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Abstract

Increased awareness of the conditions associated with prenatal substance exposure may enhance 

care delivery among professionals working in child welfare. The ways in which prenatal substance 

exposure intersects with child welfare are critically important, yet prenatal substance exposure 

knowledge is uneven among these professionals. Also, caregivers may lack information that 

prepares them to care for children with prenatal substance exposure, particularly children with 

prenatal alcohol exposure. This study explores what professionals working in child welfare 

and caregivers know about prenatal substance exposure and prenatal alcohol exposure and their 

training and support needs.

Prenatal exposures to alcohol and other drugs, including prescription drugs, can result 

in long-term neurocognitive, developmental, and behavioral effects (Mattson et al., 2019; 

Guille & Aujla, 2019). Although some prenatal substance exposures1 may be identified 

at birth, other exposures—particularly alcohol—may not be identified until later in 

development (Wozniak et al., 2019; Coles, 2011). Yet identifying children who are 

substance-exposed, particularly alcohol-exposed, is important so that they can receive 

Note: The findings and conclusions in this report are those of the authors and do not necessarily represent the offi cial position of the 
Centers for Disease Control and Prevention, the Children’s Bureau of the Administration for Children and Families, or the Department 
of Health and Human Services.
1Throughout this article, references to “prenatal substance exposure” include both alcohol and other types of legal and illegal 
substances (e.g., opioids, cocaine, nicotine, etc.). In some instances, the article will explore findings that are unique to prenatal alcohol 
exposure vs. other types of substances.
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needed treatment and support to avoid negative long-term outcomes such as mental and 

physical health challenges, negative life outcomes (e.g., poor educational performance, 

homelessness, encounters with law enforcement, etc.) and child welfare (Bakhireva et al., 

2018; Popova et al., 2020). Note that a 2014 article that reviewed 128 articles comparing 

the effects of a wide variety of drugs, including cocaine, marijuana, opioids, amphetamines, 

alcohol, and tobacco, concluded that “Alcohol was the most common substance associated 

with fetal anomalies,” including “alterations in the central nervous system development” 

(Viteri et al., 2015, p.405). As far back as 1996, the medical field has known that “Of 

all the substances of abuse (including cocaine, heroin, and marijuana), alcohol produces 

by far the most serious neurobehavioral effects in the fetus.” (Stratton et al., 1996). Yet 

the child welfare field and others have been slow to absorb this information, as indicated 

by the results described in this paper. Professionals who work with children may benefit 

from greater awareness of the signs, symptoms, associated conditions, and the short- and 

long-term effects of prenatal substance exposure, as well as strategies/services to mitigate 

effects and optimize outcomes.

For service providers (e.g., doctors, nurses, counselors) and professionals who work in 

child welfare2, the ways in which prenatal substance exposure intersects with child welfare 

involvement and outcomes are critically important (Burns et al., 2020; Petrenko et al., 

2019) as awareness of a child’s prenatal exposure informs case workers’ assessments of 

the child’s needs and patterns of interactions in the family. For example, children with 

prenatal alcohol exposure can have difficulty paying attention, controlling their impulses, 

and regulating their behavior; they can easily forget previously learned material and lag 

behind their peers in being able to understand cause-and-effect relationships and learn 

from their own experiences (Wozniak et al., 2019; Novick Brown & Greenspan, 2022). 

Because these children often score in typical ranges of intelligence on standardized tests, 

these behaviors can be misinterpreted as defiance or purposeful misbehavior and can lead 

to extreme frustration on the part of the caregiver (Joseph et al., 2022; Kautz et al., 2020; 

Petrenko et al., 2016). Because of the parenting challenges associated with prenatal alcohol 

exposure, children with unrecognized prenatal exposure to alcohol may be at higher risk for 

preventable removal from the home by professionals working in child welfare (Joseph et al., 

2022; Petrenko et al., 2016). For example, if professionals who work in child welfare do 

not know that children exposed to alcohol may have neurocognitive deficits that can lead to 

difficult behaviors, they may perceive parent frustration and parent-child conflict as evidence 

of poor parenting skills (Petrenko et al., 2016). Difficult behaviors are especially true for 

children who meet the criteria for a diagnosis falling under the umbrella of fetal alcohol 

spectrum disorders [FASDs] (Joseph et al., 2022). Once the underlying reason for difficult 

behaviors and other long-term effects of prenatal alcohol exposure is known, this may help 

professionals who work in child welfare to work with parents to reframe the frustration 

that they may experience as a logical response to challenging behaviors (Joseph et al., 

