whole spectrum.

· Partial FAS (PFAS) is the term for brain damage with only some of the physical features of FAS.

· Alcohol-Related Neurodevelopmental Disorder (ARND) is the term for the vast majority of people with FASD—with none of the physical features, and a wide-ranging variety and severity of symptoms of brain damage.

The fetal alcohol-affected brain has trouble thinking ahead, controlling impulses, planning for the future, understanding consequences, really hearing what another person is saying…all told, it causes us to act and think much younger than our years, illogically so, and in ways that seem rude, thoughtless, self-defeating and often incomprehensible.  “WHAT were you thinking?!” is the hallmark response to much of the affected person’s behavior.

FASD is rarely diagnosed, with the following exceptions: Canada is beginning to recognize it on a widespread basis, and the states of Washington, Alaska and Minnesota have a web of diagnostic clinics.  In California, there a few places for diagnosis (Appendix A), though each is quite limited.  People with FASD who come to clinical attention of any kind generally get diagnosed with Attention Deficit/Hyperactivity Disorder, plus some combination of Learning Disabilities, Oppositional Defiant Disorder (children), Attachment Disorder, Autism Spectrum Disorder, Bipolar Disorder and Depression.

More often, people with FASD are not recognized as having a disability.  Their normal IQ, appearance and speech patterns contribute to the impression of simple “bad attitude”, as they rack up failure after failure due to the invisible impairments in memory, reasoning and judgment that come from inadequately developed brains.  According to a University of Washington study of 473 people on the fetal alcohol spectrum
, unless there is adequate early identification of FASD and appropriate intervention, the following “secondary disabilities” develop:
· Mental health problems - experienced by over 90% of the subjects

· Disrupted school experience - suspended or expelled from school or dropped out of school, experienced by 60% of the subjects (age 12 and older)

· Trouble with the law - charged or convicted with a crime, experienced by 60% of the subjects (age 12 and older)

· Confinement - for inpatient psychiatric care, inpatient chemical dependency care, or incarcerated for a crime, experienced by about 50% of the subjects (age 12 and older)

· Inappropriate sexual behavior - sexual advances, sexual touching, or promiscuity, experienced by about 50% of the subjects (age 12 and older)

· Alcohol and drug problems - abuse or dependency, experienced by 35% of the subjects (age 12 and older)

· Dependent living - group home, living with family or friends, or some sort of assisted living, experienced by 80% of the subjects (age 21 and older)

· Problems with employment - required ongoing job training or coaching, could not keep a job, unemployed, experienced by 80% of the subjects (age 21 and older)

The same study found that the following conditions protect against these troubling outcomes—and this is where you, the perinatal treatment provider, come in as you guide the development of the children in your care and prepare the moms to parent their affected children:
· Living in a stable and nurturing home for over 72% of life

· Being diagnosed with an FASD before age six

· Never having experienced violence

· Remaining in each living situation for at least 2.8 years

· Experiencing a "good quality home" from age 8 to 12 years old

· Having been found eligible for developmental disability (DD) services

· Having basic needs met for at least 13% of life
FASD in Treatment
Some clients in our treatment programs are more frustrating than most: they may be great at “talking the talk”, but don’t even get off the couch for the “walk” part of recovery.  Long past the normal grace period of early withdrawal they may be disruptive in meetings, aggressively pushing the rules and boundaries, become angry when consequences are given, and lie in the face of evidence to the contrary.  These clients rarely complete treatment, and they leave a trail of irritation and stress wherever they go.

It is very likely that these are your fetal-alcohol-affected clients.  Addicts with FASD bring a particularly rich, complex and deep-rooted set of problems to treatment since the addiction is often just the icing on the cake of addictive-like behaviors that have been there since birth.

As you so well know, addicts obsess about people, places and things, and repeat actions in spite of negative consequences or intentions to stop.  They are in denial not only about their consumption of substances but much else as well.  Addicts seek quick relief of any pain.  They don’t think ahead, or consider consequences.  They don’t self-reflect accurately, often blaming others for the results of their own actions.  They think the rules don’t apply to them.  Impatient for gratification and stubborn about seeing others’ perspectives, they live from crisis to crisis.

