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ABSTRACT

Fetal alcohol spectrum disorder (FASD) is a leading form of neurodevelopmental delay in Canada, affecting an estimated 3000 babies per year. FASD
involves a range of disabilities that entail significant costs to affected individuals, families, and society. Exposure to alcohol in utero is a necessary factor for
FASD development, and this has led to FASD being described as “completely preventable”. However, there are significant ethical challenges associated with
FASD prevention. These challenges revolve around 1) what should be communicated about the risks of alcohol consumption during pregnancy, given some
ongoing scientific uncertainty about the effects of prenatal alcohol exposure, and 2) how to communicate these risks, given the potential for stigma against
women who give birth to children with FASD as well as against children and adults with FASD. In this paper, we share initial thoughts on how primary care
physicians can tackle this complex challenge. First, we recommend honest disclosure of scientific evidence to women and the tailoring of information offered
to pregnant women. Second, we propose a contextualized, patient-centred, compassionate approach to ensure that appropriate advice is given to patients
in a supportive, non-stigmatizing way.
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F etal alcohol spectrum disorder (FASD) is a leading form of
neurodevelopmental delay in Canada, affecting an
estimated 3000 babies per year (9 out of 1000 births).1

FASD involves a range of disabilities that entail significant costs to
affected individuals, families, and society.2,3 Primary disabilities
associated with FASD include birth defects and cognitive and
behavioural deficits. Secondary consequences consist of mental
health problems, alcohol and substance abuse, and involvement
with the criminal justice system.1

FASD is viewed as preventable, since exposure to alcohol in utero
is a necessary factor for its development.4 Consequently, much
attention has been paid by health authorities to raising awareness
about the risks of drinking during pregnancy. Prevention efforts are
crucial to raising awareness about FASD and reducing its incidence,
but whether FASD is completely preventable is contested (e.g., some
women drink before they know they are pregnant; addiction poses
significant challenges to cessation of alcohol consumption).
Moreover, it has been argued that prevention efforts have led to
a “moral panic”.5

Recently, the Canadian Medical Association highlighted the
importance of FASD prevention but also the need to avoid stigma
within prevention.6,7 Indeed, FASD prevention strategies face
significant ethical challenges. These challenges revolve around
1) what should be communicated about the risks of alcohol
consumption during pregnancy, given some ongoing scientific
uncertainty about the effects of prenatal alcohol exposure,6 and
2) how to communicate these risks, given the potential for stigma
against women who give birth to children with FASD as well as
against individuals with FASD.7 We share initial thoughts on
appropriate messaging given these challenges.8

ONGOING UNCERTAINTY SURROUNDING THE
EFFECTS OF LOW TO MODERATE ALCOHOL
CONSUMPTION DURING PREGNANCY

High levels of alcohol consumption during pregnancy can lead to
significant deleterious effects for the child9,10 and, although a dose-
dependent progression of risks seems supported,7,10,11 the effects of
low to moderate consumption are less clear. To further complicate
the assessment of the evidence, there are no standard definitions of
what constitutes low to moderate levels of alcohol consumption,
and most studies on the subject are observational.7,12 Despite the
uncertainty surrounding the effects of low to moderate
consumption, the prudent public health message that there is
“no safe amount, and no safe time, to drink alcohol during
pregnancy” is common and officially endorsed by Health Canada.1

However, this message of abstinence faces some criticism, as 1) it
can be unrealistic for some; 2) it ignores the uncertainties discussed
above; and 3) it can present an obstacle to informed choice for
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women as it fails to acknowledge the complexity of the evidence
about the effects of prenatal alcohol exposure.5 Recently, the
Centers for Disease Control and Prevention (CDC) endorsed a
stronger public health message that extended the need for alcohol
abstinence to all women who could become pregnant (i.e., sexually
active women not using birth control).13 This message was heavily
criticized by many, especially in the media.14–16 In addition to
facing the same criticisms as other abstinence campaigns, the
CDC’s message was criticized for its paternalism, its assumptions
about heterosexual norms, and its neglect of the potential effects of
men’s alcohol drinking patterns on fetal outcomes.17 These are all
valid criticisms that must be considered when developing strategies
for FASD prevention.

