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1. Executive Summary
Fetal Alcohol Spectrum Disorder (FASD) can be prevented. However,
inconclusive evidence, insufficient data and conflicting opinions cause
confusion and uncertainty among physicians and the general public. While
physicians may appear to be in an ideal position to provide FASD screening
and prevention services, this may not be the best approach.
The Physicians for FASD Prevention project, while not completed as originally
planned, provided valuable insight into the disparities between research
findings and recommendations for FASD screening and prevention, and the
realities of primary care physicians providing those services in every day clinical
practice. This project attempted to develop and implement supports for
physicians to improve FASD screening and prevention services they deliver to
all women of childbearing age. Despite being supported by existing research
and recommendations, the supports that were developed were not well
received by physicians. In this report, we attempt to understand why the
disparities exist between FASD screening and prevention services
recommended by research, and those that exist in physicians’ every day
practices.
Our observations suggest three reasons:
1. More FASD research is required. Inconclusive evidence, particularly
with regard to the amount and timing of alcohol consumption during
pregnancy, causes uncertainty and confusion among physicians and the
general public. There is also insufficient data concerning the incidence and
prevalence of FASD, and the efficacy of FASD screening and prevention
programs.
2. FASD is not solely a medical issue. FASD does not occur in isolation
and is not solely a medical issue. It impacts individuals and their families
and many areas of society, including health care, education, the judicial
system and the economy, in terms of lost productivity.
3. Health crisis before health management. Lack of time and competing
priorities are the most common, consistent reasons expressed by
physicians for failure to provide FASD screening and prevention services.
It would be incorrect to attribute the lack of FASD screening and preventive
services to all women of childbearing age to primary care physicians. However,
the challenge of providing these services across all areas and strata of society
remains. FASD must be viewed as an issue that impacts everyone and can
happen to anyone, regardless of education, socio-economic status, or age.
Surveillance and research must be stepped up to provide more conclusive
evidence about the incidence and prevalence of FASD, and the amount and
timing of alcohol consumption in pregnancy. Efforts to prevent FASD must be
coordinated and collaborative. Without these changes, systematic
improvements in alcohol screening and prevention of FASD will continue to be
a challenge.
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2. Introduction
Fetal Alcohol Spectrum Disorder (FASD) is the leading cause of
preventable birth defects and one of the leading causes of developmental
delay in children in Canada.1 2 It can be prevented by women abstaining
from alcohol consumption during pregnancy. While there is inconclusive
evidence regarding the amount and timing of alcohol consumption that
causes FASD, Health Canada states “… the prudent choice for women who
are or may become pregnant is to abstain from alcohol.”3
Fetal Alcohol Spectrum Disorder is an over-arching term describing a
range of lifelong disabilities resulting from prenatal alcohol exposure.4 The
impact of FASD on individuals and their families is significant, including
physical, mental and behavioral impairments. Economically, FASD impacts
health care, education, criminal justice and lost productivity. It has been
estimated that the lifetime extra cost for an FASD-affected individual in
Canada is $1.4 million.5
It is essential to inform,
educate and screen
women of childbearing
age, prior to conception,
about the dangers of
alcohol consumption
during pregnancy, and for
them to abstain from
alcohol consumption
during pregnancy.

The Alberta Clinical Practice Guidelines, Health Canada and other national
and international bodies, such as the Center for Disease Control and
Prevention (US) and the National Institute of Health (US) recommend that
women completely abstain from alcohol when they are pregnant or
considering pregnancy.6 7 8 Since FASD is considered to be preventable,9 10
11 12
it is essential to inform, educate and screen women of childbearing
age, prior to conception, about the dangers of alcohol consumption during
pregnancy, and for them to abstain from alcohol consumption during
pregnancy.
In a recent survey, 80% of urban Alberta women reported preconception
alcohol consumption, and many who were planning a pregnancy did not
1 Health Canada. Joint Statement-Prevention of Fetal Alcohol Syndrome and Fetal Alcohol Effects in
Canada. Health Canada 2006; Ottawa, ON.
2 Ibid.
3 Ibid.
4 Masotti P, George MA, Szala-Meneok K, Morton AM, Loock C, Van Bibber M, Ranford J, Fleming
M, MacLeod S. Preventing Fetal Alcohol Spectrum Disorder in Aboriginal Communities: A methods
development project. PLoS 2006;Jan:3(1):1-15.
5 Clarke M, Tough SC, Cooke J. Fetal alcohol spectrum disorder: Knowledge and attitudes of health
professionals about fetal alcohol syndrome: Results of a national survey. Health Canada 2004; Ottawa,
ON.
6 Health Canada. Joint Statement (2006).
7 Alberta Medical Association. Prevention of Fetal Alcohol Syndrome (FAS). Alberta Clinical Practice
Guidelines. Alberta Medical Association. 2005 update.
8 Ibid.
9 Ibid.
10 Tough SC, Tofflemire K, Clarke M, Newburn-Cooke C. Do women change their drinking
behaviours while trying to conceive? An opportunity for preconception counseling. Clin Med & Res
2006;4(2):97-105.
11 Health Canada. Joint Statement (2006).
12 Basford DL, Thorpe K. State of the evidence: Fetal alcohol spectrum disorder (FASD) prevention.
Alberta Center for Child, Family & Community Research 2005 Apr. University of Lethbridge,
Lethbridge AB.
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abstain from alcohol or reduce alcohol consumption patterns until
pregnancy was recognized.13 Fifty percent the of respondents reported
continuing alcohol consumption until they recognized that they were
pregnant, at an average of five weeks gestation.14 Although the majority
of women reduced or stopped alcohol consumption once they realized
they were pregnant (well into the first trimester), the fetus would have
been exposed to alcohol during early stages of embryonic development.15
Primary care physicians’ practices have been identified in many studies as
ideal settings in which to conduct FASD screening and prevention,16 17 18 19
and are the primary point of access to the health care system for most
women. As the typical providers of primary medical care for women,
primary care physicians play an important role in the prevention of FASD.20
21

13 Tough SC, Tofflemire K, Clarke M et al. (2006).
14 Ibid.
15 Ibid..
16 Clarke M, Tough SC, Cooke J. (2004).
17 Tough SC, Clarke M, Hicks M, Clarren S. Clinical practice characteristics and preconception
counseling strategies of health care providers who recommend alcohol abstinence during pregnancy.
Alcohol Clin Exp Res 2004 Nov;28(11):1724-31.
18 Saitz R, Horton NJ, Sullivan LM, Moskowitz MA, Samet JH. Addressing alcohol problems in
primary care: A cluster randomized controlled trial of a systems intervention. Ann Intern Med
2003;138:372-82.
19 Burge SK, Schneider FD. Alcohol-related problems: Recognition and intervention. Am Fam Phys
1999 Jan;59(2):358-72.
20 Alberta Medical Association (2005).
21 Diekman ST, Floyd RL, Decoufle P, Schulkin J, Ebrahim SH, Sokol RJ. A survey of obstetriciangynecologists on their patient’ alcohol use during pregnancy. Obs & Gyne 2000;95:756-763.
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3. Background
The Fetal Alcohol Syndrome Survey,22 funded by the Alberta Medical
Association, was conducted in 1998 by Dr. Margaret Clarke. The purpose
of the survey was to “explore the current levels of knowledge of FAS
(Fetal Alcohol Syndrome) and FAE (Fetal Alcohol Effects) among Alberta
physicians and to identify areas of knowledge gaps or practice gaps that
could be remedied through educational strategies, clinical practice
guidelines or policy changes.”23 A random sample of physicians from the
Alberta Medical Association was surveyed, including family physicians,
obstetricians, gynecologists and pediatricians.
In 1999, the Alberta Clinical Practice Guidelines for Fetal Alcohol Syndrome
(FAS), now called Fetal Alcohol Spectrum Disorder (FASD), were
developed by a working group of physicians and researchers. The
guidelines are based on best clinical evidence and a province-wide survey
of physicians. The goals of the guidelines are to assist in the recognition of
disorders associated with fetal alcohol exposure, promote early and
accurate diagnosis, prevent secondary disabilities and prevent future
incidence of FASD-affected individuals by promoting abstinence for those
who are pregnant or planning pregnancy. These guidelines are reviewed
annually and were last updated in 2005.
In 2002, Drs. Margaret Clarke and Suzanne Tough conducted the Fetal
Alcohol Syndrome Survey for Health Professionals, funded by Health
Canada. A nation-wide random sample of pediatricians, psychiatrists,
obstetricians, gynecologists, midwives and family physicians was surveyed.
The purpose of the survey was to “determine current knowledge, attitudes
and practice related to FAS and FAE across Canada.”24
The results of these two surveys were compared in an Alberta Health and
Wellness report (2003).25 Only the Alberta results from the national survey
(2002) were included in the comparison. The information was compared to
“provide insight into areas where educational initiatives could be directed
and where health professionals require support in dealing with the
complex issues and outcomes associated with alcohol use during
pregnancy,”26 and “to understand how attitudes and knowledge had
changed over time and in light of intervening educational initiatives.”27

22 Clarke M. Fetal Alcohol Syndrome Survey: Final Report. Alberta Medical Association, 1998.
Unpublished manuscript.
23 Tough SC, Clarke M, Hicks M. A comparison of Alberta Physicians’ responses on surveys in 1998
and 2002 regarding knowledge, attitudes and clinical practice related to fetal alcohol syndrome and
maternal alcohol use during pregnancy. May 2003. Alberta Health and Wellness 2003 May.
24 Ibid.
25 Ibid.
26 Ibid.
27 Ibid.
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The following differences in survey results were noted:
•

In 2002, 94% of Alberta physicians recommended no alcohol use
during pregnancy (up from 84% in 1998)

•

In 2002, 97% of Alberta physicians asked obstetrical patients about
frequency and quantity of alcohol intake (up from 81% in 1998)

•

In 2002, 77% of Alberta physicians were using standardized tools
(most commonly CAGE) to screen for alcohol use (up from 33% in
1998)

•

In 2002, 58% of Alberta physicians were prepared to deal with or care
for pregnant women in the area of alcohol abuse, and 67% were
prepared to access resources for those women

The 2002 survey also noted that, despite the development of Alberta
Clinical Practice Guidelines for the prevention and diagnosis of FASD in
1999:
•

47% of Alberta physicians discussed the risks of alcohol use during
pregnancy with all women of childbearing age

•

66% of Alberta physicians obtained a detailed history of alcohol use
with all women of childbearing age

•

23% of Alberta physicians provided written information on prenatal
alcohol exposure to all women of childbearing age

Alberta Health and Wellness led the development of the “Framework for a
Healthy Alberta”28(2002), a 10-year plan targeting the health of Albertans.
One of the targets identified was to reduce the proportion of women using
alcohol during pregnancy from 4% to 0% by 2012. Proposed strategies to
accomplish this objective included preventive education, provision of
information, prevention and treatment services, and implementation of
initiatives to prevent FASD.
The Alberta Fetal Alcohol Spectrum Disorder Cross-Ministry (FASD-CMC)
Committee was formed in 2003, in response to the “Framework for a
Healthy Alberta” target of reducing the proportion of women using alcohol
during pregnancy. The FASD-CMC Committee, working at the provincial
level to address FASD, comprises representatives from:
•
•
•
•
•
•
•
•
•
•

Alberta Advanced Education and Technology
Alberta Alcohol and Drug Abuse Commission (AADAC)
Alberta Education
Alberta Employment, Immigration and Industry
Alberta Gaming and Liquor Commission
Alberta Health and Wellness
Alberta International, Intergovernmental and Aboriginal Relations
Alberta Justice and Attorney General
Alberta Seniors and Community Supports
Alberta Solicitor General and Public Security

28 Alberta Health and Wellness. Framework for a healthy Alberta. Alberta Health and Wellness 2002.
Edmonton AB.
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The committee developed a provincial strategic plan, approved in 2005,
for the management of FASD. Priorities identified in the strategic plan
include:
•
•
•
•
•
•
•

Awareness and prevention
Assessment and diagnosis
Supports for individuals and caregivers
Training and education
Strategic planning
Research and evaluation
Stakeholder engagement

In parallel with the FASD-CMC Committee’s work, funding for the
Physicians for Fetal Alcohol Spectrum Disorder Prevention project was
provided by Alberta Health and Wellness in 2005. The purpose of the
project was to enhance Alberta physicians’ contribution to the prevention
of FASD.
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4. Project Overview
The Physicians for FASD Prevention Project was initiated in December
2005 as a quality improvement initiative funded by Alberta Health and
Wellness. The objective of the project was to enhance primary care
physicians’ contribution to the prevention of FASD. Since FASD can only be
prevented by women abstaining from alcohol use during pregnancy, the
project focused on improving the ability of Alberta physicians to help
women to achieve this goal.
A Steering Committee was formed with membership including primary
care physician representatives, and FASD experts and representatives
from Health Canada, Alberta Alcohol and Drug Abuse Commission
(AADAC), Alberta Perinatal Health Program (APHP) and Toward Optimized
Practice (Appendix 1).
The Investigation Phase of the project focused on collecting information
from physician focus groups and patient surveys. The data was analyzed
to gain a better understanding of the current delivery of FASD prevention
information by physicians to women of childbearing age in Alberta, and to
design supports to assist physicians in the prevention of FASD.
In the Design Phase of the project, supports were drafted using data
collected from the Investigation Phase, Steering Committee input and a
literature search of current recommended methods of FASD prevention
and screening. The supports that were designed were presented for
physician feedback in focus groups in October 2006. In general, the
supports were poorly received. Physician feedback showed low interest in
the subject matter of FASD prevention, due to limited time and competing
priorities.
The project sponsor extended the project timeline by one year, to allow
for exploration of new approaches. Unfortunately, a viable solution within
the project scope, budget and timelines was not found.
In May 2007, the project sponsor agreed to conclude the project without
completing the Delivery or Evaluation Phases. This report documents
details of the Investigation and Design Phases, as well as lessons learned,
conclusions and recommendations.