2022). These professionals can then support parents in addressing this frustration through 

2Th roughout this article, references made to “professionals in child welfare” could include the following types of child welfare roles/
positions: hotline/intake; investigative; frontline; family needs assessors; ongoing case management; supervisors; local and state child 
welfare directors; data administrators; and child welfare specialists such as prevention, permanency, and developmental assessors.
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parenting strategies that have been shown to be effective in caring for children with an FASD 

(Marcellus & Badry, 2021; Pei et al., 2023).

Despite the benefits of having professionals who work in child welfare who are 

knowledgeable in prenatal substance exposure, research to date suggests that prenatal 

substance exposure knowledge is uneven among professionals who work in child welfare 

(Lloyd et al., 2018; McCormack et al., 2022). For example, in interviews with professionals 

working in a single urban public child welfare agency, most reported no training or formal 

classes related to prenatal substance exposure, and some provided incorrect information or 

held inaccurate assumptions about the effects of prenatal substance exposure (Usher et al., 

2022). In studies outside of the U.S., researchers also found that professionals who work 

in child welfare had limited training and knowledge related to FASDs and that those who 

were knowledgeable had acquired this knowledge on their own (Curran & Danbrook, 2023; 

Gilbert et al., 2021).

Similarly, families (foster, kinship, and adoptive, hereafter referred to as “caregivers”) may 

lack information that prepares them to care for children with prenatal substance exposure, 

particularly children with prenatal alcohol exposure (Lee et al., 2018). Caregivers who 

do not understand that negative child behaviors are a result of an alcohol-based brain 

impairment may grow frustrated and angry (Joseph et al., 2022). Thus, children prenatally 

exposed to substances who are placed in temporary care may be at a higher risk of 

placement moves (Flannigan et al., 2021; Leathers et al., 2019). Since the effects of prenatal 

alcohol exposure are permanent and lifelong, caregivers may benefit from education to 

increase their knowledge of prenatal alcohol exposure and develop skills to better parent 

and access services for their children (Chasnoff et al., 2015; Marcellus & Badry, 2021). 

Currently, little is known about how caregivers are supported within child welfare contexts.

Information is lacking regarding how professionals working in child welfare obtain 

information regarding prenatal alcohol and other substance exposures and their impacts, 

how they use this information in case planning, and how they apply it to support caregivers 

(Richards et al., 2020). This study addresses this gap by exploring what professionals who 

work in child welfare and caregivers know about prenatal substance exposure and their 

perceived training needs.

Methods

The current study was part of a descriptive mixed methods study conducted in 22 local 

or regional public child welfare agencies across five geographically diverse states. States 

were purposively sampled to reflect contextual characteristics associated with child welfare 

practice (e.g., state vs. county administration) and geographic substance use patterns (e.g., 

indicators of opioid use). The study was funded by the Administration for Children and 

Families, Children’s Bureau with additional support through an interagency agreement with 

the Centers for Disease Control and Prevention, and aimed to explore prenatal substance 

exposure and prenatal alcohol exposure policies and practices as well as any gaps in 

knowledge and practice policies. To examine the extent of prenatal substance exposure and 

exposure-related knowledge and training among professionals who work in child welfare, 
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and among caregivers of children with prenatal substance exposure in the child welfare 

system, interviews and surveys were conducted with professionals working in child welfare. 

In two of the five states, focus groups and interviews were conducted with caregivers of 

children with prenatal substance exposure. One objective of exploring the prenatal substance 

exposure knowledge of professionals who work in child welfare was to illuminate how to 

enhance training and provide tools and resources to better recognize and care for children 

with prenatal substance exposure and their families.