All this is grist for the mill of recovery, addressed thoroughly in the “Big Book” as “character defects” which can be expected to lift over the course of working a program.

Since most people in recovery can remember a time that they functioned in a different, more effective way, free of these bad habits, one principle of treatment is that we go back to the time that a person’s maturation was interrupted by drug or alcohol use, and build up from there toward a more adult way of going about things.

But people with FASD don’t have that earlier experience to tap into nor those early abilities on which to build.  They carried into the world the same intolerance of discomfort, inability to see past the moment, distractibility or hyper-focus, and difficulty with reasoning that neuro-typical addicts only came to through their own substance use.

FASD thus presents two enormous challenges to treatment staff dealing with adult clients.  One is that the difference between current addictive functioning and lifelong prenatally-affected functioning will not be apparent.  The other is that the neurological impairments of FASD will hamper recovery under normal treatment circumstances.

The children in perinatal programs bring another set of challenges:  besides whatever behavioral difficulties they may have in your center, fetal alcohol-affected children are hard to raise, often resist bonding, and need early identification and intervention.  Any parent needs FASD-informed support to raise these children; a mom in recovery doubly so. The mother who is herself affected will need a working safety net to help with parenting.

FASD-informed perinatal treatment centers are few and far between, but they make all the difference to a large swath of the families coming through.  Without that understanding, traditional treatment practices often miss the mark.  In a Canadian study of best practices in treatment for women with FASD, one client put it as: “It seemed as though no one recognized the FASD part.  They’d struggle to help.  I’d have a hard time to say what I’d want”.  Another described how she felt “more screwed up in (her) head” than before she sought help, due to the rushed communication with a counselor.
 

For more from this excellent study, see http://socialwork.uvic.ca/research/projects.htm.
Figuring out who among your clients may have FASD
The way to distinguish FASD from signs of current use is to look into the past.  If the current pattern behavior existed before substance use began, then it is probably related to central nervous system (CNS) dysfunction of some kind.

You won’t be aware of which clients have FASD until you’ve been with them for a while unless you either have a diagnosis (not likely) or you look for it.  The following are some ways to recognize the pattern of FASD--look for these when acute phase of withdrawal is over.
· Fidgetiness in meetings

· Lots of talk, poor listening

· Much more talk than walk, able to say all the right things

· Insight with little behavior change

· Initial likeability

· Evidence of lying, often “crazy” lying

· Blame is always on others

· Rules broken, surprised and angry at consequences

· Facial features of FAS (small eye slits, no groove between nose and upper lip, narrow upper lip)—remember only a small percentage of people with FASD have these features.

If you notice this pattern of behavior and want to narrow down the possible reasons, take a look at past history and present difficulties “doing life”.
· History of school difficulties

· Always losing track of belongings, projects, plans

· Sensitive to environmental stimuli (lights, sounds, crowds)

· Trouble finishing things

· Many jobs, relationships

· Rushing around from crisis to crisis

· Diagnosis of AD/HD, Bipolar, Borderline

· History of foster care

· Main:  did mom drink?  Any reason to think she didn’t?  

At this point you have a working hypothesis.  Share it with your client, to the degree possible and with the utmost respect.  She will almost certainly be visibly, tremendously, relieved.  THIS IS ONLY A HYPOTHESIS - a useful one, in most cases, but there are dangers—legal, ethical, clinical—in reaching a diagnostic conclusion without the license and/or the training.  So, until you can find or create a diagnostic team, this hypothesis must remain just that, although it can serve to guide your approach to your client.
If you want to get a sense of strengths and weakness in the client’s neurological functioning in order to adapt treatment, you can do informal screening.  These are just suggestions—you will come up with some of your own.  The following areas are those that are often affected by prenatal alcohol exposure.
· Visual memory:  “Without looking, tell me—what is the color of the wall in the waiting room”?
· Auditory memory:  “I’m going to say a couple of sentences.  See if you can repeat them.”
· Kinesthetic memory: “Where did you park your car?”
· Narrative cohesion:  “Tell me about your day yesterday” (Listen for logical beginning, middle and end, not jumbled or tangential story.)
· Sensory issues:  “Do the tags on your shirts bug you?  Do you get overwhelmed in Costco? (shut down, feel agitated)
· Abstract thinking:  play 20 questions.  Listen for quick, concrete answers.