4.1. Scope
The project was aimed at assisting Alberta physicians who provide general
primary care to a diverse population. Physicians with focused practices
specializing in prevention or management of prenatal substance abuse
were excluded as participants in the project, although they were not
excluded from contributing to the development of supports.
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The project aimed to investigate, design and deliver supports to Alberta
physicians to enhance their ability to support their patients to avoid
alcohol during pregnancy. Target outcomes for the project were to enable
physicians to:
•

Evaluate the relative risk of undesirable alcohol use in all female
patients of childbearing age

•

Provide information and/or education appropriate to the relative risk
and needs of those patients

•

Do brief interventions with a select subset of patients with particular
risks
Refer a subset of patients to other services or specialist care for
identified risks

•

Proposed supports were to be realistic given physicians’ time and
resources. Only brief interventions were to be included. Patients requiring
extended interventions would be referred to appropriate resources and
services.

4.2. Project Phases
The following project phases were planned:
•

Investigation Phase – Information from physician focus groups and
surveys of women in prenatal care was collected and analyzed to
design, develop and deliver tools to support physicians

•

Design Phase – Specific tools and supports were designed based on
results of the investigation phase. The tools and supports were tested
by conducting physician focus groups

•

Delivery Phase – The means of delivering the tools and supports
was to be determined based on information developed in the
investigation phase
Evaluation Phase – A formal independent evaluation was to be
conducted to assess the delivery of the project and its impact on the
target audience

•
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5. Investigation Phase
The purpose of the Investigation Phase was to collect and analyze
information regarding current screening and understanding regarding
FASD prevention, in order to design, develop and plan delivery of
support(s) to assist physicians in the prevention of FASD. The
Investigation Phase was conducted by an independent consultant, Leah
Lechelt of Lechelt Communications, in consultation with the project team
(Appendix 2).
The Investigation Phase of the project was comprised of two components:
physician focus groups and patient surveys of women of childbearing age.
The scope, approach and results of each component will be reviewed,
followed by a general discussion of the Investigation Phase. The complete
text of the Investigation Phase report is attached (Appendix 11).

5.1. Objectives
The objectives of the Investigation Phase were:
•

•

To develop an understanding of current physician practices regarding
pre-conception alcohol counseling and addressing the use of alcohol
by pregnant women
To establish the degree to which physician interventions were heard
and understood by women of childbearing age

5.2. Physician Focus Groups
5.2.1.

Scope

Twenty three physicians (eleven females and twelve males) from seven
clinics participated in the physician focus groups. Seventeen physicians
were from urban centers and six were from rural areas.
Seventy-eight percent of the physicians provided prenatal care and 22%
did not. Within the physicians’ practices, an average of 63% of the
patients were female and 37% were male.

5.2.2.

Approach

Physicians were contacted by a variety of methods including phone, fax,
email and word of mouth. Physicians were asked to participate in focus
groups to discuss ‘the prevention, screening and intervention activities
that physicians typically offer to female patients of child-bearing years.’
The specific objective of gaining information for the Physicians for FASD
Prevention project was not revealed until the end of the focus groups, in
order to capture candid feedback regarding current practices and
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priorities. Alberta Health and Wellness was identified as the project
sponsor. Participants were aware that all information collected would be
non-identifying. A meal was provided and participants were compensated
for their time per Alberta Medical Association guidelines.
Focus groups were conducted in March 2006. The focus group sessions
lasted from 60 to 120 minutes and were moderated by consultant Leah
Lechelt. Discussion and feedback was recorded. Information collected
included the topics discussed and the number of times topics were
mentioned. Direct quotes were also recorded.
Physicians were asked to complete a questionnaire (Appendix 3) regarding
their female patients of childbearing age, with the following information:
•
•

Conditions and diseases for which they routinely screening female
patients of childbearing age
For each condition or disease, an indication of whether they screen all
patients, only patients who offer a prompt or request, or symptomatic
or at-risk patients only

•

The physician’s perception of the prevalence of the condition or
disease and the likelihood of identifying a problem during screening,
using a scale of 1 to 7

•

The physician’s perception of the disease or condition’s impact on the
patient’s health in the event that a problem was identified, using a
scale of 1 to 7
Information regarding the demographic breakdown of their practices

•

The completed questionnaires were then used as a discussion tool. The
moderator used a standardized script (Appendix 4) to guide the discussion
for all the focus groups . Discussion topics included:
•
•
•
•

Screening and prevention practices
Preconception counseling and FASD prevention
Barriers to screening and prevention
Screening tools and interventions

•
•

Managing patients who use alcohol
Capacity to intervene with alcohol-using patients who are pregnant

In some instances, discussions were guided by the moderator (e.g.
suggesting topics that were not initiated in the course of the discussion).
At the conclusion of the focus group, physicians were told about the
Physicians for FASD Prevention project and their responses to the project
were recorded.
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Results

All participating physicians were primary care physicians who provided
care to women of childbearing age. The number of years in practice
ranged from one to 30 years, with an average of 13 years. Seventy-eight
percent of the physicians provided prenatal care, and 65% performed
obstetrical care and deliveries. Physicians with specialized practices in
either obstetrics or prenatal substance abuse were excluded from the
focus groups.

5.2.3.1. General Prevention and Screening Practices
Participating physicians reported that they strive to conduct regular
prevention and screening of all women of childbearing years. Annual
physical examinations were identified as the best time to conduct
screening and prevention measures. Lack of time and competing priorities
were identified as significant factors impacting the regular provision of
screening and prevention services.

Lack of time and
competing priorities were
identified as significant
factors impacting the
regular provision of
screening and prevention
services.

Participants identified screening patterns and opportunities with four
distinct clusters within the demographic of women of childbearing age:
•

Young women aged 14-18 years – difficult to screen routinely because
they are uncomfortable with gynecological examinations and
discussing their sexual health, and may not be accustomed to regular
check-ups

•

Women aged 19-25 years – easier to screen routinely as they are
more likely to be sexually active, so they tend to present regularly for
contraceptive counseling and prescription refills

•

Women aged 26-40 years – perceived to have reduced screening
needs because they are more likely to be in committed relationships
and/or have young children

•

Women aged
requirements

41+

years

–

significantly

increased

screening

A list of eighteen health issues was used as a discussion tool. Participating
physicians ranked the issues in order of priority for which they are
screened. The top four issues physicians identified they screened for were:
•

Sexually transmitted diseases (STDs)

•
•

Smoking/ tobacco use
Cervical cancer

•

Alcohol use

While 75% of the participating physicians reported routinely screening
patients for alcohol-related issues, it was noted that many patients do not
present regularly for health assessments. For these patients, screening
occurs on an opportunistic basis.
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“Sure, we do a lot of the screening and we cover most of the
current guidelines but it’s getting them here to get it done that’s
the hardest thing.”
“I can only do screening if the patients present themselves.”
Physicians reported that, when screening for alcohol use, they were
looking for consequences of alcohol use, such as problems with work or
relationships, risky behaviors or mental health issues.

“Some patients just show in their appearance that they have
alcohol problems: stress, emotional problems, depression, family
history of alcohol abuse. A lot of these things go together.”
While physicians identified certain populations (e.g. low socio-economic
populations, substance-abusing women, Aboriginal women) as being at
high risk for alcohol-affected pregnancies, only a few physicians identified
other groups, which included women lacking social supports, educated
professionals, middle-aged women with alcohol issues, and “bar flies in
their twenties.”
Some physicians say they do not routinely screen for alcohol use.

“If there are particular signs, then I will screen for alcohol, or
maybe if I come across something during a complete. If they
come in for STDs or they’ve been partying and taking other
risks, then I would do more in-depth screening, but in general, I
don’t screen every patient.”

5.2.3.2. Preconception Alcohol Counseling
A few physicians reported screening for alcohol use in relation to
pregnancy.

“A huge issue is FASD if they’re not practicing safe sex.”
“I’m always looking for fetal alcohol issues. It’s too late for
prevention after the child is born.”
Participating physicians were asked if they routinely discussed pregnancyrelated risks and prevention with alcohol-using patients. Most participants
said they would not normally discuss pregnancy risks unless there was a
prompt from the patient indicating a concern, or a desire to conceive.

“Do you mean me saying ‘Do you realize that if you got
pregnant, this could harm ..?’ Is that what you mean? No, that’s
not something I would say unless the patient specifically raises it
as a concern.”
Patients who had consumed alcohol early in pregnancy were provided with
a combination of assurance and cautionary advice. Physicians reported
that they need clearer evidence regarding safe levels and timing of alcohol
consumption in pregnancy.
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“As physicians we want to adequately scare patients so they
stop drinking from now on but not freak them out about their
drinking up to this point.”
“It would be very helpful to have more information about what is
truly a safe level of alcohol. We always counsel patients not to
drink, but for those who have, I would like to know at what
point alcohol is likely to cause problems. There isn’t any
information about how much or when during the pregnancy.”
Some physicians reported they felt their efforts should focus on
contraception as a means of preventing alcohol-related complications of
pregnancy.

“I think we have a bigger role to play in contraception
management than we do in preventing alcoholism.”

Some physicians reported
they felt their efforts
should focus on
contraception as a means
of preventing alcoholrelated complications of
pregnancy.

“Our goal really should be to optimize contraception. I wonder if
this should be our focus rather than focusing on changing their
alcohol use?”
Overall, the physicians’ reports of alcohol users, and the physicians’ role
fell into four categories:
•

Light, informed alcohol user:
- Presents regularly for primary care
- Plans her pregnancy
- FASD awareness is well entrenched
- FASD messages may have caused unrealistic fears
Physicians’ perceived role: Screen, support and reassure.

•

Week-end binge user:
- Presents occasionally or annually for contraception
- Is under 25 years, and will outgrow this stage
- Binges may lead to unintended pregnancy
- Is aware of FASD messages
- Termination of pregnancy likely
Physicians’ perceived role: Counsel regarding long-term
alcohol use risks; refer if pregnant.

•

Moderate to heavy alcohol user:
- Presents occasionally for primary care
- Unplanned pregnancy possible
-

Has some FASD awareness
Has other risk factors (e.g. addictions, social problems)

-

May present too late in pregnancy for intervention

Physicians’ perceived role: Intervene if patient presents for
care; refer if patient shows interest.
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Chronic, complex alcohol abuser:
- Never presents for primary care
- Unplanned pregnancy and no prenatal care likely
-

May herself have FASD or other serious addictions or mental
health or social issues
Socially isolated, marginalized, disadvantaged
Too complex for primary care intervention

Physicians’ perceived role: No legitimate prevention role.

5.2.3.3. Screening Tools
Most physicians reported
they did not use screening
questionnaires to screen
for alcohol use.

Most physicians reported they did not use screening questionnaires to
screen for alcohol use. They reported that keeping the discussion casual
and non-threatening is more conducive to getting honest answers.

“I just screen for it in the broader context of lifestyle and social
issues.”
“I’ll ask them about alcohol, drugs, tobacco, caffeine ... Then it
seems like I’m just trying to get an accurate picture, not judging
them.”
Some physicians reported that they will use the CAGE standardized
screening questionnaire if alcohol abuse is suspected.

“I’ll only use CAGE if they’re drinking way more than I expected
or if they’re being quite guarded and it’s raising my level of
suspicion.”
“CAGE is really for secondary screening, not for primary.”

