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EXECUTIVE SUMMARY

Drinking alcohol during pregnancy can cause fetal alcohol
spectrum disorders (FASDs). The term FASDs is used to define
the spectrum of physical, mental, behavioral, and/or learning
disabilities that can result from prenatal alcohol exposure. Fetal
alcohol syndrome (FAS) is one of the most severe outcomes of
drinking alcohol during pregnancy. FASDs are preventable if
women do not drink during pregnancy.

Since FAS was first identified in 1973, efforts have been

under way to prevent alcohol-exposed pregnancies (AEPs) and
reduce the risk of FASDs. While significant progress has been
made, alcohol use continues to be prevalent among women

of childbearing age. Recent data show that 12% of pregnant
women aged 18—44 years reported consuming alcohol during
the past month, and about 2% reported binge drinking during
that time. Also, 52.4% of nonpregnant women aged 18—44
years reported drinking during the past month, and 11.5%
reported binge drinking. These data suggest that more work
needs to be done to develop effective, evidence-based FASD
prevention strategies to address the diverse needs of all women
of childbearing age—those who are pregnant, who are trying to
become pregnant, and who might become pregnant.

This report is a collaborative effort of the National Task

Force on Fetal Alcohol Syndrome and Fetal Alcohol Effect
(NTFFASFAE), the Centers for Disease Control and
Prevention’s (CDC) National Center on Birth Defects and
Developmental Disabilities NCBDDD) FAS Prevention Team,
National Center for Health Marketing Community Guide
Branch, and Research Triangle Institute International (RTT).
Evidence for this report began with a systematic search of the
literature to identify community-level FASD interventions and
policies that can prevent AEPs and reduce the prevalence of
physical, mental, behavioral, and learning disabilities due to
prenatal alcohol exposure. This evidence, along with the findings
and recommendations of the U.S. Preventive Services Task
Force on behavioral counseling interventions for alcohol misuse,
helped lay the groundwork for the information presented

in this report. The report reviews the current evidence on
prevention strategies to reduce alcohol use and AEPs, provides
recommendations on promoting and improving these strategies,
and offers future research directions in the field of FASD
prevention. It also serves as a guide for those in the research and
practice fields interested in selecting and implementing effective,
scientifically tested interventions for women at risk for an AEP.

The report highlights the critical importance of alcohol
screening using validated screening tools in identifying
women at risk for alcohol misuse and AEPs. The prevention

o i

strategies described in the report are categorized using

a prevention framework of universal, selective, and
indicated prevention. Universal prevention interventions
attempt to promote the health of the general public or

a particular group, regardless of risk, while selective and
indicated prevention strategies are more targeted and
intensive falling along a continuum of care depending on
the severity of the problem.

At this time, research on the effectiveness of universal
prevention interventions to reduce AEP or FASD:s is
insufficient; however, such interventions might contribute
to an increase in knowledge and awareness about the

risks of alcohol use during pregnancy among the general
population, including women of childbearing age. The
task force report indicates that universal interventions
specific to reducing AEPs require improved evaluation
methodologies to determine their effectiveness. The report
also recognizes the value of broad-based alcohol policies
and environmental changes geared towards the general
public in reducing per capita alcohol consumption and
excessive alcohol use. Effective population-based alcohol
policy efforts could ultimately affect alcohol use among
women of reproductive age and the prevention of FASDs.

One of the most widely studied prevention strategies
employs brief alcohol interventions targeting at-risk
drinking. Studies of brief intervention have been
successfully conducted in a wide range of settings,
including primary care, emergency departments, and
colleges. The report highlights studies of effective, brief
interventions for alcohol use tested among the general
population and also describes effective interventions
targeting pregnant women, preconceptional women, and
women at greatest risk for having a baby with an FASD.
Selecting effective, evidence-based interventions is an
important step towards improved FASD prevention. The
challenge ahead is how to ensure that effective strategies
are implemented and integrated into existing systems.
This requires capacity and commitment at multiple
levels, including service providers, insurance companies,
policy makers, and consumers, in order to deliver and
integrate effective strategies, such as brief interventions,
into community-based health and social service settings.
Collaboration and strong partnerships across federal, state,
and local agencies; academia; medical and social service
delivery systems; and consumers are also essential in order
to continue to develop a continuum of evidence-based
care for women with alcohol use problems.