And don’t hesitate to ASK about all this in a gentle sympathetic manner.  This may be the first time your client has ever had someone name these difficulties in anything but a punitive, shaming, resentful spirit.  You will probably wind up laughing together.
Adaptations to Treatment for Clients with Probable FASD
The principle underlying all adaptation for clients with probable FASD is within us: when we put on the lens of brain damage, our reactions calm down and our interpretations shift.  If we can remember the possibility that the meltdowns, “laziness”, avoidance, untruth or other troublesome behaviors may come from damage to the brain, we can look for solutions that address the root cause.  For a good example of adaptations for a young woman from Minnesota,
http://www.mnabedisabilities.org/guide/fetal-alcohol-spectrum-disorders-fasd/case-studies
Basic foundations for effective treatment with fetal alcohol-affected women begin with full embrace of gender, trauma and mental health principles.  It is likely that your clients with FASD have experienced most or all of the secondary disabilities listed on pages three (3) and four (4), unless they somehow—miraculously—got early diagnosis and intervention.  So the sexual abuse, domestic violence, trauma of various kinds, mental illness, academic and employment problems we see in “normal” female addicts are even more prevalent, even more destructive in clients who were prenatally exposed.

For more on this recent study on women with FASD in Canada: http://socialwork.uvic.ca/docs/research/Substance%20Using%20Women%20with%20FASD%20-%20Voices%20of%20Women%20Report-web.pdf 

FASD-informed programs’ adaptations for gender, trauma and mental health are fully rooted in relationship, safety, respect and parenting.  But without specific training and ongoing support regarding FASD, behavior will be misunderstood and interventions will misfire.

Some of the following suggestions will seem to conflict with traditional treatment—we make exceptions for people and give them extra help—and we may wonder if we’re enabling.  Don’t forget this is a physical disability, with behavioral manifestations.  Asking a person with FASD to successfully complete a treatment program without a great deal of extra help and support is like asking a paraplegic to walk.
· Share your impressions with your client.  The possibility that her failures may have something to do with her brain wiring rather than “character defect” will come as a great relief, and she can join in with the problem-solving team.  Your training as treatment professional will be stretched here, as you wrestle with the difference between “can’t” and “won’t”, between brain damage and unwillingness…this is where your previous detective work will help.
·  Help her begin to build on strengths and create supports for weaknesses.  Find ways to align with her TRUE self, the one under all the reactivity and defenses and immatureness.  Remember that her capacity to make use of good advice is minimal -that practical assistance must be given, without blame.
· If auditory memory is weak but visual is strong, create visual reminders

· If cohesion is missing, help scaffold a narrative, e.g. history of drug use  (give prompts, ask very specific questions, don’t sweat the memory failures)

· If hypersensitivity to light, sound, other physical input interferes with ability to pay attention in group or stay calm in other circumstances, help your client to find comfortable adjustments (baseball cap or other light-blocking device; time out to walk off agitation;  earphones with white noise)

· If client focuses better while talking rather than writing, try to provide an ear even though the assignment is a written one.