5.2.3.4. Barriers
Barriers to prevention
and screening for alcohol
use identified by
participating physicians
included limited time and
competing priorities.

Some physicians reported that they generally do not view alcohol
screening as a burden or onerous task while others reported that thorough
alcohol screening was sensitive and time-consuming. Barriers to
prevention and screening for alcohol use identified by participating
physicians included limited time and competing priorities.

“You have to remember that if I’m going to probe (about alcohol
use), I’m going to probe a whole long list of social questions ... I
can probe that much more if I had time with every visit, but time
is restricted.”
“I really don’t ask many screening questions because there’s no
time. If I ask, then I have to spend the time to do it properly. If
you think they’re being dishonest with you, it takes time to dig.”
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Most of the physicians felt that another barrier was patient candor, which
can vary considerably.

“It’s really difficult to find the woman aged 25 to 40 who drinks
too much – it’s hard to get them to admit it.”
Some physicians felt that they had sufficient knowledge and expertise to
deal with alcohol-using women of child-bearing age. Others felt they didn’t
have enough time, resources or expertise and would often refer women to
Alberta Alcohol and Drug Abuse Commission (AADAC).

“I don’t think I do it very well. Time is part of the issue.”
“I think there are better people to (help these patients) than
me.”
“Maybe we need a specific pregnancy-focused group within
AADAC. The pregnant women could be together to talk
specifically about their issues.”

5.2.3.5. Response to Physicians for FASD Prevention
Project
Many of the participants reported that they do not see many patients in
their practices that are at high risk for alcohol and pregnancy-related
concerns. Several physicians stated that they considered the high-risk
patients to be primarily women who are marginalized, socially isolated,
disadvantaged, mentally ill or otherwise living on the fringes of mainstream society.

“This is a group that we don’t see. They’re not coming to see us,
so it’s really hard to do anything if you don’t see them. It’s the
drug-using population, those with a family history of alcoholism,
those with psychiatric illnesses like schizophrenia.”
“It’s really an inner city issue.”
“The population that’s really at risk of an FASD baby isn’t really
part of our practices.”
Several physicians were disappointed that the project was focused on
FASD prevention.

“I’m disappointed this was just about FASD ... Basic screening is
a far bigger issue.”
“I think this whole FASD thing is blown out of proportion.
Focusing on alcohol in pregnancy just isn’t cost-effective.”
“Why focus on FASD? … I feel like obesity is a bigger issue than
FASD.”
“If I’d know this was going to be about FASD, I wouldn’t have
come.”
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5.2.3.6. Discussion of Physician Focus Group Results
To capture candid feedback regarding current practices and priorities, the
specific objective of gaining information for the Physicians for FASD
Prevention project was not revealed until the end of the focus group
sessions. As such, while some of the physicians’ comments regarding
alcohol counseling and potential barriers were related specifically to FASD
prevention, most were part of a more general discussion of routine
screening and prevention measures for women of childbearing age.
FASD prevention is not
viewed as a high priority.
Other lifestyle issues and
chronic conditions such
as sexually transmitted
diseases, smoking and
tobacco use, cervical
cancer, obesity, diabetes,
hypertension and mental
health issues are
identified as being of
more immediate concern.

Physician focus group results indicated that, while alcohol use is perceived
to be a significant social and health issue, FASD prevention is not viewed
as a high priority. Other lifestyle issues and chronic conditions, such as
sexually transmitted diseases (STDs), smoking and tobacco use, cervical
cancer, obesity, diabetes, hypertension and mental health issues are
identified as being of more immediate concern. The most significant
barriers to routine screening for alcohol use and preconception prevention
among the physician participants appeared to be lack of time and
competing priorities.
Most of the physicians indicated that patients at high risk for delivering
FASD babies are not presenting for primary care, or are presenting too
late for prevention or intervention strategies. The majority of the
physicians perceived that these patients are a small, isolated patient
population with complex social and medical conditions. If these patients
present for medical care, issues of time and complexity of assessment and
management were identified as barriers. Very few of the participants
identified women with high incomes and high levels of education as being
at risk, even though there is evidence that these women are among the
highest risk for having alcohol-affected children.29 30

5.3. Patient Surveys
5.3.1.

Scope

Two hundred written surveys were distributed at five locations in
Edmonton:
•
•

Three diagnostic imaging centers
A university health center

•

An education and support program for pregnant teens

Thirty nine surveys were completed and returned, representing a 20%
response rate.

29 Alberta Medical Association (2005).
30 Health Canada. Research update – Alcohol use and pregnancy: An important Canadian public
health and social issue. Public Health Agency of Canada 2006. Ottawa ON.
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Approach

Two written surveys were developed to determine patients’ experiences,
knowledge and intentions regarding FASD prevention and alcohol use
during pregnancy, and when and what messages and/or support the
women had received from physicians regarding the use of alcohol in
pregnancy. One survey, the ‘Prenatal Patient Survey’ (Appendix 5)
targeted pregnant women, and the other ‘Patient Survey’ (Appendix 6)
targeted non-pregnant women of childbearing age.
Laboratories, diagnostic imaging centers that provided obstetrical
ultrasounds, clinics and educational programs for pregnant women across
the province were contacted to participate by distributing the surveys. The
laboratories and diagnostic imaging facilities were asked to distribute the
surveys to patients presenting for pregnancy tests or obstetrical
ultrasounds. Most declined to participate, citing patient privacy concerns,
limited time or staff workload concerns. The five facilities that agreed to
participate were all located in Edmonton.
The surveys were distributed to women between the ages of 14 and 44.
Participants filled out the survey and either left it in a sealed envelope in a
box at the facility (which was picked up by project staff), or mailed it into
the project office, using a pre-addressed, stamped envelope. Surveys were
voluntary, and some involved a small incentive. Data collected was nonidentifying and aggregate.

5.3.3.

Results

All surveys returned were from pregnant women (Appendix 5). The ages
of survey respondents ranged from 14 to 44 years. Eighty percent of the
respondents were married or living common-law and educational levels
ranged from junior high school to university graduates.
Age

Annual Family Income

Under 16 years

13%

$12,000 or less

10%

17-25 years

31%

$12,001 - $18,000

8%

26-35 years

46%

$18,001 - $35,000

15%

36-45 years

10%

$35,001 - $55,000

21%

$55,001 - $70,000

10%

Marital Status
Married/common-law

80%

> $70,000

23%

Single

17%

No answer

13%

Divorced

3%

Figure 1. Age, marital status and annual family income of survey respondents.
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Respondents included full and part-time students, full and part-time
working parents, stay-at-home parents and unemployed parents. All
respondents were from Edmonton.
Occupation

Education

Full-time student

31%

University graduate

31%

Part-time student

5%

College diploma/certificate

21%

Work full-time

26%

Some college or technical
training

8%

Work part-time

15%

High school graduate

15%

Stay at home parent

23%

Some high school

21%

Not employed or not a
student

5%

Junior high school

5%

Figure 2. Occupational status and education of survey respondents.

Sixty-two percent of the pregnancies were planned and 28% were
unplanned. The stage and number of pregnancies varied.
# of Pregnancy

Stage of Pregnancy

First

49%

First trimester

18%

Second

41%

Second trimester

44%

Third or more

10%

Third trimester

39%

Planned/Unplanned
Planned pregnancy

62%

Unplanned pregnancy

28%

Figure 3. Number, stage and planned/unplanned status of pregnancy.

5.3.3.1. Preconception Counseling
Forty-one percent of the respondents said their physicians had discussed
healthy pregnancy issues with them before they became pregnant. Of the
survey respondents whose pregnancies were unplanned, only 23% said
healthy pregnancy issues were discussed before pregnancy.
Thirty-one percent the respondents could recall their physicians discussing
the risks of using alcohol during pregnancy before they were pregnant.
Upon confirmation of pregnancy, 51% said their physicians discussed the
risks of alcohol use with them once they were pregnant.
Nearly two-thirds (64%) of the respondents who discussed healthy
pregnancy topics with their physicians said it was them (the patient), not
the physician, who raised the issue. Survey respondents reported that
physicians were more likely to discuss these issues after the patient was
confirmed to be pregnant.
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5.3.3.2. Messages about FASD
When asked where they had heard messages about FASD and its
prevention, 77% of respondents reported hearing messages from
‘TV/news.’ Sixty-five percent reported hearing about it from ‘family/
friends,’ 61% from their physicians and 53% from other sources. Less
than a third of respondents had heard that their physicians can help
women to reduce or stop using alcohol.

Source of Alcohol and Pregnancy Messages
MDs can help patients stop/reduce drinking
33%

Exposed babies can have lifelong problems

No amount of alcohol safe in pregnancy

46%

28%

56%
59%

69%
67%
59%

Family/Friends
77%
80%
74%

31%

Alcohol can harm unborn baby
33%

Physician

TV/News
Other

67%
62%
54%

0% 10 % 20 % 30 % 40 % 50 % 60 % 70 % 80 % 90 % 0 0%
1

Figure 4. Sources of alcohol and pregnancy messages.

Twenty-three percent of respondents said their physicians provided them
with information, pamphlets or other support/intervention material related
to alcohol use and cessation during pregnancy.

5.3.3.3. Confidence in Physicians
Most of the women surveyed (80%) said they were comfortable discussing
alcohol use with their primary care physician, while 88% were comfortable
discussing it with family or friends. Ninety percent of the respondents said
they trusted their primary care physicians to provide them with accurate
information about alcohol use and risks.
Specific concerns that would prevent the respondents from discussing
alcohol use with their physicians included:
•
•
•
•

Embarrassment (5%)
Being judged (10%)
Being forced into alcohol treatment (5%)
Being asked to give up their baby (8%)

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
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confirmed pregnancy.

20
© 2007 Government of Alberta

October 2007

Discussion of Patient Survey Results

Patient survey results are consistent with physician focus group results in
that physicians are not discussing healthy pregnancy issues prior to
conception, and that discussion of these topics is more likely if the patient
initiates the conversation or presents with a confirmed pregnancy. Most
patients trust their primary care physicians as an accurate source of
information and felt comfortable discussing alcohol use with them.

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

6. Design Phase
Based on the results of the Investigation Phase, the Steering Committee
determined the following criteria to be considered when designing
supports:
•
•
•
•
•
•
•

Useful and easy to use
Effective in encouraging physicians’ screening practices
Non-judgmental
Consistent and focus broadly on routine care for all women
Multi-faceted
Relevant to physicians’ practices
Patient-friendly

A number of options were proposed, with a multi-faceted approach being
preferred. The following options were investigated to determine feasibility
within project scope, timelines and budget:
•
•
•
•
•

Build on to existing tools or checklists (universal strategy)
Motivational interviewing DVD training for physicians
Updated information and education for physicians regarding FASD
Marketing campaign approach
“Tear-off” sheets with checklist

•

Piggy-back interventions onto existing Continuing Medical Education
(CMEs)
Collaboration with industry
Update or add to existing Alberta Clinical Practice Guidelines (CPG)
Case studies (anecdotal) from everyday practice
Incorporation of the T-ACE screening questionnaire

•
•
•
•
•
•

Information package, including information on sexually transmitted
diseases (STDs), contraception and alcohol use in pregnancy
Education for family practice residents

•

Develop partnerships with Primary Care Networks

The following options were investigated and found to be non-viable within
the scope of the project:
•
•

Collaboration with industry
Education for family practice residents

•

Incorporation of interventions into existing Continuing Medical
Education (CMEs)
Incentives (financial or other)

•

The Steering Committee recommended developing an information
brochure and a screening tool, with a mass mail-out delivery to all Alberta
primary care physicians after the tools were focus-group tested.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
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6.1. Supports Designed
An information brochure and screening checklist were developed by the
project team. The information brochure (Appendix 7) included the
following components:
•
•
•
•

Definitions and general information on FASD and its prevention
T-ACE standardized screening questionnaire
Concepts of motivational interviewing
Referral resources for alcohol counseling and support

The screening checklist, with accompanying introduction and practice
points (Appendix 8) was designed to embed alcohol screening into a
general lifestyle screening tool for women of childbearing age. Topics
included on the checklist were:
•
•
•
•
•
•
•

Diet and activity
Tobacco use
Caffeine intake
Alcohol use (including the T-ACE screening questionnaire)
Drug use (prescription and/or non-prescription)
Intimate partner violence, mental and emotional health
Sexual practices

The screening checklist was to accompany the information brochure.
A poster (Appendix 9) and a physician desktop reminder (Appendix 10)
were also designed.
All options were reviewed and revised by the Steering Committee, and the
final products were tested in physician focus groups.