Data are drawn from three methods; surveys, interviews, and focus groups (see Table 1 for 

sample details by method). Findings from, and instruments utilized in a similar exploratory 

study (Usher et al., 2022) were reviewed, adapted, and expanded when developing the 

design and methods of the current study. Instruments were pilot tested to ensure clarity 

and alignment to the objectives of this study. Individual semi-structured interviews were 

conducted with 171 professionals working in child welfare. Six to nine interviews were 

conducted at each of the 22 sites. Each interview was approximately 45 minutes and 

included questions about training, sources of knowledge about prenatal substance exposure 

in general as well as prenatal alcohol exposure specifically, training needs, and questions 

about child welfare agency policies and practices to identify and care for children with 

prenatal substance exposure and support caregivers. Online surveys exploring similar 

topics were administered to 271 additional professionals in child welfare (see footnote 

2). Interviews took up to 60 minutes to complete and surveys took up to 30 minutes 

to complete. In two of the five states, focus groups and interviews with caregivers were 

conducted that explored caregiver training experiences and knowledge of prenatal substance 

exposure, interactions with professionals working in child welfare regarding prenatal 

substance exposure, and recommendations for additional supports. Almost all caregivers (n 
= 44, 89%) reported caring for at least one child with known or suspected prenatal substance 

exposure (a desired selection criteria), including children with prenatal alcohol exposure.3 

At each site, an agency liaison assisted the study team in identifying and recruiting the 

participants. Data collection occurred from fall 2018 through summer 2020. Due to travel 

and safety concerns during the COVID-19 pandemic, data collection in the fifth state was 

conducted virtually using slightly modified instruments.

Data Analysis

The study team conducted descriptive analyses within method (i.e., survey, interview, 

and focus group). Qualitative data were analyzed applying content analysis and theme 

identification (Williams & Moser, 2019; Vaismoradi et al., 2016), and were examined for 

frequency of code applications, code presence, and code co-occurrence to identify saliency 

and relative strength of themes. An iterative-inductive process helped establish inter-coder 

consensus and reliability (Cascio et al., 2019). Paired coding was conducted with 25% of 

transcripts, then coders discussed and resolved any paired coding discrepancies throughout 

the analysis.

3Note that caregivers who had experience with children who have prenatal substance exposure and/or prenatal alcohol exposure were 
prioritized to participate which most likely impacted results.
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The team examined quantitative data (survey and close-ended interview items) with 

descriptive statistics including frequencies, averages, percentages, and measures of variation. 

Descriptive data were produced by subgroups to explore data by type of informant 

(e.g., role), data source, or contextual factor (e.g., state- vs. county-administered child 

welfare systems) as relevant. The team employed crosstabs to explore relationships among 

constructs. Little variation was observed across sites or states which informed the decision to 

present the following results in aggregate.

Results

Study results address three primary questions: (1) What do professionals working in child 

welfare know about prenatal substance exposure and how do they obtain this knowledge and 

training? (2) How do caregivers obtain knowledge about prenatal substance exposure and 

how prepared are they to care for children with prenatal substance exposure and prenatal 

alcohol exposure? And (3) what do professionals working in child welfare and caregivers 

perceive as needs or gaps in training, knowledge, and supportive care? Quantitative and 

qualitative results are presented, along with illustrative quotes to provide additional context.

What do Professionals Working in Child Welfare Know about Prenatal Substance Exposure 
and how do they Obtain this Knowledge and Training?

Perceived Knowledge of Prenatal Substance Exposure—Professional interviewees 

and survey respondents were asked to rate their awareness of the effects of prenatal 

substance exposure. Most professionals who work in child welfare (71%) self-reported at 

least an intermediate level of general knowledge about the effects of prenatal substance 

exposure (see Figure 1). When professionals rated their knowledge of prenatal alcohol 

exposure, slightly fewer (68%) rated their knowledge as at least intermediate. Patterns were 

similar when examined by state and across different roles (not presented).

Specific Knowledge about Prenatal Alcohol Exposure—Survey respondents were 

asked to complete a “true/false” nine-item quiz on prenatal alcohol exposure and child 

development (see Table 2). Almost two thirds (64%) incorrectly responded that most 

children with an FASD have unusual facial features. Yet research indicates that 40% of 

children diagnosed with an FASD do not have facial features that may be associated with 

prenatal alcohol exposure (May et al., 2018). In subgroup analysis, those with the least 

experience in child welfare (0–5 years) had the lowest mean number of correct answers, and 

those with the most child welfare experience (> 20 years) had the highest mean number of 

correct answers (not presented).