STIGMA AND BLAME CREATE BARRIERS TO CARE

Although FASD is a leading form of developmental delay,1 it is
mired in stigma. The stigma can be felt by many, including
children and adults who have FASD, their families, and especially
their mothers.18 Paradoxically, well-intentioned prevention
messages that stress the preventability of FASD or focus
exclusively on the mother’s behaviour or role in the
development of FASD can inadvertently contribute to blame and
shame. Prevention messaging thus risks perpetuating stigma and
promoting the idea that women who give birth to children with
FASD are irresponsible and careless mothers who are at fault.5,18–20

The risk of perpetuating stigma is heightened when prevention
messaging neglects both the factors that may lead a woman to
drink while pregnant (e.g., social pressures, being unaware of or not
wanting to reveal the pregnancy, coping strategies)21 and other
factors that can modulate the susceptibility to the development of
an FASD (e.g., nutrition, smoking, and socio-economic effects).12,22

Although stigma may be an effective tool in some public health
prevention efforts,23,24 it can run counter to FASD prevention
efforts, as it may result in a reluctance to admit to alcohol use and
lead to apprehension in accessing prenatal care.19,20 Worse, in
some states, prevention efforts have extended to criminalizing the
use of alcohol or drugs during pregnancy, which can have further
deleterious effects on access to prenatal care and can increase the
stigma associated with FASD.25,26

Thus, in FASD prevention, there is a tension between on the one
hand promoting strong messages that are convincing and on the
other minimizing harmful and judgemental messages that can
propagate stigma. Unfortunately, examples of overly strong and
blameful messages can be found both in the Canadian27 and
international media,28–36 as well as in public health campaigns
both here37 and abroad.38–40 How to communicate in light of the
risk of stigmatizing individuals is an important challenge that
public health must face. Public health prevention efforts can
address affected communities directly or indirectly through service
providers. Here we discuss the types of messages primary care
physicians should be encouraged to communicate to individuals
and communities.

WHAT TO COMMUNICATE GIVEN SOME SCIENTIFIC
UNCERTAINTIES AND RESPECT FOR AUTONOMY?

In the face of uncertainty about the effects of low to moderate
alcohol consumption on fetal development, it is generally
understood that the safest message is one of abstinence.20,41,42

While this prudent message may be appropriate from a population-
level public health perspective, important ethical concerns voiced
in academic and public discussions suggest that it may be
inappropriate from a primary care perspective. A strict message of
abstinence has been described as paternalistic and counter to
respect for pregnant women’s autonomy, since informed choices
require the complicated truth of uncertainty.43,44 Analogously,
women regularly make other kinds of decisions that involve some
uncertain risks during their pregnancy (e.g., decisions regarding
physical activity, consumption of certain foods) without fear of
reprisal or litigation. However, some in the public domain43–45 fear
that a more lenient stance may be viewed as a “licence to drink”, a
behaviour that would run counter to preventive efforts.46,47

Fortunately, in the clinical realm, there is more flexibility to
tailor the message regarding alcohol and pregnancy to individual
patients; this is in line with recommendations from the Canadian
Society of Obstetrics and Gynaecology.20 For example, abstinence
may be impossible for some women who struggle with addiction.
In these situations, physicians should be encouraged to adopt a
harm reduction strategy to promote the safety of their patients and
minimize risks to them.20 In other instances, pregnant women may
consume alcohol to cope with stress; here the physician should be
encouraged to counsel patients on alternative coping strategies,
provide support, and reiterate the known and unknown risks. If a
woman drank before she knew she was pregnant, it may be
appropriate to encourage physicians to assuage patient fears of
having harmed their child by communicating that low levels of
consumption are unlikely to lead to birth defects while
discouraging them from further consumption.20 Thus, primary
care physicians who treat pregnant women should be encouraged
to communicate that there are serious potential outcomes to
consumption of alcohol during pregnancy, acknowledge the limits
of knowledge on risk, and tailor messages to individuals
appropriately.

HOW TO COMMUNICATE PREVENTION MESSAGES
GIVEN THE POTENTIAL FOR STIGMA?