6.2. Focus Group Testing
Physician focus group testing was scheduled for September 2006.
Physicians were contacted by a variety of methods including phone, fax,
email and word of mouth. Various locations and times of day were offered
in order to accommodate physicians’ schedules. A meal was offered and
participants were compensated for their time per Alberta Medical
Association guidelines.
Recruiting primary care physicians to participate in the ‘Physicians for Fetal
Alcohol Spectrum Disorder Prevention’ project was a significant issue.
Reasons given for not participating ranged from busy work schedules to
lack of interest in the subject matter.
Five physicians from three clinics agreed to participate in the focus group
testing. The focus groups were conducted in October 2006.
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Summary of Focus Group Testing

Physician feedback suggested:
•

Physicians’ time with patients is limited and there are other issues that
take priority over prevention and screening

•

Physicians receive huge volumes of written materials, including
standardized screening questionnaires, most of which is discarded
unused

•

Physicians conduct histories and physical examinations according to
the way they were taught in medical school, and did not see a benefit
to using a structured screening questionnaire
CAGE is the screening tool that most physicians were taught in
medical school, and most were not familiar with the T-ACE
standardized screening questionnaire

•

•

A screening questionnaire only for FASD is too specific – FASD does
not occur in isolation, and there are many other issues that need to be
addressed

•

Some of the information in the information brochure was perceived to
be condescending and too basic for physicians (“more appropriate for
medical students,” or for “physicians trained in other countries or
cultures”)
There is too much information in the information brochure
Having local referral resources was a benefit

•
•
•

Increasing public awareness through mass media public awareness
campaigns seems to help patients internalize messages (e.g. smoking
cessation)

•

Patients at highest risk of having a child with FASD are alcoholdependent, don’t think they have a problem and won’t present for
regular medical care

•

One physician felt that specialists should not have been advising on
this project, since the project was targeting primary care physicians.

•

Physicians also felt that primary care physician’ skills, knowledge and
contributions were being under-estimated and under-valued

A screening questionnaire
only for FASD is too
specific – FASD does not
occur in isolation, and
there are many other
issues that need to be
addressed.

The focus group testing did not produce the anticipated outcomes. The
interventions were poorly received by the participating physicians. It was
clear that any further development or delivery of the interventions needed
to be reconsidered.

6.3. Alternate Direction
The Steering Committee was presented with the physician focus group
results in early December 2006. It was agreed that there would be no
further development or mass delivery of the information brochure and
screening tool.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
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Following discussions, the project team was directed to explore the
following options:
•
•

Incorporating FASD education and screening into medical school or
residency program curricula
Influencing physician behavior by raising public awareness

•

Targeting rural physicians with supportive education opportunities, in
cooperation with existing programs such as Managing Obstetrical Risk
Efficiently (MORE) program, a Society of Obstetricians and
Gynecologists of Canada (SOGC) educational initiative, or Strategies
for Teaching Obstetrics to Rural Caregivers (STORC), an Alberta
Perinatal Health Program educational initiative

•

Assisting physicians to deal with time limitations by providing process
refinement support
Creating an electronic self-reporting tool for patients

•
•

Retaining the content of the supports designed, and making them
available on-line at the Alberta Clinical Practice Guideline website

These options were investigated and the findings reported to the Steering
Committee in February 2007. The following options were found to be nonviable for the following reasons:
•

Medical school or residency program curricula – any changes or
additions to curricula require many stages of rigorous review,
consultation and approval. This was determined to be beyond the
scope and timelines of the project.

•

Targeting rural physicians with supportive education opportunities, in
cooperation with existing programs - the Managing Obstetrical Risk
Efficiently (MORE) program targets healthcare providers in acute care
facilities, and does not address preconception care, and the Strategies
for Teaching Obstetrics to Rural Caregivers (STORC) program provides
education for nurses, not physicians.

•

Assisting physicians in dealing with time limitations by providing work
process refinement support – this issue was determined to be too
complex and beyond the scope of the project

The following options were deemed viable if delivered collaboratively:
•

24
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Increase public awareness through a public awareness
campaign aimed at encouraging patients to discuss alcohol
and pregnancy issues with their physicians - The goal of the
public awareness campaign was to positively impact physicians’
screening behavior by increasing patient demand for information
about the risks of alcohol use in pregnancy. It was determined that
there was no capacity for the project to launch its own public
awareness campaign. It was therefore recommended that the project
team work with an existing provincially funded FASD public awareness
campaign by adding an “Ask your doctor” component.” This option
would be considered the ‘cornerstone’ element of the project initiative,
upon which the other options would be developed.
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•

Modify the developed screening checklist into a ‘selfreporting’ checklist for patients, and explore the viability of
having the checklist available in an electronic format – It was
felt that the modified ‘self-reporting’ checklist for patients would work
in collaboration with the public campaign to provide additional
information to patients. It could also be used as a physician aid in
screening. The costs for the electronic formatting of a ‘self-reporting’
patient checklist were determined to far exceed the funds available for
the project. The option of pursuing a paper-based format was
accepted.

•

Retain the content of the supports developed and make them
available on-line through the Alberta Clinical Practice
Guidelines website – The information brochure developed for
physicians would be modified so that it could be made available as a
companion resource to the Clinical Practice Guidelines, to meet the
demands generated by the public awareness campaign and ‘selfreporting’ tool.

October 2007

All materials developed as part of the collaborative approach would be
sent out to Alberta physicians in a mass mail-out. Materials would also be
available on-line, on the Alberta Clinical Practice Guidelines website. It was
proposed that the collaborative initiative could be introduced and
supported by a series of articles or announcements in provincially
circulated print media targeting physicians.
The project team was directed by the Steering Committee to proceed with
further investigations into the collaborative options, and the project
sponsor agreed to extend the project timelines by one year, until March
2008.

6.4. Public Awareness Campaign
The public awareness campaign option was the ‘cornerstone’ element,’
upon which the other options would be developed, and therefore became
the primary focus of the investigations. Campaigns focusing on the
prevention of FASD or the importance of preconception abstinence from
alcohol as a component of healthy pregnancy were preferred. Public
awareness campaigns with which the project’s “Ask your doctor”
component could be linked were sought and investigated. Alberta Alcohol
and Drug Abuse Commission (AADAC) and various provincial government
ministries were contacted to identify ongoing or soon-to-be-released public
awareness campaigns.
Development of the remaining options (self-reporting checklist for
patients, and modification and linking supports to Alberta Clinical Practice
Guidelines website) proceeded as the search for a public awareness
campaign continued.
By the spring of 2007, the project team had been unable to identify any
public awareness campaigns with which to collaborate by adding an “Ask

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
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By the spring of 2007, the
project team had been
unable to identify any
public awareness
campaigns with which to
collaborate by adding an
“Ask you doctor”
component.
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your doctor” component. Without a viable public campaign, the other
options (self-reporting checklist for patients, and modification and linking
supports to Alberta Clinical Practice Guidelines website) were not deemed
viable as ‘stand alone’ supports.
In June 2007, the project sponsor and the Steering Committee decided to
close the project without completing the delivery and evaluation phases,
and to concentrate on lessons learned in the process.
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7. Discussion
There have been many studies that indicated that primary care physicians
are the health care providers in the best position to provide screening and
preconception FASD prevention services to women of childbearing age,31 32
33 34 35
and that screening and prevention services should be incorporated
into regular health examinations for women.36 37 38 39 40 41 However,
although women report that their primary source of information is
healthcare providers,42 43 and the advice women get from their health care
providers is an important factor in reducing or stopping alcohol
consumption in pregnancy,44 studies show that preconception risk factors
such as alcohol consumption during pregnancy are not routinely discussed
with women of childbearing age.45 46 In fact, a 2006 national survey
showed that less that 50% of healthcare providers discuss the risks of
alcohol during pregnancy use with women of childbearing age.47. These
findings are consistent with the information collected in the investigation
phase of the project, which indicated that many physicians do not discuss
healthy pregnancy issues or alcohol use during pregnancy prior to
conception, and that discussion of these topics is more likely to occur if
the patient initiates the dialogue or presents with a confirmed pregnancy.

31 Tough SC, Clarke M, Hicks M. (2003).
32 Burge SK et al. (1999).
33 Floyd RL, O’Connor MJ, Sokol RJ, Bertrand J, Cordero JF. Recognition and prevention of fetal
alcohol syndrome. Obs & Gyne 2005 Nov; 106(5):1059-64.
34 Clarke M, Tough SC, Cooke J. (2004).
35 Saitz R et al. (2003).
36 Canadian Task Force on Preventive Health Care. Effective dissemination and implementation of
Canadian Task Force Guidelines on preventive health care: Literature review and model development.
Health Canada 1999. Ottawa ON.
37 Alberta Medical Association (2005).
38 Tough SC, Clarke M, Hicks M, Clarren S. Attitudes and approaches of Canadian providers to
preconception counseling and the prevention of fetal alcohol spectrum disorders. JFASI 2005;3:e3.
39 Tough SC, Clarke M, Clarren S. (2005). Preventing fetal alcohol spectrum disorders. Preconception
counseling and diagnosis help. Motherisk website 2005 Sep;
http://www.motherisk.org/prof/updatesDetail.jsp?content_id=737
40 Tough SC, Clarke M, Hicks M, Cook J. Pre-conception practices among family physicians and
obstetrician-Gynaecologists: Results from a national survey. J Obs Gyn Can 2006 Sep; 28;(9)L780788.
41 Ockene JK, Wheeler EV, Adams A, Hurley TG, Hebert J. Provider training for patient-centered
alcohol counseling in a primary care setting. Arch Int Med 1997Nov 10;157(20):2334-41.
42 Tough SC, Clarke M, Hicks M, Clarren S. (2004).
43 Einarson A, Koren G. A survey of women’s attitudes concerning healthy lifestyle changes prior to
pregnancy. JFAS International 2006;4(2):1-6.
44 Diekman ST et al. (2000).
45 Tough SC, Clarke M, Hicks M, Clarren S. (2004).
46 Tough SC, Tofflemire K, Clarke M, Newburn-Cooke C. (2006).
47 Tough SC, Clarke M, Hicks M, Cook J. (2006).
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Most research examining the best means of screening and prevention of
FASD recommends preconception prevention and screening for FASD
methods including:
•
•
•

use of a structured screening questionnaire48 49 50 51 52 53 54

55

brief interventions, such as motivational interviewing56 57 58 59 60 61 62 63 64

65

referral to an appropriate resource66 67 68 69 70

A 2001 position statement by the Canadian Medical Association states that
“Physicians should use appropriate screening methods to identify alcohol
use in their patients.”71 There are a number of alcohol screening
questionnaires, including T-ACE, TWEAK, CAGE, AUDIT and SMAST, that
have been developed and validated for use in pregnant and non-pregnant
women. They are easy to use and score, and are an objective and reliable
way for healthcare providers to gather information related to alcohol