· If client forgets what to do during the week, arrange for a buddy system or someone to check in and remind her.
· Build in calming techniques and exercises to help with self-regulation, and repeat often.  Simple deep breathing (slow), rapid deployment of the serenity prayer, recalling memory of peaceful moment—all with lots of practice, repetition and help.
· Build in many opportunities for client to be useful.  Oxytocin and dopamine, the neuro-chemicals of attachment and pleasure, are rapidly increased when we help someone.  Every time you ask your client for assistance, even with small things (“Could you bring me that book”?) her sense of failure decreases and her trust builds.
· Provide direct assistance with 12-step work.  Some concepts may be too abstract, and if you ask clients to write their way through the steps you may need to structure the assignments with really concrete examples.  Spell it out, and don’t expect insight.  If insight is voiced, probe (it may be only the “right” words).
· Be very concrete in your language.  Sarcasm only wounds, often leaving the person with FASD confused about what you really meant.  Convey your thoughts as simply and straightforwardly as possible—even good-natured humor sometimes causes confusion.  Check to make sure you’re really hearing each other.  Don’t engage in argument or needless explanation.
· Make consequences short, immediate and meaningful.  Since cause-and-effect thinking is often impaired along with memory, long-term rewards or punishments become meaningless.  Even short-term ones need to be tied explicitly and repeatedly to the cause.  More often it is useful to set the person up for success, allowing little room/independence/unstructured time to go off the rails.
· When a rule is consistently broken,  instead of applying the usual consequence, follow these steps:
1. Stop what hasn’t been working—warning, lecturing, isolating, and losing privileges and so on.

2. Look to see what’s going wrong.  Internal glitches could be memory, sensory overload, cognitive difficulty, poor listening ability, sequencing problems, among others.  Check also for external ones, such as too much unstructured time, unclear communication, staff’s overheated reaction, over stimulating environment.

3. See what YOU can do to fix it.  (I know, this one really grates on the nerves.)  If it’s memory, find a way to remind the client.  If sensory overload, reduce input.  If a concept is too complicated-even though your client says she understands-get simpler, without too many more words.

“External brain”—the part that seems like enabling—is really a matter of finding the holes in neurological functioning and plugging them up with helpful resources from the outside.  It ISN’T advice or explanation or warning—it is direct help.
· If client complains of physical discomfort a lot, understand that this may be truer for this person than non-exposed people.  

· And remember they are YOUNG.  Stuffed animals or other “childish” things may be a source of comfort; do not expect reactions to be age-appropriate.

Relationships are key to recovery in general; for people with FASD even more so.  They have a history of feeling like aliens, not belonging, trying to bluff their way into acceptance.  Real connection with the true self underneath the irritating/self-defeating behaviors will go a very long way.

Try not to interpret behavior in the usual way, or take it personally.  Rules will be broken, conversations interrupted, boundaries crossed. People will run out of patience with this person and get angry and frustrated. If you are willing to provide FASD-informed treatment, it means being more flexible, nurturing and creative than normal.  But with support and encouragement, the woman with FASD in recovery can go on to a meaningful, productive, happy life and successful parenting. 
Children in Perinatal Treatment
This time in treatment offers a unique window of opportunity for children who were exposed to alcohol during pregnancy, and for the mothers who face the challenges of parenting them.   In the FASD-informed perinatal program, both children and mothers are screened, mothers coached, early intervention services sought, resources shared and ongoing circles of support provided.  Research and experience have shown that early identification is the most effective intervention of all, provided that caregivers are prepared to address this disability.

In the absence of this identification of their children’s specific CNS difficulties, mothers (ALL mothers—addict, sober or saint) will react to their affected children’s behaviors with anger, exhaustion, blame and shame.  They will doubt their own parenting abilities as “nothing works” and clinicians will not know to look for signs of CNS problems—they will just recommend another parenting class.  Recovery will certainly be threatened.

The first step in the process of identification is the hardest: broaching the possibility that your clients have caused permanent brain damage in their children.

(Actually there is a step preceding this one wherein you, the counselor, take a look at your own children and any AD/HD-type difficulties they might have experienced, and recognize the sinking feeling in your gut at the idea that those difficulties might be connected to your pre-sobriety pregnancy.  And then talk to someone about it (Resources Appendix A.)

It is unlikely that this is the first time your clients have considered the possibility.  Many women have said they’ve wondered.  The time has come to bring these wonderings out of the shadows and into the sunlight where help is available and hope replaces fear.  The video “Recovering Hope” is an excellent resource here, as it documents the story of five women in recovery and their alcohol-affected children (Appendix A.)

Actual FASD diagnosis is the gold standard—a team of clinicians specializing in speech, movement, regulation, attachment and cognition who can see where on the fetal alcohol spectrum a given child might land.  But it is only available in a few locations in California (Appendix A).  In the absence of diagnosis, we look for what we can find in the way of assessment and resources for services.