Later in the survey, respondents were asked to identify the effects of prenatal alcohol 

exposure on a child, and similar to responses on the true/false quiz, a high proportion of 

respondents cited abnormal facial features (85%). Surveyed professionals were also asked 

an open-ended question: “What type of prenatal substance exposure is most harmful?” 

Research has shown that alcohol is the most harmful substance to the developing fetus and 

that these infants have significant long-term neurodevelopmental effects (Wozniak et al., 

2019). Only one quarter of professionals (24%) correctly answered “alcohol.” The largest 
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proportion (39%) of professionals identified multiple or all substances, followed by opioids 

(7%) and methamphetamine (4%) as being most harmful.

Extent and Sources of Training on Prenatal Alcohol and other Substance 
Exposures—The majority of professionals working in child welfare (82% of survey 

respondents and 79% of interviewees) reported receiving training in prenatal substance 

exposure and prenatal alcohol exposure, yet there were gaps in training experiences. Sixty 

percent of survey respondents reported participating in training on indicators and effects 

of prenatal substance exposure through their state child welfare agency as part of their 

employment. However, in interviews, less than two-thirds of professionals who work in child 

welfare indicated that agency trainings included information specifically on prenatal alcohol 

exposure. These professionals often mentioned state and agency training and professional 

development opportunities that specifically focused on current parental substance use and 

identification of newborns who are substance-exposed (e.g., indicators, effects, and care 

needs of infants with neonatal abstinence syndrome who have been exposed to drugs, most 

often opioids). The lack of attention on alcohol-related impacts, and corresponding faulty 

assumptions resulting from that gap emerged strongly in interviews. One professional who 

works with families at the front end of a case only (frontline) noted “I would like to learn 

more about alcohol especially … Because of the opioid epidemic that we’re in, it’s like 

alcohol kind of gets pushed back.” A professional with investigation and needs assessment 

responsibilities stated “I would have to say drugs are more harmful because they have the 

worst effect on a child. I am not sure what effects alcohol has to a child because I do not 

have any training or understanding on its effects.” One fifth (21%) of interviewees reported 

no or minimal training in either prenatal substance exposure or prenatal alcohol exposure.

How do Caregivers Obtain Knowledge about Prenatal Substance Exposure and how 
Prepared are they to Care for Children with Prenatal Substance Exposure and Prenatal 
Alcohol Exposure?

Extent and Sources of Training for Caregivers—In the two states with data from 

caregivers, almost half of caregivers (43%) reported receiving formal training on prenatal 

substance exposure as part of their initial orientation from child welfare agencies. However, 

14% of caregivers reported never receiving information or training related to prenatal 

substance exposure from the child welfare agency. Across the five states included in this 

study, only one third (34%) of professionals reported that they were aware of whether 

caregiver trainings addressed prenatal substance exposure.

One third (33%) of caregivers who stated they had cared for a child with prenatal substance 

exposure reported they were not at all prepared to care for the child. As one caregiver 

explained, “No, I did not feel prepared. I feel like they were like, ‘Here’s your kid, we will 

be back in a month and check on them and make sure you take them to the doctor.’”

What do Professionals who Work in Child Welfare and Caregivers Perceive as Needs or 
Gaps in Training, Knowledge, and Supportive Care?

Needs Perceived by Professionals—The most common knowledge gaps or areas 

for training mentioned by professionals reflected the need to understand the indicators 
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and pathways of prenatal substance exposure and prenatal alcohol exposure, long-term 

effects, and how to identify prenatal substance exposure and prenatal alcohol exposure 

among families involved with child welfare (see Table 3). As one frontline professional 

shared, “Our agency needs more training in those topics that can tell us about how to look 

for [prenatal substance exposure] in different developmental stages and different ages of 

children.” Professionals described methods to enhance training in these areas, noting the 

importance of ongoing training, as one professional working with families on a longer-term 

basis (e.g., ongoing case management) described, “I really think to learn it, ongoing training 

is what’s important…reviewing information at different points instead of having a training…

and then [again] five years down the road.” Professionals also noted the need to receive 

high-quality instruction and guidance as noted by a local area director: “I think if we had 

an expert come in to talk about prenatal substance exposure, what it looks like, what are 

the symptoms, what would be a good line of questioning or observation depending on 

the age of the child. Those are tools that case managers and supervisors can latch onto 

immediately.” About one quarter of professionals who work in child welfare interviewed 

also wanted resources, tools, and interventions to expand their professional capacity to 

support families, and 13% identified a specific need for agencies to have readily available 

educational materials to provide to caregivers. Some comments reflecting these themes:

“It would be great if hospitals would share the information that they give parents, to 

teach us about what to look out for.”