Based on the evidence provided in this report, the
NTEFFASFAE proposes several recommendations (Table 1)
to support the development, implementation, and expansion
of evidence-based strategies to prevent AEPs; to stress the
importance of alcohol screening and provider education;

and to promote further research on how best to identify and
intervene with women at greatest risk for alcohol-affected
pregnancies. The task force also puts forward several topics
for consideration as future research directions in the FASD

prevention arena.

Recommendation 1:

Recommendation 2:

SELECTIVE AND INDICATED PREVENTION

Recommendation 3:

Recommendation 4:

Recommendation 5:

Recommendation 6:

Recommendation 7:

Recommendation 8:

Recommendation 9:

Recommendation 10:

TABLE1: PREVENTION RECOMMENDATIONS
UNIVERSAL PREVENTION

Expand and test methodological approaches for assessing the effects of universal prevention
strategies on alcohol use patterns and reproductive health outcomes of childbearing-aged women.

Promote the implementation of effective population-based interventions for reducing alcohol-related
harms in the general population, including women of childbearing age, as they are validated.

Ensure that funded intervention studies on alcohol use, abuse, and dependence include analyses of
gender and age effects and examine pregnancy outcomes where possible.

Promote the use of evidence-based intervention strategies tested in primary care, emergency
rooms, and college settings for use in populations of childbearing-aged women at risk for an
alcohol- exposed pregnancy.

Establish formal alcohol screening, using validated instruments, and brief intervention programs
that are culturally and linguistically appropriate for women of childbearing age.

Expand the education and training of health and social service professionals in the areas of
screening and intervening with women at risk for alcohol-exposed pregnancies.

Ensure access to appropriate alcohol treatment services for women of childbearing age, especially
those with treatment barriers, such as pregnant women and adolescents.

Ensure that alcohol treatment options for all childbearing-aged women take into consideration their
unique needs, such as pregnancy, co-occurring disorders, and other special treatment needs.

Conduct further research aimed at implementing and evaluating treatment and intensive
case-management approaches for women at highest risk of having a child with a fetal alcohol
spectrum disorder.

Promote research investigating interventions focused on the potential intergenerational effects of
prenatal alcohol use on offspring.
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INTRODUCTION

Alcohol misuse is a serious, worldwide public health issue that can result

in a wide range of physical, psychological, and social problems affecting

the individual, the family, and the community. Drinking alcohol during
pregnancy increases a womans risk of having a baby with birth defects

and developmental disabilities. Alcohol consumption during pregnancy is
recognized as the cause of fetal alcohol spectrum disorders (FASDs). FASD

is a term used to define the spectrum of physical, mental, behavioral, and/

or learning disabilities that can result from prenatal alcohol exposure [1].
Fetal alcohol syndrome (FAS) is one of the most severe outcomes of drinking
alcohol during pregnancy and is characterized by facial malformations,
growth deficits, and neurodevelopmental problems [2]. It should be noted
that throughout this report, the terms FAS and FASDs are both used. FAS is
used when describing the diagnostic criteria specific to the condition of fetal
alcohol syndrome or when reporting surveillance data on the condition. The
term FASDs is used when discussing the full range of effects that can occur
from drinking during pregnancy. Efforts have been underway for several
decades to develop strategies to prevent alcohol-exposed pregnancies (AEPs)
and reduce the risk of FASDs.

In 2002, the National Task Force on Fetal Alcohol Syndrome and Fetal
Alcohol Effect (NTFFASFAE), a federal advisory committee, released its

first recommendations [3]. Among these recommendations were several
items focused on prevention, including recommending the reissuance of the
U.S. Surgeon General’s advisory on drinking during pregnancy (4] and the
development of a report to review the evidence for effective prevention and
treatment strategies for women at risk for or engaging in prenatal alcohol use.
In 2004, after deliberations on and publication of Fezal Alcohol Syndrome:
Guidelines for Referral and Diagnosis [5], the NTFFASFAE decided to focus
its attention on FASD prevention. The Task Force Prevention Working
Group (PWG) was established to guide the development of a report
describing evidence-based prevention strategies to reduce AEPs and outline
recommendations to further promote the implementation of such strategies.
To accomplish this, the staff of the Centers for Disease Control and
Prevention’s (CDC) National Center on Birth Defects and Developmental
Disabilities engaged the Community Guide Branch at CDC’s National Center for Health Marketing and Research
Triangle Institute International (RTT) to assist the PWG in this work. RTT conducted a systematic search of the literature
to identify community-level FASD interventions and policies that can prevent alcohol-exposed pregnancies and reduce
the prevalence of physical, mental, behavioral, and learning disabilities due to prenatal alcohol exposure. The review
focused on community-level interventions and policies because other systematic reviews either have been completed or
are currently under way to explore both clinical interventions and population-based strategies addressing alcohol misuse.
For example, in 2004, the U.S. Preventive Services Task Force engaged in a systematic review that resulted in clinical
recommendations on screening and behavioral counseling interventions in primary care settings to reduce alcohol misuse
[6]. Also, the Task Force on Community Preventive Services, coordinated by CDC, is actively engaged in systematic
reviews to assess the effectiveness of population-based alcohol prevention strategies that affect people in the general
population, including women of childbearing age.