Screening
For children under the age of three, a developmental screening should be requested from Early Start (www.dds.
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earlystart ), or if available an infant mental health consultant.  Many of the fetal alcohol disabilities are the higher cognitive ones that do NOT show up until school age or later, however, so if delays aren’t noted on the screening, a system for ongoing monitoring should be recommended.

Some of the very early signs of fetal alcohol damage are seen in problems with sleep (interrupted sleep, blurred boundaries between sleep and wakefulness), and feeding (poor suck-swallow reflex), poor eye-hand coordination, irritability, oversensitivity to light, sound, touch or taste, AND/OR under-responsiveness to sensory information.

Needs of infants in recovery
With or without confirmation of a disability or delay, drug- and alcohol-exposed babies need supports for regulatory stability.  There will be a variety of methods, but we are aiming for increased periods of a “quiet, alert” state and moments of real comfort, which are the building blocks of attachment.  Other sources provide detailed instructions on care for infants in recovery, and most perinatal providers are already expert anyway; this section just covers the basics.  The underlying principle is that we try as much as possible to replicate the conditions of the womb.

· Environment:  Quiet, warm, no bright lights, loud noises or sudden changes.
· Touch:  As much massage and closeness as baby allows.  When baby has tactile sensitivity—can’t tolerate touch—find some part of the body that can stand some kind of touch and build on that.  Gentle joint compression, soft patting, firm or light pressure.
· Behavioral cues: Pay attention to cues baby sends beyond the cries of discomfort.  Examples of disengagement cues = looking away, hiccupping, turning red or pale, closing eyes, tensing up.  Examples of engagement cues = smile, focused gaze, waving arms.  Don’t impose more stimulation than baby wants.
· Communication: When baby coos, you coo.  Every “communication circle” sprouts new neurons. Respond to behavioral cues.

· For tremors or agitated movement, swaddle—but leave hands free for thumb-sucking.  Self-soothing is a fundamental skill.
Beyond Infancy
Caring for children with FASD is hard.  Not impossible, but hard.  All the difficulties described above in both infants and adults translate to childhood.  Sensory issues, poor memory and judgment, impulsivity, little sense of consequences or logic—often though not always with a normal IQ--can cause behavior that is exhausting to manage.  This behavior can include aggression, meltdowns, great upset at changes in routine or environmental intrusions (sudden movement, bright lights, loud noises, and strong scent), withdrawal, and fixation on one activity or inability to focus on anything.  Sleep disturbance, hyperactivity and a poor sense of personal boundaries add to the sense of chaos in the room, and frequent trouble separating truth from fantasy is the cherry on the cake of frustration.

Since each person with prenatal alcohol damage can be affected in different ways and to different intensities, the “rules” for addressing needs or managing behavior are unfortunately less systematic than we might wish.  As with adults, we have to start with each individual and look for strengths and weaknesses, for what makes him or her calm, alert, delighted or fearful, disorganized or aggressive.  Although the same general screening and sleuthing process applies to children as it does to adults, we have to be the observers since children can’t tell us about their inner experience.

In general, keeping things simple, predictable, organized and uncluttered will create more of a peaceful sense for affected children than the free-spirited flexibility that neuro-typical children might appreciate.  We want to bring out the best in these little ones, and achieving a quiet, alert state will create mental space for new learning and relationships.  Environment, routine and communication can all be simplified.

Environment:  The less interesting the environment, the better. Pictures, mobiles, “stuff” should be eliminated so the surfaces are mostly plain, with toys and supplies kept tucked contained except when used.  Natural light is preferable to fluorescent, and sounds should be muffled rather than sharp.

Routine:  The day should be structured so that the child always knows what’s coming.  Each child’s seat at the table should remain the same-small changes can throw a child into confusion and fear, leading to aggression or tantrums.