48 Tough SC, Clarke M, Hicks M. (2003).
49 Hicks M, Sauve RS, Lyon AW, Clarke M, Tough SC. Alcohol use and abuse in pregnancy: An
evaluation of the merits of screening. Can Child Adol Psyc Rev 2003 Aug;3(12):78-80.
50 Alberta Alcohol and Drug Abuse Commission. A review of addictions-related screening and
assessment instruments – Measuring the measurements. AADAC 2004 Jan.
51 Sokol RJ, Delaney-Black V, Nordstrom B. Fetal Alcohol Spectrum Disorder. JAMA 2003 Dec
10;290(22):2996-9.
52 Burge et al. (1999).
53 Floyd RL, O’Connor MJ et al. (2005).
54 Gareri J, Chan D, Klein J, Koren G. Screening for Fetal Alcohol Spectrum Disorder. Can Fam
Phys. 2005;51:33-34.
55 Chang G, Wilkins-Haug L, Berman S, Goetz MA, Behr H, Hiley A. Alcohol use and pregnancy:
Improving identification. Obs & Gyn 1998;91:892-98.
56 Carroll KM, Ball SA, Nich C, Martino S, Frankforter TL, Farentinos C, Kunkel LE, MikulichGilbertson SK, Morgenstern J, Obert JL, Polcin D, Snead N, Woody GE. Motivational interviewing to
improve treatment engagement and outcome in individuals seeking treatment for substance abuse: A
multi site effectiveness study. Drug and Alcohol Dependence. 2006;81:301-12.
57 Chang G, McNamara, TK, Orav EJ, Koby D, Lavigne A, Ludman B, Vincitorio NA, Wilkins-Haug
L. Brief Intervention for prenatal alcohol use: A randomized trial. Obs & Gyn 2005;105:991-98.
58 Goh YI. Knowledge is the key to prevention: Reduction of alcohol-exposed pregnancies through
motivational intervention. The Hospital for Sick Children. JFAS Int. Dec2003;1:e21.
59 Hicks M et al. (2003).
60 Burge SK et al. (1999).
61 Bien TH, Miller WR, Tonigan JS. Brief interventions for alcohol problems: A review. Addiction
1993;88:315-336.
62 Marlatt GA. Baer JS, Kivlahan DR, Dimeff LA, Larimer ME, Quigley LA, Somers LM, Williams
E. Screening and brief intervention for high-risk college student drinkers: Results from a 2-year
follow-up assessment. J Cons Clin Psych1998 Aug;66(4):604-15.
63 Poirier MK, Clark MM, Ceryhan JH, Pruthi S, Geda YE, Dale LC. Teaching motivational
interviewing to first-year medical students to improve counseling skills in health behavior change.
Mayo Clinic Procedures, May Foundation for Medical Education and Research 2004;79:327-31.
64 Saitz R et al. (2003).
65 Sheehy Handmaker N, Wilbourne P. Motivational interventions in prenatal clinics. Alc Res &
Health. 2001;25(3):219-21.
66 Burge et al. (1999).
67 Floyd RL, O’Connor MJ et al. (2005).
68 Chang G, Wilkins-Haug L et al. (1999).
69 Sokol RJ et al. (2003).
70 Saitz R et al. (2003).
71 Canadian Medical Association (2001). http://www.cma.ca/index.cfm/ci_id/3389/la_id/1.htm
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consumption during pregnancy.72 73 74 75 T-ACE has been reported by a
number of research studies as having the highest sensitivity and specificity
when used to assess peri-conceptual heavy drinking.76 77 78 79 80 Several
studies have shown that using structured screening questionnaires, such
as T-ACE, can significantly improve preventive service delivery and should
be used.81 82 Most of the physicians who participated in the focus groups
stated they seldom or never used standardized screening questionnaires,
and preferred unstructured, non-confrontational discussions with patients.
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Most of the physicians
who participated in the
focus groups stated they
seldom or never used
standardized screening
questionnaires, and
preferred unstructured,
non-confrontational
discussions with patients.

Some physician participants report that they are more likely to encourage
the use of contraception in higher-risk patients than to utilize brief
interventions. Research has shown that brief interventions, such as
motivational interviewing, can reduce drinking and improve health when
delivered to primary care patients with alcohol problems,83 84 85 but that
physicians infrequently use them.86 One study showed that the amount of
time physicians spend talking to patients after learning motivational
interviewing did not differ from before using motivational interviewing.87 88
Most of the physicians who participated in the focus groups identified lack
of time as a significant factor in their prevention practices.
Barriers to screening for alcohol use in women of childbearing age noted
by physicians participating in the project are consistent with research
findings. Studies have identified the following barriers to physicians
providing preventive and screening:

72 Clarke M, Tough SC, Cooke J.(2004).
73 Hicks M et al. (2003).
74 Tough SC, Clarke M, Hicks M, Clarren S.(2005).
75 Floyd RL, O’Connor MJ et al. (2005).
76 Alberta Medical Association (2005).
77 Alberta Alcohol and Drug Abuse Commission. (2004).
78 Hicks M et al. (2003).
79 Floyd RL, O’Connor MJ et al. (2005).
80 Chang G, Wilkins-Haug L et al. (1998).
81 Floyd RL, O’Connor MJ et al. (2005).
82 Health Canada. Joint Statement (2006).
83 Hicks M et al. (2003).
84 Marlatt GA et al. (1998).
85 Bien TH et al. (1993).
86 Saitz R et al. (2003).
87 Sheehy Handmaker N, Hester RK, Delaney HD. (1999). Videotaped training in alcohol counseling
for obstetric care practitioners: A randomized controlled trial. Obs & Gyn;93:213-18.
88 Ibid.
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•
•
•

Lack of time 89 90 91 92 93 94 95 96
Competing priorities (e.g. chronic conditions) 97 98 99 100 101
Shortage of providers102 103

•
•
•
•
•

Perceived lack of patient interest or readiness104 105 106
Lack of provider training107 108 109 110 111 112 113 114 115 116
Lack of reimbursement for preventive services117 118 119
Lack of referral resources120 121
Lack of patient candor122 123

89 Tough SC, Clarke M, Hicks M, Clarren S. (2005).
90 Alberta Perinatal Health Program. Preconception Health Framework. Alberta Perinatal Health
Program 2007.
91 Clarke M, Tough SC, Cooke J. (2004).
92 Saitz R et al. (2003).
93 Ockene JK et al. (1997).
94 Diekman ST et al. (2000).
95 Cranney M, Warren E, Barton S, Gardner K, Walley T. Why do GPs not implement evidence-based
guidelines? A descriptive study. Fam Pract 2001;18(4):359-63.
96 Canadian Task Force on Preventive Health Care. (1999).
97 Beasley JW, Hankey TH, Erickson R, Stange KC, Mundt M, Elliott M, Wiesen P, Bobula J. How
many problems do family physicians manage at each encounter? A WReN study. Ann of Fam Med
2004 Sep-Oct;2(5):405-10.
98 Ockene JK et al. (1997).
99 Saitz R et al. (2003).
100 National Alcohol Strategy Working Group. Reducing alcohol-related harm in Canada: Toward a
Culture of moderation. Health Canada 2007 Apr; Ottawa ON.
101 Heyes T, Long S and Mathers N. Preconception care. Practice and beliefs of primary care workers.
Fam Prac 2004;21: 22–27.
102 Canadian Institute for Health Information. From perceived surplus to perceived shortage: What
happened to Canada's physician workforce in the 1990's? Canadian Institute for Health Information
2002;Ottawa ON.
103 Tough SC, Clarke M, Hicks M, Clarren S (2004).
104 Ibid.
105 Saitz R et al. (2003).
106 Diekman ST et al. (2000).
107 Tough SC, Clarke M, Hicks M, Clarren S. (2004).
108 Clarke M, Tough SC, Hicks M, Clarren S. (2005).
109 Nanson JL, Bolaria R, Snyder RE, Morse BA, Weiner L. Physician awareness of fetal alcohol
syndrome: A survey of pediatricians and general practitioners. CMAJ 1995 May;152(7):1071-76.
110 Saitz R et al. (2003).
111 Ockene JK et al. (1997).
112 Millstein SG, Marcell AV. Screening and counseling for adolescent alcohol use among primary
care physicians in the United States. Pediatrics 2003 Jan; 111(1):114-22.
113 Diekman ST et al. (2000).
114 Ibid.
115 National Alcohol Strategy Working Group. (2007).
116 Canadian Task Force on Preventive Health Care. (1999).
117 Tough SC, Clarke M, Hicks M, Clarren S. (2004).
118 Saitz R et al. (2003).
119 Ockene JK et al. (1997).
120 Tough SC, Clarke M, Hicks M, Clarren S (2004).
121 Tough SC, Clarke M, Hicks M. (2003).
122 Hicks M et al. (2003).
123 Basford DL et al.(2005).
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Participating physicians expressed frustration about inconclusive evidence
and conflicting expert opinion in areas of FASD. One key area identified by
physicians is in the amount of alcohol that can safely be consumed during
pregnancy. While all physicians participating in the project focus groups
advised their patients to completely abstain from alcohol during
pregnancy, some physicians felt they had to reassure patients that an
occasional drink wouldn’t cause FASD. One physician felt that there wasn’t
enough evidence to prove that all women are at risk of having an FASDaffected baby and that the statement could create unnecessary fear
among women. Some physicians felt that preventive measures for other
conditions, such as obesity or cardiovascular disease, took priority over
FASD due to lack of evidence about the efficacy of FASD prevention
programs.
While most experts agree that women who are or may become pregnant
should err on the side of caution and completely abstain from alcohol
consumption,124 125 126 127 128 129 130 conflicting opinions state that low levels
of alcohol consumption may be acceptable. The United Kingdom’s Royal
College of Obstetricians and Gynaecologists (2006) stated “there is
considerable doubt as to whether infrequent and low levels of alcohol
consumption during pregnancy convey any long-term harm, in particular
after the first trimester of pregnancy.”131
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Some physicians are not convinced that total abstinence from alcohol use
is necessary for a pregnant woman,132 and, in a 2004 national survey,
25% of the physician respondents said that the effects of alcohol on the
fetus are unclear.133. In the same survey, almost 10% of Canadian
physician respondents were still advising patients that a glass of beer or
wine in moderation is acceptable during pregnancy.134
A meta-analysis reviewing studies between 1970 and 2005 on the effects
of low to moderate levels of prenatal alcohol consumption concluded that
“no convincing evidence of adverse effects of prenatal alcohol levels of
exposure. However, weaknesses in the evidence preclude the conclusion
that drinking at these levels during pregnancy is safe.”135 Although the
124 Alberta Medical Association (2005).
125 Health Canada. Joint Statement. (2006).
126 Tough SC, Clarke M, Hicks M, Clarren S. (2004).
127 Hicks M et al. (2003).
128 Floyd RL, O’Connor MJ et al. (2005).
129 Mukherjee RAS, Hollins S, Turk J. Low level alcohol consumption and the fetus. BMJ 2005
Feb 19;330:375-376, doi:10.1136/bmj.330.7488.375a
130 Koren G, Nulman I, Chudley AE, Loocke C. Fetal alcohol spectrum disorder. CMAJ 2003 Nov
25; 169(11):1181-90.
131 Royal College of Obstetricians and Gynaecologists. Alcohol consumption and the outcomes of
pregnancy. RCOG Statement No. 5, Guidelines and Audit Committee of the RCOG. 2006.
132 Diekman ST et al. (2000).
133 Clarke M, Tough SC, Cooke J. (2004).
134 Ibid.
135 Henderson J, Gray R, Brocklehurst P. Systematic review of effects of low-moderate prenatal
alcohol exposure on pregnancy outcomes. BJOG 2007;114: 243-52.
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predominate message from most experts is that complete abstinence from
alcohol is safest for all pregnant women or women contemplating
pregnancy, and that heavy alcohol consumption is not safe, the absence
of conclusive evidence regarding the safety of low to moderate amounts of
alcohol during pregnancy creates uncertainty, both with physicians and
the general public.
The incidence and prevalence of FASD is difficult to determine and study
results have noted a wide range of estimates. Under-reporting of FASD is
thought to be widespread and FASD surveillance criteria have been
variable.136 137 While health care professionals are sensitized to look for
FASD in certain populations, no woman or population is exempt.138 Some
studies have shown that women at highest risk of not being identified as
being at risk for an alcohol-affected pregnancy are women over 35 years
with higher incomes, women with a college education students and
smokers.139 140 141 Most of the physicians participating in Physicians for
FASD Prevention project focus groups identified FASD with certain
populations (e.g. Aboriginals, low socio-economic populations and
substance abusing populations). A few identified that patients at risk of an
alcohol-affected pregnancy could also be “educated professionals,” “bar
flies in their twenties,” and “middle-aged women who have alcohol
issues.”
There has been minimal research into the effectiveness and impact of
FASD prevention programs. One study showed that while prevention
programs increased awareness of FASD in high risk populations,
behavioral changes were not observed.142 This study concluded that
prevention programs probably have minimal or no impact in lowering the
incidence of FASD.
The Physicians for FASD Prevention project provided a unique opportunity
to observe and gain insight into disparities between research findings and
recommendations, and everyday clinical practice in screening for and
prevention of FASD. Significant project limitations were encountered and
will be discussed. For the purpose of discussion, these observations have
been grouped under the following headings:
•
•
•
•
•

Screening and prevention
Structured screening questionnaires
Barriers
Research and evidence
Project participation

136 Basford DL et al. (2005).
137 Alberta Medical Association (2005).
138 Ibid.
139 Ibid.
140 Health Canada. Research update (2006).
141 Clarke M, Tough SC, Cooke J.(2004).
142 Murphy-Brennan MG, Oei TPS. Is there evidence to show that Fetal Alcohol Syndrome can be
prevented? J Drug Educ 1999;29(1);5-24.
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7.1. Screening and Prevention
Physicians participating in the Physicians for FASD Prevention project focus
groups report that they strive to conduct regular, routine preventive
screening of women of child-bearing age but that barriers such as
competing priorities and lack of time often preclude alcohol screening.
This is consistent with studies that report that screening for and
preconception prevention of FASD does not occur regularly in many
physician practices.143 144 145 146 A Canadian Task Force on Preventive
Health Care report147 states that physician reimbursement is not conducive
to preventive practices. Focus group physicians reported that the most
favorable time to conduct screening for alcohol use is usually during
periodic health assessments because there is generally more time
available than during opportunistic visits.