This report reviews the current evidence on prevention strategies to reduce AEPs, provides recommendations on
promoting and improving these strategies, and offers future research directions in the field of FASD prevention. This
document also serves as a guide for those in the research and practice fields interested in selecting and implementing
effective, scientifically tested interventions for women at risk for an AEP. In addition, the report also highlights the
importance of continued collaboration across federal, state, and local agencies; academia; medical and social service
delivery systems; and families to integrate scientific findings into public health prevention strategies.



BACKGROUND AND EPIDEMIOLOGICAL OVERVIEW

Since it first appeared in the scientific literature in the United
States in 1973 [2], FAS has proved to be a challenging condi-
tion for both the scientific community and the health care
delivery system. Through the efforts of the U.S. Congess,
federal agencies, professional organizations, and other nongov-
ernmental organizations, much has been achieved in gaining a
better understanding of the effects of prenatal alcohol exposure
on the developing fetus and FAS specifically [7]. After more
than 30 years of research, there is a consensus in the field that
prenatal alcohol exposure is responsible for not only FAS,

but also for a spectrum of disorders relative to the amount of
exposure. This view was introduced in 1996 in the report of
the Committee to Study Fetal Alcohol Syndrome, convened
by the Institute of Medicine (IOM) under a congressional
mandate to the National Institute on Alcohol Abuse and Alco-

holism (NIAAA) [8].

The IOM committee delineated five diagnostic categories:
(1) FAS with a history of maternal alcohol exposure; (2)

FAS without a history of maternal alcohol exposure; (3)
partial FAS* with a history of maternal alcohol exposure;

(4) alcohol-related birth defects (ARBDs); and (5) alcohol-
related neurodevelopmental disorder (ARND). Diagnostic
criteria were broadly defined for each of the five categories
with a recommendation that research be conducted to
“evaluate the utility, reliability, and validity of this scheme
for classification and diagnosis” [8]. FAS was described as a
characteristic pattern of facial anomalies that included short
palpebral fissures, thin upper lip, flattened philtrum, and
flat midface; growth retardation; and evidence of central
nervous system (CNS) abnormality. In 2000, researchers
from the University of Washington in Seattle published a
comprehensive approach to diagnosing the full spectrum of
conditions resulting from prenatal alcohol exposure using

a 4-digit coding system [9]. That same year, the American
Academy of Pediatrics recommended use of a similar
diagnostic approach to pediatricians and urged them to
increase their awareness of FAS, partial FAS, ARND, and
ARBD [10].

In an attempt to promote consistent use of uniform diagnos-
tic criteria for FAS, CDC and the NTFFASFAE published
guidelines for referral and diagnosis of FAS in 2004 [5]. These
guidelines focused on FAS because scientific evidence to sup-
port specific clinical criteria for prenatal alcohol-related condi-
tions other than FAS was lacking. These guidelines refined the
broad definitions of the IOM report and further delineated
aspects of functional central nervous system disorders associat-
ed with FAS. The guidelines also endorsed a uniform definition

“Partial FAS is “assigned to patients with confirmed maternal alcohol exposure to substantial
amounts of alcohol in gestation, some components of the facial features of FAS, and any of
the following: evidence of growth deficiency, CNS [central nervous system] neurodevelop-
mental abnormalities, or a complex pattern of behavioral and cognitive abnormalities.” [8]