Communication:  Short sentences and long pauses give a slow-processing child a chance to really hear you.  Get eye contact at child-level; keep voice and demeanor (and self, of course) as calm and cheerful as possible.  Keep directions one step at a time and show the child what you mean as you talk.
Discipline:  If you find that normal disciplinary techniques are having little effect, follow the same process as we use for rule-breaking adults:

1.  Stop what you’ve been doing (reasoning, consequences, time-out)

2. Look to see what the problem is or might be (sensory? overwhelm? fear? confusion?)

3. See what you can do to help (place the child in a quiet, comfortable spot, clear up confusions or conflict if possible, keep certain children separate if they ignite each other).

Remember the calm, alert state is what we’re aiming for, because in no other state can we really learn or develop attachment capacity.

Child development staff in substance use treatment programs stand in the middle of the flooding river of fetal alcohol damage in our society, by definition.   You are in a position to trigger the early intervention that can steer a child toward a happy, productive future, away from the secondary disabilities so common when probable FASD goes unrecognized.  You are also in a position to help mothers come to terms with their children’s makeup and learn to attune to them, forming good bonds that will improve the whole family’s chances of success including mom’s recovery.
Last thoughts:  Finding the line between codependence and true support
Paraphrasing Randi Hagerman, Medical Director of the MIND Institute at the UC Davis Medical Center:  Fetal alcohol is the only disability that results in so much incarceration, because people look so normal.  They get punished, from childhood on, for behavior that—without help—is really beyond their control.  If we started recognizing this disability early on and provided real support we could prevent so much tragedy. Every physician should know what to look for and not be shy about diagnosing.

Treatment providers hold fast to principles and traditions that work for many.  Two of the basics are not making exceptions (we don’t pander to “terminal uniqueness”) and not doing for others what (we think) they can (or should be able to) do for themselves.  Until recently another was the prohibition of psychiatric medications.

Your willingness to incorporate the principles of FASD-informed treatment will stretch your creativity and patience to the limits, terminally so if your co-workers aren’t on board with you, because you WILL be making exceptions for, and providing concrete help to, people who appear to be totally normal.

Just like the pioneers of the dual diagnosis movement, your path may seem a slow and lonely one, strange or even wrong to those who haven’t caught up.  But your competence with FASD enables you to help break the tragic intergenerational cycle of not only addiction—but the permanent, congenital brain damage that cripples so many and masquerades as just plain badness.
APPENDIX A

Resources
The following list is far from exhaustive, but each source opens the door to a multitude of further resources.

California’s Alcohol and Other Drugs Programs has information, resources and articles on its website: www.
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Early Intervention Families whose infants or toddlers have a developmental delay or disability or an established risk condition with a high probability of resulting in a delay may be eligible to receive an "Early Start" in California. Teams of service coordinators, healthcare providers, early intervention specialists, therapists, and parent resource specialists evaluate and assess infants or toddlers and provide appropriate early intervention and family support services for young children from birth to three years of age. www.dds.
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The Fetal Alcohol and Drug Unit at the University of Washington Medical School is the oldest source of prevention and research on FASD.  The website provides links to many useful resources and articles. http://depts.washington.edu/fadu/  
The FASD Center for Excellence is a federal initiative under SAMHSA that provides a wide variety of materials on FASD, easily available on the website and designed for the general public to use.  www.

 HYPERLINK "http://www.fasdcenter.samhsa.gov/"
fasdcenter

 HYPERLINK "http://www.fasdcenter.samhsa.gov/"
.samhsa.gov 
The National Organization on FAS is a source of general advocacy and information, with a special program for birth mothers raising affected children. http://www.nofas.org/coh/ 
Recovering Hope is an intimate and evocative video about the mothers and families of children who are affected by Fetal Alcohol Spectrum Disorders.  57 min - Sep 22, 2010 - Uploaded by SAMHSA at www.youtube.com/watch?v=m7zfJCW9Yco 
Consultation www.fatcat.vpweb.com 
Diagnosis
· Fetal Alcohol Center 
Marji Thomas 

2627 Forest Ave., Chico, CA, 95928 

(530) 894-0702
GMwill2301@aol.com 

The Center for FASD is a non-profit diagnostic center for children suspected of being exposed to alcohol in utero.