—Frontline professional

“I’d like to learn a lot more to be able to educate parents on the dangers of all this, 

and I can’t share this information if I’m not taught this information.”

—Ongoing case management professional

“[We need information that addresses] what…the caretakers need to do to help this 

child when they get home.”

—Frontline professional

Needs Perceived by Caregivers—Similar needs were expressed by caregivers, the 

majority of whom (84%) wanted additional training. When interviewed about knowledge 

gaps or areas for training regarding prenatal substance exposure, the most common 

information needs focused on how to identify prenatal substance exposure, the impact of 

prenatal substance exposure, and available interventions for the children in their care who 

may have been prenatally exposed (see Table 4).

Some comments reflecting these themes:

“I think identification is the most important, knowing what to look for because 

there are physiological signs that we can teach people that would get people or kids 

into support earlier and faster.”

—Caregiver
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“I would like to know more about the overall impact on their psychological 

and physical development, specifically with alcohol, marijuana, illicit drugs, and 

tobacco.”

—Caregiver

“I now have a baby who was drug exposed to multiple different drugs and I don’t 

know how those all play together. I have no idea. I don’t know what to look for. I 

don’t know as they grow older if there’s something that could be pinpointed toward 

drug exposure or if that’s just a normal, typical toddler behavior…I’ve never had 

any kind of training on that and that would be super useful.”

—Caregiver

“Knowing what to expect and then that treatment options can actually save on some 

foster failures or moving a child from home to home to home because that doesn’t 

fix the problem.”

—Caregiver

As an extension of wanting to know how to identify prenatal substance exposure, caregivers 

wanted to learn how to distinguish between prenatal substance exposure-related cognitive 

and developmental delays, and those caused by other conditions. As one caregiver described, 

“Like how to identify the difference, or some of the signs or symptoms as it relates to being 

exposed to drugs or is it just from not having a caregiver with the child that [has been] 

educated in parenting [children who have been impacted].” In addition, caregivers expressed 

the need for prenatal substance exposure information specific to the individual children for 

whom they are caring, including the substance(s) a child was exposed to and the amount and 

duration of exposure, if known.

Across both groups of participants (professionals and caregivers) there also was a lack of 

awareness about available services for children prenatally exposed to substances. As one 

case management professional noted, “To be honest with you, I will have to rely on the 

doctor’s office because I personally know of no other services [for children with prenatal 

substance exposure] that are for children over three.”

Discussion

This multisite mixed-methods descriptive study examined gaps in training and knowledge 

in child welfare related to prenatal substance exposure, with special emphasis on prenatal 

alcohol exposure. While professionals reported high levels of perceived awareness and 

knowledge of prenatal alcohol and other drug exposures, they also discussed the need to 

better understand differential indicators of specific substances/polysubstance use and their 

developmental pathways, as well as interventions to integrate into service plans and to 

support caregivers. The findings illustrate the need for increased, or updated, training and 

resources for professionals working in child welfare and caregivers so that they can better 

serve and care for children with prenatal substance exposure. The following discussion 

draws links between identified gaps and opportunities to develop resources to address gaps.
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Despite widespread awareness of prenatal substance exposure, professionals have key 

misperceptions about prenatal substance exposure effects that likely affect practice and 

offer important targets for improvements. Most respondents rated their prenatal substance 

exposure and prenatal alcohol exposure knowledge as intermediate, and most responded 

correctly to seven of the nine true/false items in prenatal alcohol exposure knowledge 

quiz. Yet most professionals who work in child welfare falsely believed that all, or 

almost all, children with FASDs have distinct facial features. This is not present in 

children with alcohol-related neurodevelopmental disorder (ARND), which may occur in 

40% of children diagnosed with an FASD (May et al., 2018). This reliance on facial 

characteristics may result in underestimation of FASDs. Some of these professionals tended 

to incorrectly perceive that the substances that result in worse long-lasting effects were 

those substances they see most often among newborns and infants referred to child welfare

—opioids, methamphetamines, cocaine, etc.—rather than those substances known to cause 

lifelong, significant neurodevelopmental effects, such as alcohol. Research suggests that 

polysubstance use is frequent, even among women who are pregnant (England et al., 2020). 