B )

of FASD as “an umbrella term describing the range of effects
that can occur in an individual whose mother drank alcohol
during pregnancy. These effects may include physical, mental,
behavioral, and/or learning disabilities with possible lifelong
implications. The term FASD is not intended for use as a clini-
cal diagnosis.” One recent study [11] proposed a diagnostic ap-
proach to assessing the conditions within the spectrum offering
further clarification of the criteria outlined in the 1996 IOM
report. More research on determining specific diagnostic crite-
ria for prenatal alcohol-related conditions (e.g., ARND) other
than FAS is needed. The NTFFASFAE recently highlighted the
critical importance of this issue along with improved diagnos-
tic access and capacity for FASDs and continued support for
intervention research and essential services for individuals with
FASD:s and their families. Task force recommendations in these
areas are further detailed in the recent research and policy re-
port, A Call to Action: Advancing Essential Services and Research
on Fetal Alcohol Spectrum Disorders [12].

Efforts to establish reliable estimates of FAS prevalence have
improved over time as clinical definitions have increased

in specificity. Population-based surveillance estimates vary
depending on the methodology used and the populations
being studied. Estimates from CDC range from 0.2 to 1.5
cases per 1,000 livebirths [13-16], while estimates drawn
from studies using a variety of methods (passive surveillance,
active surveillance, and clinic-based studies) range from 0.5
to 2 cases per 1,000 livebirths [17]. Estimates of FAS in
combination with other conditions along the spectrum (partial
FAS, ARNDs, and ARBDs) range from 9 to 10 cases per
1,000 livebirths [17, 18]. While all of these estimates have
limitations, it is clear that prenatal alcohol exposure can result
in birth defects of major organ systems, growth disorders,
and damage to multiple structures in the brain resulting in
permanent and lifelong disabilities [7].

Since 1973, prevention has been a critical component in efforts
to reduce prenatal exposure to alcohol and the prevalence

of FASDs. The importance of developing effective FASD
prevention strategies has been acknowledged through increased
congressional support and federal resources devoted to efforts
to reduce AEPs, to develop strategies to intervene with women
at risk, and to support individuals with FASDs and their
families. A timeline outlining national efforts to prevent AEPs

is provided in Appendix A.

Despite ongoing efforts to inform women about the risks of
alcohol use during pregnancy, alcohol use continues to be
prevalent among childbearing-aged women in the United
States. While most women reduce alcohol consumption after
learning that they are pregnant [19], approximately 500,000
pregnant women report alcohol use within the past 30 days



FIGURE 1.

Alcohol Consumption Prevalence Among
Pregnant Women Aged 18-44 Years

14 —
12 ¢ (OF T
10 -

8_

6_

4 -

2_

, LA o O

2001 2002 2003 2004 2005
Source: Behavioral Risk Factor Surveillance System 2001-2005, CDC.

. BINGE:

2 5 drinks on one occasion in past month

ANY USE:
1 or more drinks in past month

and approximately 80,000 report binge drinking [20]. In 2005,
among women aged 18—44 years, 12% of pregnant women
reported consuming alcohol during the past month, and about
2% reported binge drinking (defined as 5 or more drinks on
one occasion in the past month) during that time (Figure 1). In
that same year, 52.4% of nonpregnant women aged 18—44 years
reported drinking during the past month, and 11.5% reported
binge drinking (Figure 2).

Of further concern is that recent studies find the number of
binge episodes has increased among people who report any
binge drinking, including women of childbearing age [21, 22].
It is estimated that binge drinking prevalence among child-
bearing aged women, aged 18—44 years, for the years 2001,
2002, and 2003, was 11.9%, 12.4%, and 13.0%,b respectively
[22]. This represents an increase of 0.9 million women during
that time period who reported engaging in binge drinking [22].
Additionally, younger women are more likely to engage in binge
drinking than are their older counterparts [23], which places
them at risk for unplanned pregnancies and a host of other
negative consequences [24, 25].

®Confidence intervals for these percentages were: 11.9% (11.4, 12.3), 12.4% (12.0, 12.9),
and 13.0% (12.5, 13.5).

Adapted from: Tsai J, Floyd RL, Bertrand, J. Tracking binge drinking among U.S. childbearing-aged women. Prev Med. 2007;44:298-302

FIGURE 2.