A Canadian Task Force
on Preventive Health Car
report states that
physician reimbursement
is not conducive to
preventive practices.

The Physicians for FASD Prevention project found that although 75% of
the participating physicians reported that they routinely screen patients for
alcohol-related issues, they also reported that many patients do not
present regularly for health assessments. For these patients, alcohol
screening only occurs on an opportunistic basis, and when time and
circumstances permit.
Physician focus group participants were consistent with patient survey
respondents in saying that physicians were not discussing healthy
pregnancy issues prior to conception, and that discussing healthy
pregnancy issues was more likely if the patient prompted the physician or
presented with a confirmed pregnancy. Most of the survey respondents
reported that they trust their primary care physicians as an accurate
source of information, but less that a third realized that physicians could
help patients stop or reduce alcohol consumption in pregnancy.
Physicians participating in the focus groups felt they did not have the time
or resources to conduct brief interventions such as motivational
interviewing with women at risk for having an FASD child, because of
competing priorities. Other reasons participating physicians gave for not
using brief interventions were lack of patient candor, patients not
presenting for regular health assessments and pessimism about the
efficacy of interventions. Most felt that they had the skills to address
sensitive issues with patients.
Many of the participating physicians liked the list of local referral resources
on the information brochure. They also said they would have liked to have
required criteria for each referral resource on the brochure. One study

143 Clarke M, Tough SC, Cooke J.(2004).
144 Canadian Task Force on Preventive Health Care. (1999).
145 Saitz R et al. (2003).
146 Millstein SG et al. (2003).
147 Canadian Task Force on Preventive Health Care. (1999).
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showed that the availability of referral resources was associated with
higher rates of screening and counseling.148
Some of the participating physicians suggested that registered nurses or
other healthcare providers in Primary Care Networks could provide
preconception screening for FASD. A number of studies have
recommended the use of multi-disciplinary teams or alternate care
providers to provide preconception information and screening when
patients present for birth control or periodic health assessments.149 150 151
152 153

Focus group participants from this project and others154 agreed that
resource material for physicians needs to be clear, concise, simply
presented, evidence-based and easy to access.155 Physicians also stated
that the source of the information should be clearly identified. Some of the
physicians indicated that they would be more likely to look at resource
material if it was from their own association, or if it was an Alberta Clinical
Practice Guideline update.

7.2. Structured Screening Questionnaires

Physicians appear to
prefer routine clinical
methods over structured
screening questionnaires.

The Physicians for FASD Prevention screening questionnaire, along with
the information brochure, was negatively received by most of the
physicians participating in the design (testing) focus groups. Participants
reported that they preferred routine clinical methods and nonconfrontational discussion with patients, rather than structured screening
questionnaires. This is consistent with some studies that report that
physicians appear to prefer routine clinical methods over structured
screening questionnaires.156
Most of the participating physicians reported that they seldom use
standardized alcohol screening questionnaires, even though they are
recommended by the Alberta Clinical Practice Guidelines157 and a number
of research studies.158 159 160 161 Some studies report that physicians place
148 Millstein SG et al. (2003).
149 Health Canada. Health Human Resources: Balancing Supply and Demand. Health Canada 2004
ISSN 1499-3503
150 Alberta Medical Association (2005).
151 Saitz R et al. (2003).
152 National Alcohol Strategy Working Group. (2007).
153 Alberta Perinatal Health Program. (2007).
154 Silzer J. Focus group final report. Consumer and provider perspectives: Informing preconception
strategy development. Calgary, Quality Safety and Health Information, Survey and Evaluation 2007;
Calgary Health Region.
155 Ibid.
156 Andreasson S, Jhalmarsson K, Rehnman C. Implementation and dissemination of methods for
prevention of alcohol problems in primary health care: A feasibility study. Alcohol and Alcoholism.
2000;33(5):525-30.
157 Alberta Medical Association (2005).
158 Hicks M et al. (2003).
159 Millstein SG et al. (2003).
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little value on, and seldom use prevention materials and screening
questionnaires, even when they are recommended by research studies.162
163 164
All participating physicians were familiar the CAGE questionnaire,
which is included in medical education curriculum. Most of the
participating physicians were not familiar with T-ACE standardized
screening questionnaire.
Physicians stated they are inundated with screening tools, information,
posters and brochures on various diseases and conditions from many
sources, including pharmaceutical companies and government agencies.
They reported that almost all of this information is discarded unused. This
is consistent with information gathered from other focus groups.165 Some
physicians said that they would probably take time to look more closely at
information identified with Alberta Clinical Practice Guidelines.

Physicians stated they are
inundated with screening
tools, information, posters
and brochures on various
diseases and conditions
from many sources,
including pharmaceutical
companies and
government agencies.

7.3. Barriers
Participating physicians identified a number of barriers to providing
preventive and screening services for FASD. The most frequently identified
barriers were lack of time and competing priorities. Other barriers included
lack of training, lack of referral resources and perceived lack of patient
candor or readiness. These and other barriers are consistent with those
identified in research studies.
Some physicians suggested that other providers (e.g. registered nurses)
could provide FASD prevention services.

7.4. Evidence and Research
Participating physicians identified that inconclusive evidence and
conflicting expert opinions have created uncertainty and confusion among
physicians and patients, and do not offer clear guidance in many areas of
FASD. There is also little evidence regarding the efficacy of FASD
prevention activities, or the priority of FASD prevention versus other
competing concerns, such as obesity or depression. While all participating
physicians advised their patients not to consume any alcohol during
pregnancy, some physicians felt that the evidence was insufficient to
prove that all women are at risk of having an FASD-affected baby, and
that the statement could create unnecessary fear among women. Some

Inconclusive evidence and
conflicting expert opinion
have created uncertainty
and confusion among
physicians and patients,
and do not offer clear
guidance in many areas of
FASD.

160 Nevin AC, Parshuram C, Nulman I, Koren G, Einarson A. A survey of physicians knowledge
regarding awareness of maternal alcohol use and the diagnosis of FAS. BMC Fam Prac 2002;3:2.
doi:10.1186/1471-2296-3-2.
161 Saitz R et al. (2003).
162 Health Canada. Research update (2006).
163 Diekman ST et al. (2000).
164 Saitz et al. (2003).
165 Silzer J. (2007).
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reported that they felt they had to reassure women that an occasional or
isolated drink would not result in an FASD-affected child.
Most of the participating physicians identified FASD as a risk factor in
specific populations (e.g. Aboriginals, low socio-economic populations,
substance abusing populations, ‘inner-city’ populations and women aged
18 to 25 who are ‘weekend binge drinkers’), and that high-risk women are
less likely to seek regular medical care. Few of the participating physicians
recognized that other groups could be at high risk.

7.5. Project Participation
The number of primary care physicians willing to participate in focus
groups and other phases of the project was a significant limitation to the
project overall. This was despite multiple recruitment approaches including
phone, fax, email and word-of-mouth, flexibility in the timing and location
of focus groups to work around physician schedules and locations, and
incentives including a meal and financial compensation for time spent. Five
physicians participated in the Design (testing) Phase, twenty-three
participated in the Investigation Phase and there were two primary care
physician representatives on the project Steering Committee (Appendix 9).
In the Investigation Phase focus groups, the subject matter was not
revealed until the conclusion of the focus groups. Some participants said
that they were disappointed that the focus groups were about FASD
prevention. One physician said he would not have participated if he had
known the project was about FASD.

Overall, competing
priorities and low interest
in the subject matter were
noted as barriers to
primary care physician
participation.
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When recruiting physicians for the Design (testing) Phase focus groups,
the Physicians for FASD Prevention designed supports and the subject
matter of the focus groups was revealed to the physicians as part of the
recruitment. There was extremely low interest in the subject matter, and
scheduling of the focus groups was delayed by over a month due to low
enrollment. Five physicians from three clinics agreed to participate. One
physician stated that there were too many subject matter experts and not
enough primary care physicians on the ‘Physicians for Fetal Alcohol
Spectrum Disorder’ Steering Committee.
Overall, competing priorities and low interest in the subject matter were
noted as barriers to primary care physician participation.
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8. Conclusions and Recommendations
The Physicians for FASD Prevention project provided a unique opportunity
to examine research-recommended strategies for FASD screening and
prevention and the realities of implementing those strategies in primary
care physicians’ everyday practices. However, there appears to be a
disparity between research-recommended FASD screening and prevention
strategies and the realities of primary care practice in Alberta.

There appears to be a
disparity between
research-recommended
FASD screening and
prevention strategies and
the realities of primary
care practice in Alberta.

The Physicians for FASD Prevention project team has drawn three major
conclusions based on the following:
•

A literature review of FASD screening and prevention research,
practices and recommendations

•

Information collected from physician focus groups in the Investigation
and Design Phases
Analysis of the information collected during the project

•

In summary, the three major conclusions are:
•
•
•

More FASD research is required
FASD is a societal issue, not solely a medical issue
Physician constraints need to be addressed

8.1. FASD Research
Although there has been much research regarding FASD, more study and
clarification is needed, particularly in the area of defining safe levels of
consumption during pregnancy and timing of consumption. Surveillance
and incidence and prevalence data are limited in defining the true
occurrence level and societal effects of FASD. Inconclusive evidence and
conflicting expert opinions create uncertainty and confusion for physicians
and the general public, and does not offer clear guidance in many areas of
FASD.
•

Inconclusive evidence has resulted in conflicting statements between
some highly regarded clinical organizations regarding safe limits of
alcohol consumption

•

Given competing health screening priorities, physicians may not
consistently implement FASD screening and prevention when there is
no conclusive evidence about amount and timing of alcohol
consumption in pregnancy and the incidence and prevalence of FASD,
and limited evidence on the efficacy of prevention programs

•

The value and use of FASD screening questionnaires has not been
widely accepted by physicians
FASD is often seen as afflicting only marginalized, disadvantaged
populations

•
•

More study and
clarification is needed,
particularly in the area of
defining safe levels of
consumption during
pregnancy and timing of
consumption.

The general public is confused by inconclusive evidence and conflicting
expert opinions about alcohol consumption during pregnancy
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Recommendations:
Support funding of
research and the
development and
implementation of
surveillance systems to
provide more definitive
evidence regarding lowdose alcohol effects, highrisk populations, and
incidence and prevalence
of FASD.

Support allocated funding
of FASD prevention
strategies that are
determined to be
efficacious by research,
rigorous testing and
evaluation.

•

Support funding of research and the development and implementation
of surveillance systems to provide more definitive evidence regarding
low-dose alcohol effects, high-risk populations and incidence and
prevalence of FASD

•

Support research that examines the efficacy of FASD prevention
programs

•

Improve communication between research and health care providers
regarding research findings

•

Support research determining the most effective strategies for
informing women about the risks of alcohol consumption during
pregnancy and for reducing alcohol consumption among women at
risk of becoming pregnant

•

Support allocated funding of FASD prevention strategies that are
determined to be efficacious by research, rigorous testing and
evaluation

•

Incorporate FASD research findings and screening and prevention
measures into medical education curricula

8.2. FASD is a Societal Issue
FASD does not occur in isolation and is not only a medical issue. It impacts
individuals and their families and many areas of society, including health
care, education, the judicial system and the economy, in terms of lost
productivity. FASD prevention must be addressed in a focused, consistent,
collaborative and comprehensive manner.
•

FASD screening and prevention is viewed by many researchers as the
primary physicians’ responsibility

•

FASD prevention initiatives often occur independent of each other, and
from many different sources

•

FASD is often not viewed as a birth defect that can occur in any
population
Many people, including physicians, are not aware of the impact of
FASD on society in general

•

Recommendations:
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•

Support the development, implementation and evaluation of a
coordinated FASD prevention plan in partnership with government
ministries, municipalities, school boards, regional health authorities,
communities groups and provincial stakeholder organizations

•

Align with other provincial initiatives and public awareness campaigns
to support consistent, sustained messaging utilizing a broad range of
vehicles, such as mass-media campaigns, internet, community-based
programs and school-based education
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•

Include an evaluation component to initiatives and campaigns to
determine their effectiveness

•

Integrate FASD prevention and screening activities into existing
programs and services, such as community health programs, school
programs, parenting programs

•

Raise the profile of, and advocate for people affected by FASD

8.3. Physician Constraints

October 2007

Integrate FASD
prevention and screening
activities into existing
programs and services,
such as community
health programs, school
programs, and parenting
programs.