Stigma against women who give birth to children with FASD and
against children and adults with FASD is pervasive.18 Indeed,
stigmatizing attitudes and behaviours from health care
practitioners have been identified as a prevalent problem in the
provision of care to pregnant women who use licit and illicit
drugs.19,48 Thus, it is essential that health care practitioners refrain
from exhibiting these attitudes and behaviours and adopt a non-
judgemental approach. Public health can assist in this matter by
improving clinicians’ understanding of the complex factors that
can lead women to drink while pregnant. A contextualized,
patient-centred, compassionate approach can ensure that
appropriate advice is given to patients in a supportive, non-
stigmatizing way. Being proactive in discussions of alcohol use
with male and non-pregnant female patients of all backgrounds is
also important to reducing the many potential harms of alcohol
consumption, and this universal approach may reduce feelings of
being targeted or stigmatized.49

MOVING FORWARD WITH FASD PREVENTION

Given the consequences for individuals and families affected by
FASD, FASD prevention must remain a public health priority.
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However, the “what” and “how” of prevention raise important
ethical challenges. These challenges call attention to the need to
balance both respect for autonomy and the principle of
beneficence. Both of these can be further achieved by
empowering women with accurate and up-to-date information,
as well as providing compassionate patient-centred care and
support in decision-making. Family physicians are in the
important position of being able to tailor messages to future
mothers (and fathers) to ensure that the best balance between
ethical principles is struck.

REFERENCES

1. Health Canada. Fetal Alcohol Spectrum Disorder. Ottawa, ON: Health Canada,
2006. Available at: http://www.hc-sc.gc.ca/hl-vs/iyh-vsv/diseases-maladies/
fasd-etcaf-eng.php (Accessed April 15, 2016).

2. Stade B, Ali A, Bennett D, Campbell D, Johnston M, Lens C, et al. The burden
of prenatal exposure to alcohol: Revised measurement of cost. Can J Clin
Pharmacol 2009;16(1):e91–102. PMID: 19168935.

3. Thanh NX, Jonsson E. Costs of fetal alcohol spectrum disorder in Alberta,
Canada. Can J Clin Pharmacol 2009;16(1):e80–90. PMID: 19151424.

4. Williams JF, Smith VC, Committee on Substance Abuse. Fetal alcohol
spectrum disorders. Pediatrics 2015;136(5):e1395–406. PMID: 26482673.
doi: 10.1542/peds.2015-3113.

5. Armstrong EM, Abel EL. Fetal alcohol syndrome: The originals of a moral
panic. Alcohol Alcohol 2000;35(3):276–82. PMID: 10869248. doi: 10.1093/
alcalc/35.3.276.

6. Abadir AM, Ickowicz A. Fetal alcohol spectrum disorder: Reconsidering blame.
CMAJ 2016;188(3):171–72. PMID: 26811363. doi: 10.1503/cmaj.151425.

7. Cook JL, Green CR, Lilley CM, Anderson SM, Baldwin ME, Chudley AE, et al.
Fetal alcohol spectrum disorder: A guideline for diagnosis across the lifespan.
CMAJ 2016;188(3):191–97. PMID: 26668194. doi: 10.1503/cmaj.141593.

8. Chudley AE, Conry J, Cook JL, Loock C, Rosales T, LeBlanc N, et al. Fetal
alcohol spectrum disorder: Canadian guidelines for diagnosis. CMAJ 2005;
172(5 Suppl):S1–21. PMID: 15738468. doi: 10.1503/cmaj.1040302.

9. Jacobson J, Jacobson S. Prenatal alcohol exposure and neurobehavioral
development: Where is the threshold? Alcohol Health Res World 1994;
18(1):30–36.

10. Sood B, Delaney-Black V, Covington C, Nordstrom-Klee B, Ager J, Templin T,
et al. Prenatal alcohol exposure and childhood behavior at age 6 to 7 years: I.
dose-response effect. Pediatrics 2001;108(2):E34. PMID: 11483844. doi: 10.
1542/peds.108.2.e34.

11. Kesmodel US, Bertrand J, Stovring H, Skarpness B, Denny CH, Mortensen EL,
et al. The effect of different alcohol drinking patterns in early to mid
pregnancy on the child’s intelligence, attention, and executive function.
BJOG 2012;119(10):1180–90. PMID: 22712700. doi: 10.1111/j.1471-0528.
2012.03393.x.