Alcohol Consumption Prevalence Among
Non Pregnant Women Aged 18-44 Years
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Also, many women do not recognize that they are pregnant
until well into their first trimester, and thus might continue to
drink during the early critical weeks of fetal development [26,
27]. Recent data indicate that 54.9% of women who might
become pregnant® reported using alcohol and 12.4% of these
women reported binge drinking [28]. These statistics and

the fact that almost half of pregnancies in the United States
are unplanned [29] emphasize the importance of developing
effective prevention strategies to address the diverse needs of all
women of childbearing age—those who are pregnant, who are
trying to become pregnant, and who might become pregnant.

“In this analysis, women who might become pregnant “were defined as those who were

not using any type of birth control and provided one of the following reasons: wanted a
pregnancy (52.4%), did not care whether pregnancy occurred (19.1%), did not think they
would become pregnant (14.3%), did not want to use birth control (5.7%), feared the side
effects of birth control (4.2%), thought they were too old to become pregnant (1.8%), could
not pay for birth control (1.3%), or had lapsed in use of a method (1.2%). Excluded from
this defined category were women who were not sexually active, had a same-sex partner, had
no sex partner, had undergone sterilization or hysterectomy, were postpartum breastfeeding,
were currently pregnant, had other unspecified reasons for not using birth control, or did
not provide any reason.” [28]



ALCOHOL SCREENING FOR WOMEN AT RISK

It is recommended that primary care providers routinely

screen their adult patients, especially women of reproductive
age, for risk of excessive alcohol use or alcohol abuse

disorders. Screening in the clinical setting coupled with brief
interventions or referral for treatment of alcohol abuse disorders
has been found to be an effective prevention strategy for FASDs
as detailed in the following paragraphs.

Before intervening with a woman at risk for an AED, screening
for alcohol misuse utilizing a valid screening tool is critical to
assessing severity of use and determining which intervention is
most appropriate for that particular woman. Before reviewing
the various prevention strategies, the need for alcohol screening
and the use of appropriate screening tools to identify women at
risk will be discussed.

In accord with the U.S. Surgeon General’s 2005 Advisory on
Alcohol Use in Pregnancy [4], both the American Academy of
Pediatrics (AAP) and the American College of Obstetricians
and Gynecologists (ACOG) recommend abstinence from
alcohol during pregnancy for women who are pregnant or
may become pregnant [1]. Also, it has been shown that past
drinking habits are highly predictive of subsequent prenatal
consumption so it is important to have some measure of prior
alcohol use patterns [30-32]. Thus, it is beneficial to identify
and, if necessary, modify a woman’s alcohol use as early as
possible in pregnancy or, ideally, before conception.

Physicians often have difficulty identifying problematic alcohol
use, despite its prevalence in medical and other clinical settings
[33]. In addition, evidence suggests that physicians are less
likely to identify alcohol problems among female patients

than among male patients [34]. Clinicians working in prenatal
practices face particular challenges. First, many women will
reduce their alcohol consumption once their pregnancy is
confirmed, but they might have consumed harmful amounts
before their pregnancy was known. This means that the
standard quantity and frequency questions about current
alcohol use might not be helpful. Second, women might
underreport their prenatal consumption of alcohol. Reasons
include embarrassment, fear, or beliefs that small amounts are

4

inconsequential and not worth reporting [35]. Finally, popular
screening instruments such as the CAGE? (whose use is taught
in most medical schools) were developed for other populations

(e.g., heavy drinking males) and are less accurate in identifying

risk drinking by women [36].

Screening instruments that are recommended for women
include the T-ACE, the TWEAK, and the Alcohol Use
Disorders Identification Test-Consumption (AUDIT-C) [32,
36—40], along with the CRAFFT for adolescent populations.
The name of each instrument, except the AUDIT-C, is an
acronym for the first letters of key words in the test’s questions.
The T-ACE and the TWEAK were specifically developed for

use with pregnant women.
E——

The T-ACE consists of four questions that take less than a
minute to ask. The questions are:

(T) TOLERANCE: How many drinks does it take to make
you feel high?

(A) Have people ANNOYED you by criticizing your
drinking?

(C) Have you ever felt you ought to CUT DOWN on your
drinking? and

(E) EYE OPENER: Have you ever had a drink first thing in
the morning to steady your nerves or get rid of a hangover?

C —

The T-ACE has been widely studied among diverse populations
and has been proven to be a valuable and efficient tool for
identifying a range of alcohol use among pregnant women and
their partners, and women with infertility, among others [41—
43]. The T-ACE is also included in Drinking and Reproductive
Health, A Fetal Alcohol Spectrum Disorders Prevention Tool Kit,
released by ACOG in 2006.

