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Fetal Alcohol Syndrome

GOVERNMENT WARNING: 
(1) ACCORDING TO THE SURGEON GENERAL, 

WOMEN SHOULD NOT DRINK ALCOHOLIC 
BEVERAGES DURING PREGNANCY BECAUSE OF 

THE RISK OF BIRTH DEFECTS. (2) CONSUMPTION 
OF ALCOHOLIC BEVERAGES IMPAIRS YOUR 

ABILITY TO DRIVE A CAR OR OPERATE 
MACHINERY, AND MAY CAUSE 

HEALTH PROBLEMS.

The term 
fetal alcohol spectrum disorders 

(FASD) is an umbrella term describing the 
range of e�ects that can occur in an individual whose 
mother drank alcohol during pregnancy. These e�ects 
include physical, mental, behavioral, and/or learning 

disabilities with possible lifelong implications. FASD includes 
disorders such as fetal alcohol syndrome (FAS), alcohol-related 

neurodevelopmental disorder, and alcohol-related birth defects 
(Astley & Clarren, 2000; Ryan, Bonnett, & Gass, 2006). 

FAS is characteristic of several disabilities, such as ADHD, 
Cerebral Palsy, learning disabilities, behavioral disorders, and 

physical disabilities. The main di�erence between FAS and 
these disabilities individually is that FAS is a preventable

 disorder. Prenatal alcohol exposure is one of the 
leading preventable causes of birth defects

 and developmental disabilities
 (Sidhu, 2002).

Due to the FAS �ndings
 of Jones and Smith in 1973, 

Americans were aware of the fact that 
alcohol could do damage to the fetus. It still took until

 1989 for the Alcoholic Beverage Labeling Act to mandate 
putting warning labels on all alcoholic beverages sold in 

the United States. (Golden, 2005). 
Still in 2001, May and Gossage (2001) estimated that prenatal 

exposure to alcohol a�ected more than 40,000 newborns 
annually. The amount of alcohol that the mother

 consumes, and its e�ect on the fetus is topic of debate,
 but the general consensus is that women 
should completely abstain from drinking 
alcohol as soon as they suspect pregnacy 

( Ryan, Bonnett, & Gass, 2006).

   Brain dysfunction is the
          most signi�cant disability for FAS. 

   Alcohol alters the developing brain in a 
variety of ways including structural to subtle alterations 

in chemical levels (West, 1986, as cited in Astley & Clarren, 
2000). An accurate diagnosis is extremely important for 

treatment planning. Brain damage can be de�ned in a large 
number of ways that are each associated with a broad spectrum
 of disability. The four-point Likert scale separates patients with 
de�nite evidence of brain damage (Likert rank 4) from patients

 with no evidence of brain damage (Likert rank 1). 
“The 4-Digit Diagnostic Code rank for brain does not rank the 

severity of structural, neurological or functional problems
 faced by the patient. Rather, it ranks the strength

 of evidence supporting the presence of an organic
 cause for cerebral/cerebellar dysfunction” 

(Astley & Clarren, 2000, p. 405).

DEFINITION

EV
A

LU
AT

ION:
The most prevelant 

system of evaluation is the 
4-Digit Diagnostic Code, because of 

its use of quantitative, objective measurement 
scales and speci�c case de�nitions. The four digits in 
the code re�ect the magnitude of expression of the 

four key diagnostic features of FAS: (1) growth de�ciency; 
(2) the FAS facial phenotype; (3) central nervous system 
damage/dysfunction; (4) gestational alcohol exposure. 

            The 4-Digit Diagnostic Codeis generated by �rst recording key data on the FAS 
Diagnostic Evaluation Form and following speci�c case de�nitions to generate 
each digit. The magnitude of expression of each feature is ranked on a 
four-point Likert scale with 1 re�ecting complete absence of the 
FAS feature and 4 re�ecting a strong 
 presence of the FAS feature. 
  (Astley, 2002).