12. Abel EL, Hannigan JH. ‘J-shaped’ relationship between drinking during
pregnancy and birth weight: Reanalysis of prospective epidemiological data.
Alcohol Alcohol 1995;30(3):345–55. PMID: 7545989.

13. Centers for Disease Control and Prevention. Fetal Alcohol Spectrum Disorders
(FASDs). Atlanta, GA: Center for Disease Control and Prevention, 2014.
Available at: http://www.cdc.gov/ncbddd/fasd/ (Accessed April 15, 2016).

14. Graham R. CDC says women shouldn’t drink unless they’re on birth control. Is it
drunk?!? Slate, February 3, 2016. Available at: http://www.slate.com/blogs/
xx_factor/2016/02/03/cdc_says_women_shouldn_t_drink_unless_they_re_on_
birth_control_are_they.html (Accessed April 15, 2016).

15. Victor D. C.D.C. defends advice to women on drinking and pregnancy. The
New York Times, February 5, 2016. Available at: http://www.nytimes.com/
2016/02/06/health/cdc-defends-advice-to-sexually-active-women-about-
drinking.html (Accessed April 15, 2016).

16. Khazan O, Beck J. Protect your womb from the devil drink. The Atlantic,
February 3, 2016. Available at: http://www.theatlantic.com/health/archive/
2016/02/protect-your-womb-from-the-devil-drink/459813/ (Accessed April 15,
2016).

17. Lee H, Ryu J, Choi N, Park Y, Kim Y, Han D, et al. Transgenerational effects of
paternal alcohol exposure in mouse offspring. Animal Cells Syst (Seoul) 2013;
17(6):429–34. doi: 10.1080/19768354.2013.865675.

18. Bell E, Andrew G, Di Pietro N, Chudley A, Reynolds J, Racine E. It’s a shame!
Stigma against fetal alcohol spectrum disorder: Examining the ethical
implications for public health practices and policies. Public Health Ethics
2016;9(1):65–77. doi: 10.1093/phe/phv012.

19. Eggertson L. Stigma a major barrier to treatment for pregnant women with
addictions. CMAJ 2013;185(18):1562–1562. PMID: 24218532. doi: 10.1503/
cmaj.109-4653.

20. Carson G, Cox LV, Crane J, Croteau P, Graves L, Kluka S, et al. Alcohol use and
pregnancy consensus clinical guidelines. J Obstet Gynaecol Can 2010;
32(8 Suppl 3):S1–31. PMID: 21172102. doi: 10.1016/S1701-2163(16)34633-3.

21. Meurk C, Luke J, Hall W. A bio-social and ethical framework for
understanding fetal alcohol spectrum disorders. Neuroethics 2014;7(3):337–
44. doi: 10.1007/s12152-014-9207-2.

22. May PA, Gossage JP. Maternal risk factors for fetal alcohol spectrum disorders:
Not as simple as it might seem. Alcohol Res Health 2011;34(1):15–26. PMID:
23580036.

23. Colgrove J, Bayer R, Bachynski KE. Nowhere left to hide? The banishment
of smoking from public spaces. N Engl J Med 2011;364:2375–77.
PMID: 21612464. doi: 10.1056/NEJMp1104637.

24. Fong GT, Hammond D, Hitchman SC. The impact of pictures on the
effectiveness of tobacco warnings. Bull World Health Org 2009;87:640–43.
PMID: 19705020. doi: 10.2471/BLT.09.069575.

25. Hui K, Angelotta C, Fisher CE. Criminalizing substance use in pregnancy:
Misplaced priorities. Addiction 2017;112(7):1123–25. PMID: 28247578.
doi: 10.1111/add.13776.

26. Racine E, Bell E, Zizzo N, Green C. Public discourse on the biology of alcohol
addiction: Implications for stigma, self-control, essentialism, and coercive
policies in pregnancy. Neuroethics 2015;8(2):177–86. doi: 10.1007/s12152-
014-9228-x.

27. Aspler J, Zizzo N, Di Pietro N, Bell E, Racine E. Stigma in health and science
reporting: A content analysis of Canadian print news discourse about fetal
alcohol spectrum disorder (under review).