Without professional awareness to consider alcohol exposure as potentially part of prenatal 

substance exposure relevant to the child welfare case, the opportunity to obtain important 

information needed for differential diagnosis across development may be overlooked or lost. 

As noted in Wang and colleagues (2023), professionals in child welfare rely primarily on 

hospital and medical tests to identify prenatal substance exposure at birth, but this focus on 

children who are younger can lead to under-identification of prenatal alcohol exposures and 

subsequent gaps in services particularly for children that are an older age. The results from 

this study suggest that more in-depth and ongoing training on prenatal substance exposure 

and prenatal alcohol exposure may enhance care provided by professionals working in child 

welfare and caregivers, or if trainings are already in place, auditing them so that the most 

accurate and current information is presented. Consideration of prenatal alcohol exposure 

and resulting conditions (FASDs) may be needed given their lifelong effects as well as the 

frequency of alcohol use with other drugs (i.e., polysubstance use). It is well established 

that child welfare agencies have high rates of turnover (Willis et al., 2016) and in this study, 

professionals who had fewer years of experience self-perceived lower levels of knowledge, 

which emphasizes the importance of ongoing training on prenatal substance exposure vs. 

one-time instruction. Professionals who work in child welfare spoke about the challenges 

of infrequent trainings on prenatal substance exposure. Self-guided trainings, such as 

prerecorded webinars or interactive learning sessions, may help address this issue given 

time constraint for overburdened child welfare professionals. Even with some knowledge, 

professionals may find it difficult to apply prenatal substance exposure information to their 

work. Professionals benefit from in-depth resources and training—that include practice and 

coaching—to obtain a prenatal substance exposure history, identify children affected by 

prenatal substance exposure, understand effects on development and parenting implications, 

and effectively refer caregivers to appropriate and available interventions (Chasnoff et al., 

2015; McCormack et al., 2022).

Professionals working in child welfare raised a need for accurate training information 

from experts, given the evolving knowledge base related to prenatal substance exposure. A 

recent exploration of professionals’ perceptions of successful training experiences (Radey 
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& Stanley, 2019) emphasized five attributes: structured, non-redundant content relevant 

to their positions; interactive content delivery; practice with job responsibilities; practice 

with system protocols; and recognition of the ongoing and constant learning process. 

The researchers suggested that trainings that consider workers’ knowledge level and 

position; offer step-by-step procedural manuals and checklists; and establish agency policies 

that foster mentorship and support will likely engender the most successful transfer of 

knowledge, skills, and competencies. Other research has emphasized the importance of 

simulation (use of case scenarios, practice, coaching) and reflective supervision (Julien-

Chinn & Lietz, 2019; Kourgiantakis et al., 2020), and providing training to all professionals 

who work in child welfare (beyond frontline, including agency leadership), not simply those 

who elect to participate voluntarily (Kuhn et al., 2019). These principles could be applied to 

develop new training on prenatal substance exposure or to modify existing agency training.

Targeted resources for professionals and supervisors working in child welfare may support 

both their own knowledge and their practice with families. These professionals would 

benefit from access to informational materials to which they can refer at any point in a case. 

In this study, they indicated wanting information and tangible resources on indicators of 

prenatal substance exposure and the effects of prenatal substance exposure through a child’s 

life, for quick reference in their ongoing work and to share with caregivers. Professionals 

working in child welfare rely on general developmental or medical assessments to identify 

children with prenatal substance exposure; however, these services do not include focused 

attention to gathering information about prenatal exposure history (Wang et al., 2023) and 

more targeted resources could help ensure children are being connected to more targeted 

and specialized care. Both professionals and caregivers noted resources could outline 

the types of services that are appropriately matched and available to children affected 

by prenatal alcohol and/or other substances and their families, including child-focused 

interventions (e.g., social-emotional-behavioral interventions) and parenting and family-

based interventions (Pei et al., 2023). These materials would not only assist the professionals 

to solidify their own knowledge and awareness but also build competency to recognize 

presenting behaviors and needs of children who are or may be affected by prenatal substance 

exposure, and to discuss the presence of prenatal substance exposure as well as possible 