· San Diego State University - Center for Behavioral Teratology
6363 Alvarado Court, Suite 209
San Diego, CA 92120
Phone: 619-594-7228  Fax: 619-594-1895  
Contact: Sarah Mattson, Ph.D.,  Project Coordinator
smattson@sunstroke.sdsu.edu


 HYPERLINK "http://www.psychology.sdsu.edu/new-web/facultystaff/mattson.html"
www.psychology.sdsu.edu/new-web/facultystaff/mattson.html
The Center for Behavioral Teratology is a University-recognized research center focused on the effects of prenatal exposure to alcohol and other developmental disabilities.  They are particularly interested in the neurobehavioral profile of fetal alcohol spectrum disorders.  Both neuropsychological and neuroimaging studies are being conducted.

· University California (UC) Davis Mind Institute
2825 50th Street
Sacramento, CA 95817-2310
(916) 703-0280

The UC Davis MIND Institute clinic provides comprehensive evidence-based assessments of children with possible neurodevelopmental disorders.  The clinic provides treatment recommendations to referring schools, agencies, physicians, and mental health clinicians.  Families interested in having their children seen in our clinic should ask their primary-care physicians (PCP) to submit a referral to the UC Davis Health System's Physician Referral Center at (800) 482-3284.  Insurance and self-pay options are available.  Learn more about the referral process here.  Research into the causes and most effective treatments is a critical function of the MIND Institute. We welcome your participation in our clinical research studies.

· KidScope
828 South Bascom Avenue
San Jose, CA 95128
Mental Health Program Specialist: Carol Gurrero-Urbanski, Ph.D., LMFT

Phone: (408) 793-5870

Fax: (408) 275-6716
KidScope at the Santa Clara Valley Medical Center (SCVMC) is committed to the identification and early diagnosis of children with developmental variations and delays. KidScope is a comprehensive assessment center, serving children suspected of having complex developmental delays, serious behavior problems, or other undetermined concerns that are interfering with the child's ability to develop and learn successfully.

KidScope is part of the Santa Clara Valley Health and Hospital Systems Mental Health and the Department of Pediatrics.  KidScope serves families who have Medi-Cal, HealthyKids, or Healthy Families

.
APPENDIX B

Consensus on 10 Fundamental Components of FASD Prevention

From a Women’s Health Determinants Perspective
The following is from a study released in January, 2011 by a team led by Dr. Deborah Rutman in Canada, available (among several other relevant works) at http://socialwork.uvic.ca/research/projects.htm.  It is a compilation of the voices of women with probable FASD in treatment.
Culturally safe:  Women who seek help from service agencies need to feel respected, safe, and accepted for who they are, with regard to both their cultural identity and personal behaviors.
Harm-reduction-oriented:  Preventing FASD involves understanding substance use and addictions, including the full range of patterns of alcohol and other substance use, influences on use, consequences of use, pathways to and from use, and readiness to change.
Health promoting:  Promoting women’s health involves attending to how the social determinants of health affect overall health.  In the context of FASD prevention, health promotion approaches draw the lens back so that FASD can be understood in its broader context.
Relational:  Throughout life the process of building relationships and connecting with other people can be extremely important.  It is vital to FASD prevention to acknowledge that the process of growth, change, healing, and prevention does not happen in isolation.
Respectful:  Respect is paramount to successful FASD prevention and treatment.  It is a vital tool in the elimination of discrimination and stigma in prevention initiatives, and it is pivotal to creating an environment where women can address their health care needs.

Self-determining:  Women have the right to both determine and lead their own paths of growth and change.

Supportive of mothering:  FASD prevention must recognize the importance of supporting women’s choices and roles as mothers, as well as the possible short- and long-term influences that a loss of custody may have on a woman.

Women-centered: FASD prevention and care recognizes that, in addition to being inextricably linked to fetal and child health, family health, and community health, women’s health is important in and of itself.

Trauma-informed: Multiple and complex links exist between experiences of violence, experiences of trauma, substance use, addictions, and mental health.

Uses a disability lens: Women with substance use and mental health problems may also have disabilities, including FASD.  Women need care and prevention responses that fit with what we know about the spectrum of disabilities related to FASD.
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