4The questions in the CAGE are: C - Have you ever felt you should cut down on your
drinking? A - Have people annoyed you by criticizing your drinking? G - Have you ever felt
bad or guilty about your drinking? E - Eye Opener: Have you ever had a drink first thing

in the morning to steady your nerves or to get rid of a hangover? The T-ACE is a modified
form of the CAGE developed to screen for alcohol use in pregnant women.



Similar to the T-ACE, the TWEAK was designed to identify
risk drinking by pregnant women [32, 38] and consists of
four screening questions to elicit:

(T) TOLERANCE for alcohol;

(W) WORRY or concern by family or friends about
drinking behavior;

(E  EYE OPENER, the need to have a drink in the
morning;

(A) “Blackouts” or AMNESIA while drinking; and
(K) the self-perception of the need to CUT DOWN on
alcohol use.

A total score of 2 or more on the TWEAK is suggestive
of harmful drinking patterns among obstetric patients [32].
In a study examining the usefulness of the TWEAK for a group
of low-income pregnant women participating in the Special
Supplemental Nutrition Program for Women, Infants, and
Children (WIC), the specificity of the TWEAK was high for
all racial and ethnic groups studied using a cut point of 2 or
more; however, sensitivity, while high for White, non-Hispanic
women, was moderate for Black or African-American and
Hispanic women [44].

A recent large epidemiological study examined the use of the
AUDIT-C on a sample derived from the 2001-2002 National
Epidemiologic Survey on Alcohol and Related Conditions
(NESARC) conducted by the NIAAA [37]. The NESARC
AUDIT-C includes modifications to the first three questions
of the original AUDIT [45]. The AUDIT-C is based solely on
AUDIT items reflecting alcohol consumption.

The AUDIT-C questions are:
* During the last 12 months, about how often did you
drink ANY alcoholic beverage?
* Counting all types of alcohol combined, how many
drinks did you USUALLY have on days when you
drank during the last 12 months?

* During the last 12 months, about how often did you
drink FIVE OR MORE drinks in a single day?

The AUDIT-C was developed to meet the challenge of
brevity and ease of administration provided by other brief
screening instruments.

Alcohol use among teenage girls is an important public
health concern and has been associated with decreased use

of contraception and increased sexual assault and sexually
transmitted diseases [46, 47]. The CRAFFT is a brief measure
designed specifically to identify substance-related problems
among adolescent populations [48].

This tool consists of the following five questions:

(C) Have you ever ridden in a CAR driven by someone
(including yourself) who was high or had been using
alcohol or drugs?

(R) Do you ever use alcohol or drugs to RELAX, feel better
about yourself, or fit in?

(A) Do you ever use alcohol or drugs while you are
by yourself, ALONE?

(F) Do you ever FORGET things you did while using
alcohol or drugs?

(F) Do your family or FRIENDS ever tell you that you
should cut down on your drinking or drug use?

(T) Have you ever gotten into TROUBLE while you
were using alcohol or drugs?

The CRAFFT measure is simple to score, inquires about
alcohol and drug use, and has been found to have good
psychometric properties among a predominantly female
sample 14 through 18 years of age [49]. The questions
and scoring information for the T-ACE, the TWEAK, the
AUDIT-C, and the CRAFFT are in Appendix B.

Consistent use of a screening instrument such as the T-ACE,
the TWEAK, AUDIT-C, or the CRAFFT is likely to

result in significantly improved identification of pregnant
women at risk for alcohol consumption. For example, in
one study, 82.8% of 278 T-ACE positive pregnant women
consumed alcohol while pregnant. However, physicians
correctly identified only 10.8% of the 278 women as being
at risk for drinking while pregnant. This is similar to other
findings in which, despite widespread use of the usual
methods of inquiry about alcohol use as documented in

the medical record, the sensitivity of the medical record was
significantly less than the T-ACE for all levels of drinking
[43]. Screening for alcohol use with validated screening tools
has, therefore, been recommended to provide pregnant and
preconceptional women with up-to-date, comprehensive,
and effective medical care [50, 51].



x.

CURRENT EVIDENCE

In preparation for development of this report, the
NTFFASFAE Prevention Working Group embraced several
assumptions in their deliberations on selecting FASD
prevention strategies:

*  Selected strategies must be evidence based.