28. Barnett E. Pregnant women don’t ‘deserve’ a drink – not even Prosecco. The
Telegraph, October 8, 2015. Available at: http://www.telegraph.co.uk/
women/womens-life/11917570/Pregnant-women-dont-deserve-a-drink-
not-even-Prosecco.html (Accessed April 15, 2016).

29. Radiolab. What if there was no destiny? [Podcast], 2012. Available at: http://
www.radiolab.org/story/251887-what-if-no-destiny/ (Accessed April 4, 2017).

30. Fleming AR. This mother drank while pregnant. Here’s what her daughter’s
like at 43. The Washington Post, January 18, 2016. Available at: https://
www.washingtonpost.com/national/health-science/this-mother-drank-
while-pregnant-heres-what-her-daughters-like-at-43/2016/01/15/32ff5238-
9a08-11e5-b49976cbec161973_story.html (Accessed April 15, 2016).

31. Paltrow LM, Flavin J. Pregnant, and no civil rights. The New York Times,
November 7, 2014. Available at: http://www.nytimes.com/2014/11/08/
opinion/pregnant-and-no-civil-rights.html?_r=0 (Accessed April 15, 2016).

32. Paltrow LM, Flavin J. Arrests of and forced interventions on pregnant women
in the United States, 1973–2005: Implications for women’s legal status and
public health. J Health Polit Policy Law 2013;38(2):299–343. PMID: 23262772.
doi: 10.1215/03616878-1966324.

33. Tucker E. LCBO ad urging pregnant women to avoid alcohol sparks
complaint. Global News [Internet], September 16, 2014. Available at: http://
globalnews.ca/news/1566305/lcbo-ad-urging-pregnant-women-to-avoid-
alcohol-spurs-formal-complaint/ (Accessed April 15, 2016).

34. Holland K, McCallum K, Blood RW. Conversations About Alcohol and Pregnancy.
Canberra, Australia: Foundation for Alcohol Research and Education, 2015.

35. Lowe P, Lee E, Yardley L. Under the influence? The construction of
foetal alcohol syndrome in UK newspapers. Sociol Res Online 2010;15(4).
doi: 10.5153/sro.2225.

36. Connolly-Ahern C, Broadway SC. To booze or not to booze? Newspaper
coverage of fetal alcohol spectrum disorders. Sci Commun 2008;29(3):362–85.
doi: 10.1177/1075547007313031.

37. CBC News. Nunavut FASD posters provoke strong reaction. CBC News
[Internet], September 22, 2014. Available at: http://www.cbc.ca/news/canada/
north/nunavut-fasd-posters-provoke-strong-reaction-1.2773841 (Accessed
April 15, 2016).

38. Girls, Women, Alcohol, and Pregnancy. FASD Prevention in South Africa. Girls,
Women, Alcohol, and Pregnancy [Internet], March 31, 2011. Available from:
https://fasdprevention.wordpress.com/2011/01/12/fasd-prevention-in-south-
africa/ (Accessed April 15, 2016).

39. Alaska Mental Health Trust Authority. New PSA Developed in Effort to Expand
FASD Prevention Statewide. Anchorage, AK: Alaska Mental Health Trust
Authority, 2015. Available at: http://mhtrust.org/news/ew-psa-developed-
effort-expand-fasd-prevention-statewide/2015 (Accessed April 15, 2016).

40. Girls, Women, Alcohol, and Pregnancy. Are Shock Tactics Effective? Girls, Women,
Alcohol, and Pregnancy, March 22, 2011. Available at: https://fasdprevention.
wordpress.com/2011/03/22/are-shock-tactics-effective/ (Accessed April 15,
2016).

41. Dell CA, Roberts G. Alcohol Use and Pregnancy: An Important Canadian Public
Health and Social Issue. Ottawa, ON: Public Health Agency of Canada,
2005. Available at: http://www.addictionresearchchair.ca/wp-content/uploads/
Alcohol-Use-and-Pregnancy-An-Important-Canadian-Health-and-Social-
Issue.pdf (Accessed April 15, 2016).