GR
OWTH:

       When measuring growth 
      de�ciency the height and weight 

  are based on centile sizing C is equal to or 
 less than 3 centile, B is greater than 3 centile but less 

 than or equal to 10 centile, and A is over 10 centile. The 
 �rst step in deriving the Likert rank for growth is to derive 
 the ABC score for growth. If a patient's height centile was 
 8% and weight centile was 2%, an ABC score of BC would 
 be assigned. The �nal step in deriving the Likert rank for 

 growth is to convert the ABC score for growth into a 
 4-Digit Diagnostic Code rank. A score of BC 

 translates into a 4-Digit Diagnostic Code 
 rank of 3 (Astley & Clarren, 2000). 

FA
CE:

    The three key diagnostic 
   features that characterize FAS facial 
  phenotypes are small palpebral �ssures 

(width of eye opening), a smooth philtrum (space between 
nose and upper lip), and thin upper lip. Palpebral �ssure length 

(PFL) scores are computed with adjustment for age and  race 
(Hall et al., 1989). When deriving the Likert rank for facial phenotype 
you give an ABC score. If a patient's PFL are smaller or equal to -2 SD 

below the norm the z-score would be a C rating. If it is within -2 to -1 it 
is a B rating, and if it is over -1 it is an A rating. The philtrum 

and upper lip are rated separately on the Likert scale, 
and the scale converts as: 4-5=C, 3=B and 1-2=A.

The �nal step in deriving the Likert rank for facial 
  phenotype is to convert the ABC score to a 4-Digit 
      Diagnostic Code rank. A CAB score translates 
         into a 4-Digit Diagnostic Code rank of 2. This rank 
  would serve as the second digit in the 
   4-Digit Diagnostic Code.

 Lastly prenatal alcohol 
 exposure is ranked according

  to the quantity, timing, frequency,
 and certainty of exposure, though case studies 

speak to the fact that the amounts of alcohol 
exposure that is harmful to the fetus are not available 

and unclear. (Stratton, Howe, & Battaglia, 1996). 
The exposures are separated into four clinically 

meaningful groups: 4) con�rmed high exposure; 
3) con�rmed exposure, but level is low
 or unknown; 2) unknown exposure; 

1) con�rmed absence 
of exposure.

Some important 
principles for the classroom

 are early intervention (identify if not 
diagnosed), targeting functional skills 

  (generalization), teaching communication 
     skills (language, verbal, gestural, and behavioral), 

teaching social skills (focus on real-life events), 
and managing challenging behaviors (PBS). 

There are a number of learning disabilities, but math
 ability seems particularly di�cult (Lebel, Rasmussen, 

Wyper, Andrew, & Bealieu, 2010). “These students tend to be fairly 
concrete and may do well academically during the early years 

of school. When subject matter becomes more abstract, 
however, they may have increasing di�culty keeping up” 

(Burgess & Streissguth, 1992, p. 27). 
One of the better accommodations for teaching 

students with FAS is to break down tasks in to 
smaller sub-tasks for easier

 comprehension. 

Some strategies 
that are e�ective with 

children with FAS are the �ve keys
 to working with children with attention 
de�cit disorders “structure, persistence, 

consistency, brevity, and variety” 
(Schenck, Cole, & Medina, 1994, p. 145). 

That open ended approach can be used to 
accommodate or modify the classroom for the student’s 
di�erent disabilities. Such as using ADHD modi�cations 

for an easily distracted student (shorter tests, 
quiet area, separate testing), and if there is a 

physical disability such as vision, then
 use modi�cations for that impairment 

(location, oral exams, 
computers).

The di�culties 
in evaluating and 

accommodating FAS are 
increased by the wide spectrum 

of the syndrome. The challenge with 
including students with FAS is the 

variety of physical, learning and 
behavioral disabilities represented 

in the FAS spectrum 
(Burgess & Streissguth, 1992).