available services with caregivers. Caregivers also noted the need for and requested more in-

depth specialized training and learning opportunities. The majority of caregivers participated 

in trainings that included material related to prenatal substance exposure, most often as a 

brief component in state agency-provided orientations to becoming a foster parent. Yet even 

among this sample of caregivers who had experience caring for children with suspected or 

known prenatal exposures, some for children with diagnosed conditions such as an FASD, 

only 18% of caregivers reported that they were “fully prepared” in advance to care for these 

children. “On-the-job” learning and individual internet searches were deemed insufficient by 

caregivers. Improved caregiver education related to prenatal substance exposure, and FASDs 

in particular, regarding effects on child development/developmental pathways, implications 

for caregiving/parenting, and appropriate as well as available interventions for affected 

children may reduce caregiver stress and improve caregiver-child interactions (Cleversey et 

al., 2017; Petrenko et al., 2016). Caregivers from the two states perceived professionals as 
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also needing training in these areas to better partner with and support caregivers on behalf of 

children with prenatal substance exposure.

The training and resources suggested by professionals and caregivers in the study also could 

be applied to support biological parents and mitigate further involvement in child welfare. 

If prenatal substance exposure—especially prenatal alcohol exposure—is not understood, 

parents may misinterpret challenging behaviors as disobedience rather than brain-based 

impairments (Joseph et al., 2022; Petrenko et al., 2016). This may, in turn, contribute 

to frustration, parent-child conflict, and parental stress leading to an increased risk of 

child maltreatment and repeated cycles of abuse and/or neglect. Identification of prenatal 

substance exposure and prenatal alcohol exposure, combined with relevant training and 

education about exposure effects and parenting strategies, can alter the parent-child dynamic 

through improved understanding of the cause of child behaviors. This improved parental 

understanding has the potential to reduce future harm and prevent unnecessary entry or 

reentry into foster care (Flannigan et al., 2021; Joseph et al., 2022). Child welfare agencies 

could consider providing biological parents with access to training developed for caregivers 

related to prenatal substance exposure and FASDs and their effects on child development 

and parenting.

Study Limitations

This study has some limitations. First, this study is exploratory and descriptive, and although 

agencies were selected to represent diverse child welfare practice and geography, results 

are not generalizable to other state and local agencies. Some relevant data were limited 

(e.g., data collection with caregivers only occurred in two states) or not collected in the 

study (e.g., training materials from state agencies other than those publicly available). Data 

collection did not include exploration of the preferred instructional modalities (e.g., online 

vs. in-person training; individually focused vs. supervisory team-focused training, etc.).

Although a diverse group of caregivers (foster, kinship, and adoptive) provided important 

viewpoints, the study lacks parent of origin perspectives. Future work that includes parents 

of origin would be helpful. Finally, although not sufficiently assessed as a focal point, this 

research acknowledges the effects of racial and socioeconomic disparities that exist within 

the child welfare system (Harp & Bunting, 2020) since this study also encountered an 

understanding of the disproportionate number of women who were Black and low-income 

that may be reported to child welfare because of substance use during pregnancy (Chasnoff 

et al., 2018; Rebbe et al., 2019; Weber et al., 2021). It likewise acknowledges that 

those children exposed to substances that may be more commonly used among minority 

communities—but that are not more harmful to the child (e.g., cocaine, amphetamines)—

may have higher rates of removal than those children exposed to substances more prevalent 

in White communities (e.g., alcohol, opioids; Rebbe et al., 2019; Prindle et al., 2018). These 

factors merit consideration in future steps to train professionals to effectively and equitably 

address prenatal substance exposure within the child welfare field to avoid oversurveillance, 

disproportionate involvement, and disparate outcomes for children and families of color. 

Such efforts could add significantly to the field by including that aspect of the population 
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that comes into contact with the child welfare system. This important subject is addressed in 

greater detail in a separate article by Richards and colleagues (2023).