Physician limitations and barriers to prevention and screening for FASD
have been well documented in many studies. Despite recommendations
that physicians should incorporate screening and prevention of FASD into
their everyday practices, limitations and barriers persist.
•
•

Physicians strive to conduct regular, routine alcohol screening but are
limited by barriers and competing priorities
Physicians may not see FASD prevention as a high priority, given other
constraints, competing priorities and inconclusive evidence

•

FASD screening and prevention takes a significant amount of time and
resources

•

Physicians may not provide patients with information on alcohol in
pregnancy unless prompted by patients or the patient presents with a
confirmed pregnancy
Patient requests for preventive services are a powerful motivator for
physicians166

•

Recommendations:
•

Align and collaborate with existing programs and services (e.g. Alberta
Perinatal Health Program), to integrate FASD prevention and screening
into preconception care

•

Embed standard alcohol screening tools on all prenatal records

•

Where possible, utilize alternate care providers (e.g. registered nurses,
nurse practitioners or midwives) in Primary Care Networks (PCNs),
Well Baby Clinics, and other community health programs and services,
to provide preconception FASD prevention and screening when
women present for contraception, perinatal or periodic health
assessments

•

Collaborate with professional associations and post-secondary
institutions to develop and implement health provider education to
address gaps in preconception FASD prevention and screening

•

Support physician reimbursement to include preconception prevention
care

•

Address FASD prevention in the larger picture of preconception health

Align and collaborate wit
existing programs and
services (e.g. Alberta
Perinatal Health
Program) to integrate
FASD prevention and
screening into
preconception care.

Where possible, utilize
alternate care providers
(e.g. registered nurses,
nurse practitioners or
midwives) in Primary Car
Networks (PCNs), Well
Baby Clinics, and other
community health
programs and services, to
provide preconception
FASD prevention and
screening when women
present for contraception,
perinatal or periodic
health assessments.

Support physician
reimbursement to include
preconception prevention
care.

166 Canadian Task Force on Preventive Health Care. (1999).
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Physicians for FASD Prevention Project Steering Committee
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Physician Screening Chart
Screening pattern
Routine/asymptomatic
screening for:

All
patients

If patient
prompts

Signs/risk
factors

Practice location:

___ Large urban

___ Regional

Sex:

___ Male

___ Female

Years in practice

___ 0-5

___ 6-10

___11 – 15

___20 – 25

___25 – 30

___>30

Patient profile (%)

___ % Male

___ % Female

Prenatal care?

___Yes

___ No

Obstetrics/deliveries?

___ Yes ___ No
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Likelihood
of + result?

Potential impact
on health if + or
problematic?

7=high/
1=rare

7=significant/
1=minimal

___ Rural

___16 – 20
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Physician Focus Group Script
Routine screening patterns

1. First, how much opportunity do you have to conduct routine screening and prevention
activities for females of child-bearing age – say those between 13 and 45? Do you feel you
have adequate opportunity to screen for the types of conditions you might expect to
commonly see in these patients? Are there gaps between your professional intentions, the
demands on your time, and the expectations of patients? How do you manage these gaps?
2. For annual visits & asymptomatic patients, what do you tend to screen for? Brainstorm list
(contraception, cervical cancer/pap smear, depression, weight-related issues, alcohol use,
ingestion of folic acid, etc.)
3. For each of these, would you say that you screen:
!
!
!

For all or most patients routinely?
Only when there’s a prompt from the patient?
When you perceive there to be signs or risk factors present?

4. For each of these conditions, how would you rate them in terms of (1) prevalence, where 7 is
extremely high and 1 is extremely rare (2) potential impact on health, where 7 is extremely
significant and 1 is minimal.
5. Do you feel you are able to screen for all the things you’d like to screen for? Why? When
setting priorities, which conditions drop off your list? Which ones remain as priorities?
Why?
Screening for alcohol use – patterns, barriers, perceptions

6. (If alcohol use not mentioned so far):
!

I noticed screening for alcohol use isn’t on our list so far. Why is that?

!

If we added alcohol to the list above, what would you say is your current screening
pattern? How would you rate it in terms of incidence and potential impact on health?

7. Are there certain categories of patients you are more likely to screen for alcohol use in the
absence of a clinical sign or prompt from the patient? Who are they, and why? (Probe re:
knowledge and awareness of risk factors: First Nations, sexually active teenagers, college
educated, single parent, unstable or abusive personal relationship, history of sexual abuse,
history of STDs, history of prostitution).
8. What prevents you from conducting routine screening of all patients for alcohol use? (Probe
re: perceived risk; time pressures; lack of opportunity; not part of routine thought process)
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9. In your opinion, how much time & effort would it take to add alcohol screening to your list
of routine screens? How practical and realistic is it for your particular practice environment?
10. Think of situations where you actually have screened patients for alcohol use. Do you use
any screening tools or algorithms? Which ones?
11. When you screen for alcohol use, what exactly are you looking for? Anything else? (Probe
re: binge drinking; alcohol dependency; relationship abuse; parenting issues; stress; etc.)
Obtaining alcohol consumption histories

12. When you have screened patients for alcohol use, what has been their reaction? What has
been the outcome of these screenings – that is, did you obtain information that you found
helpful and useful in your clinical evaluation?
13. Do you feel patients respond honestly when you screen for alcohol use? How would you
explain this? To what extent do you feel you are able to obtain a reliable alcohol-use history
from patients?
14. Do you feel you play a role in influencing the degree of patients’ honesty? In what way?
Managing patients who consume alcohol

15. If you do screen a patient for alcohol use and they are a light to non-user, what comes to
mind in terms of next steps or ongoing management? Do you offer any information,
resources, etc? Why?
16. What about a patient whose screening suggests they are a moderate to heavy user of alcohol - what comes to mind in terms of next steps or ongoing management? Do you offer any
information, resources, etc? Under what circumstances, or for which patients?
Perceived links between alcohol use and pregnancy risk

17. In moderate to heavy users of alcohol, does pre-pregnancy counseling come to mind for these
patients as a potential flag for management or intervention? Would you normally discuss the
potential for pregnancy, planned or unplanned? Why or why not?
18. When discussing alcohol use pre-conception, how important is it for you to receive a prompt
from the patient regarding conception, pregnancy contemplation or family planning?
19. In the absence of a conception-related prompt from the patient, would you normally screen
for alcohol use pre-conception? Why or why not?
20. Do you normally think of an alcohol-using patient as being at risk for an unintended
pregnancy? Why? (probe re: alcohol use & binge drinking increasing chances of
unprotected sexual activity, etc.)
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Identifying and managing at-risk patients pre-pregnancy

21. In terms of offering advice, support or intervention to patients who are moderate to heavy
users of alcohol, in your mind do you make a distinction between patients who have alcoholrelated problems, and those who have BOTH alcohol-related problems and who are also at
risk of pregnancy? In what way?
22. In general, are there patients you view as being more at risk of an alcohol-affected
pregnancy? Who are these patients? Why do you believe they are at greater risk?
23. If you had a patient who was a moderate to heavy drinker, sexually active, and not using
birth control reliably, would you perceive this patient to be at risk of an unintended
pregnancy? How would you manage this?
24. Would you ever consider recommending that a patient in this situation use a method of
contraception that is less dependent on patient compliance, such as an IUD or implantable
hormones? Why or why not?
25. In your opinion, which patients are at the greatest risk of giving birth to a baby with fetal
alcohol spectrum disorder? Do you see many of these patients in your practice?
Managing FASD risk during pregnancy

26. When a patient presents for a pregnancy test, do you discuss any of the following?
Neg. & happy

Neg. & unhappy

Positive

Folic acid
Other prenatal vitamins and supplements
Smoking cessation or reduction
Exercise in pregnancy
Sexuality
Drug use (prescription and nonprescription)
Alcohol use
27. If a pregnant patient is believed to be a light user of alcohol, what do you discuss with the
patient? (Probe re: reassuring concerned patients about alcohol consumption;
recommendation cessation; etc.)
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28. If a pregnant patient is believed to be a moderate to heavy user of alcohol, what do you
discuss with her? (Probe re: cutting down or quitting; reassurance re: ability to manage;
referral to treatment programs; discussion re: termination options; etc.)
Capacity to manage at-risk patients

29. Do you feel you have sufficient expertise and time to provide non-pregnant patients with the
supports and intervention they need? How about pregnant patients?
30. Do you feel you have sufficient access to other resources outside your practice to give these
non-pregnant patients the supports and intervention they need? Pregnant patients? Why?
31. What might enhance your ability and capacity to manage pregnancy patients who need help
with alcohol consumption?
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Prenatal Patient Survey
This survey is about your experiences as a patient. All the information you provide will be kept confidential.
Nobody will know how you answer these questions – not even your doctor.

1. How many weeks/months pregnant are you?
#
#
#
#
#

6 weeks or less
6-1/2 weeks to 12 weeks
3 to 6 months
6 to 9 months
Not sure

2. Would you consider this pregnancy to be:
# A planned pregnancy
# An unplanned pregnancy
# I’m not sure
3. Is this your:
# First pregnancy?
# Second pregnancy?
# Third pregnancy?
# Fourth or more pregnancy?
4. Who has been providing your prenatal care during this
pregnancy? (Check all that apply)
# Family doctor
# Obstetrician/gynecologist
# Pediatrician
# Nurse practitioner
# Midwife
# Other: _________________________
# I have not received prenatal care.
5. Before becoming pregnant, did you and your doctor
talk about how to have a healthy pregnancy?
# Yes
# No
# Not sure
$
If yes, who brought up the subject of pregnancy?
(Check one only)
# My doctor brought it up without me
asking.
# I brought it up on my own.
# We both brought it up together.
# I don’t remember who brought it up.

6. Before becoming pregnant, did your family doctor,
obstetrician/gynecologist or nurse/midwife talk to you
about any of the following? (Check all that apply)
Family
doctor

Taking folic acid to
prevent birth defects

#

#

#

#

#

#

Nurse/
midwife

#
Quitting or cutting down
on cigarette smoking

#
Using birth control to
prevent pregnancy

#
Your own use of
alcohol or drugs

#

#

#
Risks of using alcohol
if you aren’t using
reliable birth control

#

#

#
Risks of using alcohol
during pregnancy #
Using drugs during
pregnancy

#
#

#
#

#

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

Obstetrician/
gynecologist

61

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

7. After becoming pregnant, did your family doctor,
obstetrician/gynecologist or nurse/midwife talk to you
about any of the following? (Check all that apply)
Family
doctor

Taking folic acid to
prevent birth defects

#

Obstetrician/
gynecologist

Nurse/
midwife

#

#

#

#

#

#
Risks of using alcohol
during pregnancy #
Risks of using drugs
during pregnancy #

#
#

#
#

Exercising safely
during pregnancy

#

#

#

#

#

#

#

#

That babies exposed
to alcohol during
pregnancy may develop #
problems that can last
their whole life.

#

#

#

#

#

#

people about alcohol use?
Family Obstetrician/ Nurse/
doctor gynecologist midwife

8. Since you became pregnant, has your doctor asked you
how much alcohol you normally drink?
# Yes
# No
# I don’t know
9. Since you became pregnant, has your doctor asked you
how often you normally drink alcohol?
# Yes
# No
# I don’t know
10. Since you became pregnant, has your doctor asked
you about your partner’s alcohol use?
# Yes
# No
# I don’t know
11. How would you describe the pattern of alcohol use
among your close family and friends?
(Check one only)
# There is no alcohol use in my circle of friends and
family.
# Only a few people drink alcohol.
# Many people drink, but they drink lightly or
responsibly during social get-togethers
# Most people drink alcohol regularly or daily.
# People regularly drink a large amount of alcohol
or they usually drink to get drunk.
# None of the above, or I’m not sure
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13. How comfortable do you feel talking to these

#
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Family/
TV/
Others
friends
news

#

That doctors can help
people stop drinking, or
drink less alcohol, #
during pregnancy.

#

Nutrition & healthy eating
during pregnancy #

#

Doctor

That no amount of
alcohol is safe during
pregnancy

#
Quitting or cutting down
on cigarette smoking

(Check all that apply)

That alcohol can harm
an unborn baby.

#
Taking prenatal vitamins
or supplements

12. Have you heard any of the following things about
using alcohol during pregnancy? Indicate whether you’ve
heard these from your doctor, friends/family, tv/news or
others.

Completely
comfortable
A little bit
comfortable
Not really
comfortable
Not at all
comfortable
I don’t know

Friends/
family

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

14. How much do you trust these people to give you
correct information about alcohol use?
Family Obstetrician/ Nurse/
doctor gynecologist midwife

Friends/
family

Trust completely

#

#

#

#

Trust a little bit

#

#

#

#

Don’t trust very
much
Don’t trust at all
I don’t know

#
#
#

#
#
#

#
#
#

#
#
#
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15. If you were to talk to your doctor about alcohol use, would you be concerned about the following?
I would be concerned:
A lot A little Not really Not at all Not sure

Being embarrassed.
Being judged by
my doctor.