* A full spectrum of prevention strategies (universal,
selective, and indicated) should be considered.

* Interventions considered should target all women of
childbearing age who are at risk for an AEP.

The prevention strategies outlined in this report are based

on the prevention framework previously adapted by the
IOM Committee to Study Fetal Alcohol Syndrome in 1996.
The framework provides a spectrum of FASD prevention
approaches that include universal, selective, and indicated
prevention. Universal prevention is directed at all members
of a population or a particular group, regardless of risk,

and can include efforts such as supporting abstinence from
alcohol use during pregnancy, raising awareness about FASDs,
and implementing other broad-based alcohol policy and
environmental strategies (e.g., reducing alcohol availability
and increasing alcohol taxes). Selective prevention is directed
at populations who might be at greater risk for a particular
outcome because they are members of a group found to be at
greater risk than the general population. For example, these
interventions would be targeted to women of childbearing
age who drink alcohol. Indicated prevention targets the
highest risk individuals (e.g., those who can be identified as
high-risk drinkers, abusers, and/or dependent on alcohol).
Women who have had a previous AEP, women who are
currently pregnant and drinking, or women who drink at high

levels and can become pregnant could benefit from indicated
prevention approaches. These levels of prevention move along a
continuum from universal to indicated, becoming more specific
and intensive as the severity of the risk behavior increases. It

is important to note that some of the intervention strategies,
specifically selective and indicated, discussed in this report
might be appropriate for more than one of the categories along
the prevention continuum.

An important caveat in understanding this framework is that
these various intervention approaches together make up a
comprehensive approach to preventing FASDs. As stated by the
IOM committee in 1996, “a comprehensive FAS prevention
program should provide multiple and overlapping levels of
reinforcement, incentives, and controls” to prevent prenatal
alcohol exposure, which would consist of both population-
based strategies and more targeted individual-level interventions
[8]. The NTFFASFAE recognizes this as well and is also
committed to identifying what specific approaches are most
effective based on the evidence to date. Studies exploring the
effectiveness of multilevel FASD prevention approaches are
currently underway and will be discussed further in the Fuzure
Research Directions section of this report.

The following sections describe interventions that show
the most promise in prevention of AEPs and also provide
recommendations, developed and approved by the
NTFFASFAE, to help guide future actions in the areas
of research, service delivery, education and training, and
policy development.



Universal Prevention

Within the field of FASDs, universal prevention has been
defined as those interventions that educate or raise awareness
of the general public or women of childbearing age [8] about
the dangers of drinking during pregnancy. Several universal
interventions have focused on FASD prevention, relying on
mass media, educational materials, media campaigns, and

alcohol beverage labeling.

One published study of a mass media (posters and tear-off
cards) campaign found an overall increase in knowledge

and awareness of the risks of alcohol use during pregnancy
among African-American and Latina adolescents [52]. The
use of warning posters is another health strategy that educates
communities about health and safety risks associated with
drinking. They are often posted at points-of-purchase to reach
most consumers, including moderate, heavy, and potential
drinkers. Warning posters often supplement ongoing alcohol-
education programs and reinforce the federally required health
notices on alcohol beverage containers. Past research indicates
that warning posters boost knowledge of alcohol risks [53, 54].
For example, follow-up surveys in New York City conducted
one year following the introduction of the warning posters,
showed an increase (14%) in awareness that birth defects are a
consequence of drinking during pregnancy [54].

Kaskutas and Graves [53] evaluated the relationship between
exposure to multiple sources of health messages about the risk
of drinking during pregnancy and awareness and behavior
related to this risk. A national sample was interviewed and the
results suggested that the level of knowledge increased with an
increasing number of different message sources (e.g., posters,
warning labels, and advertisements). Among women of
childbearing age (aged 18—40 years), significantly more women
who were pregnant during the last year had a discussion

about alcohol and the risk of birth defects in comparison with

women who were not pregnant. Also, the pregnant women
who drank were significantly more likely to report limiting
their drinking for health reasons in comparison with the
nonpregnant women.