Summary

This study was conducted to explore what professionals working in child welfare and 

caregivers know about prenatal substance exposure, emphasizing prenatal alcohol exposure, 

and their perceived training needs. This was part of a descriptive mixed methods study 

conducted in 22 local child welfare agencies across five states. Findings showed that despite 

widespread awareness of prenatal substance exposure, professionals have misperceptions 

about prenatal substance exposure effects that likely affect practice and offer important 

targets for improvements. Professionals and caregivers also raised targeted needs and 

requests for more training in many areas. Findings from this study provide initial insights 

into the knowledge, policies, practice, and educational needs of child welfare agencies, 

professionals who work in child welfare, and caregivers. Professionals and agencies can 

use these findings to inform approaches, practices and trainings which may help improve 

developmental outcomes for children and improve family functioning, thereby reducing the 

risk of child maltreatment and foster care placements. This study adds to the limited research 

published on professional’s knowledge of prenatal substance exposure and to practical child 

welfare training applications.
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Figure 1. 
Self-reported Knowledge Level of Prenatal Substance Exposure and Prenatal Alcohol 

Exposure

Note: Number of professionals working in child welfare reporting advanced, intermediate, 

or beginner knowledge levels or no knowledge of prenatal substance exposure and 

prenatal alcohol exposure, respectively. Source: Closed-ended questions from professionals’ 

interviews and surveys in all five states; N = 152 interviews and 271 surveys (13% of survey 

responses [n = 35] were missing).
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Table 1

Study Sample: Number of Participants by Method and Role

Data collection method Total in-person Total virtual/phone Total

State child welfare director interview 2 3 5

Local area child welfare director interview 21 5 26

Professionals in child welfare interview 107 33 140

Professionals in child welfare online survey n/a n/a 271

Caregiver focus group/interviewa 23 21 44

a
In one state, virtual interviews were conducted with individual caregivers in lieu of in-person focus groups because of the COVID-19 pandemic. 

Twenty-three caregivers participated in four focus groups in one state and 21 caregivers participated in individual interviews in the other state.
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Table 2

Percentage of Correct Answers on Professionals’ Survey Prenatal Alcohol Exposure Knowledge Quiz

Survey item Number (Percentage) of 
Correct Responses

Women only need to avoid hard liquor during pregnancy; beer and wine are okay. (False) 234 (99%)

Alcohol can harm an embryo or fetus at any time during pregnancy. (True) 231 (97%)

There is no cure for fetal alcohol spectrum disorder, although treatment can mitigate some effects. (True) 227 (96%)

A woman can have one or two drinks a day without causing harm to her baby since she isn’t binging. (False) 223 (94%)

Women who drink early in pregnancy but stop drinking are not at risk for having a child with a fetal alcohol 
spectrum disorder. (False)

214 (90%)

Alcohol use during pregnancy is the leading known cause of developmental disability and birth defects in the 
United States. (True)

208 (88%)

Fetal alcohol spectrum disorders occur only if the mother is an alcoholic during pregnancy. (False) 203 (86%)

Of all substances of abuse, alcohol produces the most serious neurobehavioral effects in the fetus. (True) 176 (74%)

Most children with a fetal alcohol spectrum disorder have unusual facial features. (False) 85 (36%)

Note. Number and percentage of survey respondents who responded correctly to true/false survey items in prenatal alcohol exposure knowledge 
quiz.
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Table 3

Perceived Training Needs and Requests of Child Welfare Professionals (n = 171)

Training need n (percentage)

Indicators of prenatal substance exposure and prenatal alcohol exposure 83 (48%)

Long-term effects of prenatal substance exposure and prenatal alcohol exposure 57 (33%)

Identification processes 39 (23%)

Resources, tools, and services 40 (23%)

Educate and support caregivers 22 (13%)

Enhanced methods of training, including ongoing training and training conducted by experts 46 (27%)

Note. Response categories are not exclusive, and each respondent could have contributed to multiple categories. Source: Interviews with all 
professionals who work in child welfare across the five states.
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Table 4

Perceived Training Needs and Requests of Caregivers Raised in Focus Groups and Interviews

Training need

How to identify prenatal substance exposure, including:

• Signs and symptoms of prenatal substance exposure, especially illicit substances

• Information on identifying prenatal substance exposure-related delays vs. delays because of neglect or trauma or other conditions

Knowing what to expect when parenting children with prenatal substance exposure across development

Available interventions, services, or resources for these children or caregivers

Training provided to professionals to enhance their ability to support caregivers related to the topics noted in rows above

Note. Not all caregivers provided a suggestion on training needs (25 of 45 total participants raised needs).
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