42. Ontario Agency for Health Protection and Promotion. Effectiveness of
Approaches to Communicate Alcohol-Related Health Messaging: Review and
Implications for Ontario’s Public Health Practitioners. Toronto, ON: Public
Health Ontario, 2015. Available at: https://www.publichealthontario.ca/en/

ETHICAL CHALLENGES IN FASD PREVENTION

e416 REVUE CANADIENNE DE SANTÉ PUBLIQUE • VOL. 108, NO. 4



eRepository/AlcoholRelated_Health_Messaging_2015.pdf (Accessed April 15,
2016).

43. Gavaghan C. “You can’t handle the truth!”. J Med Ethics 2009;35(5):300–3.
PMID: 19407034. doi: 10.1136/jme.2008.028662.

44. Shaw M. Against doctors’ orders, American women are opening up about
drinking while pregnant. Quartz, November 2, 2015. Available at: http://qz.
com/535777/against-doctors-orders-american-women-are-opening-up-about-
drinking-while-pregnant/ (Accessed April 15, 2016).

45. Sutherland S. A daily glass of wine is okay during pregnancy. Scientific
American, November 1, 2012. Available at: http://www.scientificamerican.
com/article/a-daily-glass-of-wine-is-okay-durin/ (Accessed April 15, 2016).

46. Di Pietro N, Illes J, Reynolds J, Weinberg J, Chudley A, Racine E, et al. Drinking
while pregnant, a reply to: A daily glass of wine is okay during pregnancy.
Scientific American, March 1, 2013. Available at: http://www.scientificamerican.
com/article/readers-respond-the-science-of-genius/ (Accessed April 15, 2016).

47. Szalavitz M. Light to moderate drinking in pregnancy may be safe study says.
Time, June 20, 2012. Available at: http://healthland.time.com/2012/06/20/
alcohol-in-pregnancy-light-to-moderate-drinking-is-safe-study-says/ (Accessed
April 15, 2016).

48. Finnegan L. Substance Abuse in Canada: Licit and Illicit Drug Use During
Pregnancy: Maternal, Neonatal and Early Childhood Consequences. Ottawa, ON:
Canadian Centre on Substance Abuse, 2013. Available at: http://www.ccsa.ca/
Resource%20Library/CCSA-Drug-Use-during-Pregnancy-Report-2013-en.pdf
(Accessed April 15, 2016).

49. Zizzo N, Di Pietro N, Green C, Reynolds J, Bell E, Racine E. Comments and
reflections on ethics in screening for biomarkers of prenatal alcohol exposure.
Alcohol Clin Exp Res 2013;37(9):1451–55. PMID: 23550996. doi: 10.1111/acer.
12115.

Received: December 15, 2016
Accepted: April 14, 2017

RÉSUMÉ

L’ensemble des troubles causés par l’alcoolisation fœtale (ETCAF) est une
forme prépondérante de retard de développement neurologique au
Canada, touchant environ 3 000 bébés par année. L’ETCAF induit une
gamme d’incapacités qui entraînent des coûts importants pour les
personnes touchées, les familles et la société. L’exposition à l’alcool in utero
est une condition nécessaire au développement de l’ETCAF, ce qui a
conduit à la description que l’ETCAF s’avère « complètement évitable ».
Cependant, il existe d’importants défis éthiques associés à la prévention de
l’ETCAF. Ces défis portent sur ce qui devrait être communiqué au sujet des
risques de la consommation d’alcool pendant la grossesse, compte tenu de
l’incertitude scientifique persistante sur les effets de l’exposition prénatale à
l’alcool, et la manière de communiquer ces risques compte tenu du risque
de stigmatisation chez les femmes qui donnent naissance à des enfants
avec un trouble causé par l’alcoolisation fœtale ainsi que chez les enfants et
les adultes atteints par l’ETCAF. Dans cet article, nous partageons de
premières réflexions sur la façon dont les médecins de première ligne
peuvent aborder ce défi complexe. Premièrement, nous recommandons la
divulgation des preuves scientifiques aux femmes et l’adaptation de
l’information offerte aux femmes enceintes. Deuxièmement, nous
proposons une approche contextuelle, axée sur le patient et la compassion
pour assurer que des conseils appropriés soient donné aux patients d’une
manière favorable et non stigmatisante.

MOTS CLÉS : ensemble des troubles causés par l’alcoolisation fœtale;
ethique; santé des femmes; soins de santé préventifs; autonomie
personnelle
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