In 1988, the U.S. Congress passed the Alcoholic Beverage
Warning Label Act, requiring that a warning label must be
attached to all containers of alcohol beverages. The warning
label portion that was applicable to drinking during pregnancy
stated the following: “Government Warning: (1) According

to the Surgeon General, women should not drink alcoholic
beverages during pregnancy because of the risk of birth defects
[55].” Hankin and colleagues [56, 57] examined exposure to
the warning label and its effect on drinking during pregnancy
among inner-city African-American women attending a
prenatal clinic. After implementation of the label law, there
was a significant decrease in drinking among nonrisk drinkers,
but no decrease in alcohol consumption was detected among
heavier drinkers.

As previously shown, universal prevention efforts to reduce
AEPs or FASDs have demonstrated increased awareness and
knowledge about the topic of alcohol use and pregnancy, but
rarely provide data on changes in alcohol consumption or
reduced risk of an AEP. Thus, there is insufficient evidence on
the effectiveness of universal approaches that prevent AEPs or
FASDs. More research is needed to further explore the effect of
these kinds of strategies.

When defined more broadly, universal prevention approaches
targeting the general public focus on limiting alcohol
consumption through alcohol policies and environmental
changes. These broad-based strategies are important in
changing social and cultural norms, as well as in regulating
activities and environments that promote excessive alcohol
use among the general population, including women of

7 o=



childbearing age. Although not directly focused on preventing
FASD:s, they could have an indirect effect on FASDs by
decreasing alcohol consumption among women of reproductive
age. Following are two important examples of recent initiatives
exploring the efficacy of population-based efforts to reduce
alcohol consumption and availability and to increase public
awareness about alcohol-related harms.

The Community Guide, as mentioned previously, is led by

the Task Force on Community Preventive Services and is
supported by CDC [58]. The Task Force on Community
Preventive Services makes recommendations on the use of
population-based public health programs and policies based

on the scientific evidence on what practices have worked to
improve health and to identify interventions that have not been
adequately researched to help inform the public health agenda.
Community Guide systematic reviews have been conducted for
several health topics, including tobacco use, physical activity,
vaccine-preventable diseases, diabetes, and cancer. The Task
Force on Community Preventive Services recently selected
“excessive alcohol consumption” as a priority topic area for
systematic review. Although all reviews are not yet completed,
proposed interventions to be evaluated include: enhanced
enforcement of laws prohibiting the illegal sale of alcohol to
minors, limiting alcohol outlet density and zoning restrictions,
limiting alcohol advertising exposure, and increasing alcohol
taxes. The Community Guide offers a systematic, evidence-based
approach to identifying population-based interventions to reduce
alcohol-related harms. Recommendations on these interventions
will be available soon.

The World Health Organization (WHO) has recognized the
importance of alcohol policy internationally since it began in
1946. In recent years, several publications have been developed
that emphasize the public health impact of alcohol across

the world and have outlined strategies to reduce the harmful
consequences of alcohol consumption. In 2003, the WHO
Alcohol and Public Policy Group (APPG) conducted an
extensive review of the literature that focused on 31 policy-
relevant prevention strategies and interventions. These were
further classified into seven categories: (1) regulating physical
availability of alcohol, (2) pricing and taxation, (3) altering the
drinking context, (4) education and persuasion, (5) regulating
alcohol promotion, (6) drinking—driving countermeasures,
and (7) treatment and early intervention.

The WHO noted the following strategies as best practices:
minimum legal age purchase regulations, government
monopoly of retail sales, restricted hours or days of sales, outlet
density restrictions, increase in alcohol taxes, sobriety check
points, lowered blood alcohol content (BAC) limits, drivers
license suspension, graduated licensing for novice drinkers,
and brief interventionse for hazardous drinkers. Less effective
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practices were also noted, though less effective was not
intended to imply that the practices should not be considered,
only that there was a lack of research to support their
effectiveness. The less effective strategies included: voluntary
codes of responsible practice in serving alcohol, alcohol-

free activities, alcohol education in schools, college student
education, public service messages, warning labels, designated
drivers, and ride services. Future research considerations
include the support of general, population-based strategies
due to their cost-effective and synergistic effects, as well as
support of harm reduction and high-risk group strategies.
Such strategies include screening and brief interventions,
server interventions, enforcement of minimum purchase

age, advertising bans, and advertising content or exposure
restrictions. While the WHO publication did not focus on
interventions targeted specifically to women of childbearing
age, it highlights the importance of an evidence-based
approach to selecting alcohol prevention strategies [59]. These
kinds of population-based, alcohol policies, if implemented
successfully, could ultimately affect alcohol use among women
and the