#
#

#

#

#

#

#

#

#
#

Being forced into
alcohol treatment.

#

#

#

#

#

Being asked to give
up my baby.

#

#

#

#

#

16. In what ways, if any, do you plan to change your pattern of drinking alcohol during this pregnancy?
# Nothing will change because I don’t drink
alcohol at all.
# I plan to stop drinking alcohol
during this pregnancy.
# I plan to cut down on drinking alcohol.
# I will continue to drink the same amount
as before.
# I don’t know what I will do.
17. Does or your doctor think you might need to reduce your use of alcohol during pregnancy?
# I don’t know, because we didn’t talk about it.
# Yes, my doctor thinks I should use less
alcohol during pregnancy.
# No, because I don’t drink alcohol at all.
# No, because I’ve already decided not to
drink alcohol during pregnancy.
# None of the above.
18. Has your doctor offered you any of the following? (Check all that apply)
# A pamphlet or other printed information
about alcohol during pregnancy.
# Information about services from AADAC
(Alberta Alcohol and Drug Abuse Commission)
# Information about support groups for women
who want to stop drinking alcohol during
pregnancy.
# Other (please specify):_________________
_____________________________________
# None of these were offered to me.
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19. What year were you born?
# 1990 or later
# 1982 – 1989
# 1971 – 1981
# 1960 – 1970
# Before 1960
20. What is your marital status?
# Married or common law
# Single
# Divorced
# Widowed
21. What is the highest level of education you achieved?
# Elementary school
# Junior high school
# Some high school courses
# High school graduation
# Some college or technical training
# College diploma or technical certificate
# Some university courses
# University graduation
22. What is your approximate family income?
# $12,000 or less
# $12,001 - $18,000
# $18,001 - $35,000
# $35,001 - $55,000
# $55,001 - $70,000
# More than $70,000
23. What is your current occupational status?
# Stay-at-home parent
# Part-time student
# Work part-time outside the home
# Full-time student
# Work full time outside the home
# Not employed or going to school

Thank you. Please put your survey in
the box provided.
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Patient Survey
This survey is about your experiences as a patient. All the information you provide will be kept confidential.
Nobody will know how you answer these questions – not even your doctor.

1. Do you have a regular family doctor?
# Yes
# No
# Not sure
2. Do you have a regular obstetrician/gynecologist?
# Yes
# No
# Not sure
3. Before thinking you might be pregnant, did you and your doctor talk about how to have a healthy pregnancy?
# Yes
# No
# Not sure
$
If yes, who brought up the subject of pregnancy?
(Check one only)

# My doctor brought it up without me asking.
# I brought it up on my own.
# We both brought it up together.
# I don’t remember who brought it up.
4. Before thinking you might be pregnant, did your family doctor, obstetrician/gynecologist or nurse talk to you about
any of the following? (Check all that apply)
Family
doctor

Obstetrician/
gynecologist

Nurse/
midwife

Taking folic acid to
prevent birth defects

#

#

#

Quitting or cutting down
on cigarette smoking

#

#

#

Using birth control to
prevent pregnancy

#

#

#

Your own use of
alcohol or drugs

#

#

#

Risks of using alcohol
if you aren’t using
reliable birth control

#

#

#

Risks of using alcohol
during pregnancy

#

#

#

Using drugs during
pregnancy

#

#

#

5. Has your doctor recently asked you how much alcohol you drink, or how often you normally drink alcohol?
# Yes
# No
# I don’t know
6. Has your doctor recently ask you about your partner’s alcohol use?
# Yes
# No
# I don’t know
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7. Would you consider this pregnancy to be:
# A planned pregnancy
# An unplanned pregnancy
# I’m not sure
8. How would you describe the pattern of alcohol use among your close family and friends?
(Check one only)

# There is no alcohol use in my circle of friends
and family.
# Only a few people drink alcohol.
# Many people drink, but they drink lightly or
responsibly during social get-togethers
# Most people drink alcohol regularly or daily.
# People regularly drink a large amount of
alcohol or they usually drink to get drunk.
# None of the above, or I’m not sure
9. How would you describe your typical pattern of alcohol use? (Check one only)
# I don’t drink alcohol.
# I drink alcohol once in a while, mostly during
social get-togethers.
# I drink alcohol a few times per week.
# I have one or two drinks every day or almost
every day.
# At least once a week, I have four or more
drinks at a time.
# I drink alcohol until I pass out.
# None of the above, or I’m not sure.
10. If it turns out that you are pregnant, in what ways, if any, do you plan to change your pattern of drinking alcohol
during this pregnancy?
# Nothing will change because I don’t drink
alcohol at all.
# I plan to stop drinking alcohol during this
pregnancy.
# I plan to cut down on drinking alcohol.
# I will continue to drink the same amount
of alcohol as before.
# I don’t know what I will do.

11. Have you heard any of the following things about using alcohol during pregnancy? Indicate whether you’ve heard
these from your doctor, friends/family, tv/news or others.
(Check all that apply)
Doctor

Family/
friends

TV/
news

Others

#

#

#

#

#

#

#

#

That alcohol can harm
an unborn baby.
That no amount of
alcohol is safe
during pregnancy
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#

#

#

#

#

#

12. How comfortable do you feel talking to these people about alcohol use?
Family Obstetrician/ Nurse/
doctor gynecologist midwife

Completely
comfortable
A little bit
comfortable
Not really
comfortable
Not at all
comfortable
I don’t know

Friends/
family

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

#

13. How much do you trust these people to give you correct information about alcohol use?
Family Obstetrician/ Nurse/
doctor gynecologist midwife

Friends/
family

Trust completely

#

#

#

#

Trust a little bit

#

#

#

#

Don’t trust very
much

#

#

#

#

Don’t trust at all

#

#

#

#

I don’t know

#

#

#

#

14. If you were to talk to your doctor about alcohol use, would you be concerned about the following?
I would be concerned:
A lot A little Not really Not at all Not sure

#

#

my doctor.

#

#

Being forced into
alcohol treatment.

#
#

Being embarrassed.

#

#

#

#

#

#

#

#

#

#

#

#

#

#

Being judged by

Being asked to give
up my baby.
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15. What year were you born?
# 1990 or later
# 1982 – 1989
# 1971 – 1981
# 1960 – 1970
# Before 1960
16. What is your marital status?
# Married or common law
# Single
# Divorced
# Widowed
17. What is the highest level of education you achieved? (Check one only)
# Elementary school
# Junior high school
# Some high school completed
# High school graduation
# Some college or technical training
# College diploma or technical certificate
# Some university
# University graduation
18. What is your approximate family income?
# $12,000 or less # $12,001 - $18,000
# $18,001 - $35,000
# $35,001 - $55,000
# $55,001 - $70,000
# more than $70,000
19. What is your current occupational status?
# Stay-at-home parent
# Part-time student
# Work part-time outside the home
# Full-time student
# Work full time outside the home
# Not employed or going to school
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Patient Information Brochure Text
Front Flap:
Working toward alcohol-free pregnancies …. we can prevent FASD.

Women trust their physician to help them have the best pregnancy possible
(Small print at bottom) A project sponsored by Alberta Health and Wellness

Inside Flap:
Can you tell who is at risk for having a child with FASD?
They are all at risk. They live in your community. They come to your clinic. Surprised?
Women considered at-risk for having a child with FASD come from all walks of life. They may be:
•
•
•
•
•
•
•

Attending school, working or not working
Married or unmarried
In their early or later childbearing years
Uneducated or have college degrees
Of either low or high socioeconomic status
Smokers or non-smokers
From a variety of cultural backgrounds

•

Socially, emotionally and mentally healthy, or suffering from a history of trauma, violence or mental
health issues

Women may under-report the amount of alcohol they drink. They may:
•
•
•

Feel guilty about their alcohol use
Fear being judged
Fear losing their baby or other children

First Inside Page:
What is Fetal Alcohol Spectrum Disorder (FASD)?
Fetal Alcohol Spectrum Disorder (FASD) is an umbrella term used to describe the range of effects that
can occur in an individual who was prenatally exposed to alcohol, with the impact influenced by the
amount, frequency, and timing in pregnancy of the alcohol exposure, along with multiple other fetal and
maternal factors. This can result in damage to the developing fetal brain most often at the level of
neuronal function. The expression of this damage can be physical, mental, learning and behavioral
disabilities that have lifelong implications in terms of not being able to function in daily life. Individuals
with this disability will require external supports across their life span and to prevent secondary
disabilities.
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Did you know?
•

FASD is one of the top three causes of mental retardation in the Western world (along with Down’s
syndrome and spina bifida).

•

In an Alberta survey 50% of women reported drinking alcohol during the pre-pregnancy recognition
period. In the same survey 80% of women reported consuming alcohol 6 months prior to pregnancy.
In a national sample 25% of women reported drinking during pregnancy.

•
•

In one Alberta study 92.3 % of women felt their primary health care provider was genuinely
interested in their physical well being , 82% felt the provider was genuinely interested in their
emotional well being and 72.4 % felt the provider was interested in the stresses associated with
pregnancy

Who pays the cost and bears the burden of FASD?
We all do, especially the individuals affected and their families. The economic burden of FAS is
substantial with some studies estimating lifetime costs of $844,066 to $1.5 million dollars. These costs
include additional educational, social service and healthcare costs, and in some cases disability payments
per individual with FASD. However, other estimates, some of which include judicial and incarceration
costs are as high as $3.0 million per individual per lifetime. One study shows conservative costs of FASD
in Canada to be an estimated $344.2 million annually.

What are some of the consequences associated with FASD?
•
•
•
•
•

Mental health problems
Disruptive school experience
Trouble with the law
Inappropriate sexual behavior
Drug/alcohol problems

What can you do to prevent FASD?
•

Routinely ask all female patients of child-bearing years about alcohol use.

•

Advise all women who are pregnant or considering pregnancy to abstain from alcohol. There is
no known safe level of alcohol consumption during pregnancy.

•

Advise pregnant women and their partners about the benefits of stopping or reducing alcohol use
at any time during pregnancy.

•

Educate all female patients and their partners about FASD and the adverse effects of alcohol on
the fetus.

Will asking the questions really make a difference?
•

Studies indicate that a supportive counseling and/or case management program can result in 60 to
80% of pregnant women reducing their alcohol intake before the third trimester and 35 to 50%
stopping heavy drinking.

Do you have the time and skills to ask questions about alcohol use?
•

You may feel that asking women about alcohol use is a challenging task and will take extra time. In
fact, studies show that physicians using motivational interviewing techniques were more effective but
spent less time talking to patients about drinking than physicians who didn’t use the technique.

•

The discussion does not have to be lengthy. If you identify a possible problem, refer the patient to
appropriate counseling and resources and arrange for medical follow-up.
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How can this be done effectively?
•

Combine your discussions relating to alcohol use with other routine screening,
contraception counseling and screening for STDs, to “normalize” the topic. Include these as a part of
routine care.

•

Use tools such as the women’s lifestyle questionnaire provided with this kit, or other chart
reminders or screening tools, to prompt and assist you to ask about alcohol use.
Use the T-ACE screening tool.

•
•
•

Use brief intervention techniques (e.g. motivational interviewing) to create a safe and
supportive context for discussion.
Refer to the Women’s Lifestyle Questionnaire and desktop reminder provided with this kit for
more information and links to referral sites.

What if there really is a problem?
•

You need only take the first step. There are other professionals you can refer your patients to for
assistance.

•

Be aware of and use community referral resources. Don’t feel you must provide counseling and
mental health support on your own.
Make a referral and schedule a follow up visit to monitor the patient’s progress.

•

What is motivational interviewing?
•

An interviewing technique that has been traditionally utilized in mental health and counseling
settings.

•

Includes empathetic listening, and is non-confrontational, non-judgmental and clientfocused.

Essential components of motivational interviewing:
•

Express empathy, warmth and acceptance

•
•
•

Point out the contrast between the patient’s desire for a healthy pregnancy and the fact that
she is drinking
Avoid confrontation and minimize defensiveness
Support the patient’s belief in her ability to change

•
•
•
•

Ask open-ended questions
Provide empathetic reflection on her responses
Ask for a drinking reduction goal
Schedule a short-term follow-up appointment to monitor progress.

For more information on Motivational Interviewing techniques please refer to “The SMART Guide – Motivational
Approaches Within the Stages of Change for Pregnant Women Who Use Alcohol – A Training Manual for Service
Providers” - order at aware@kos.net
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Back Page:
T-ACE is a standardized screening tool that:
•
•
•

Can assist physicians to accurately identify women who consume alcohol during pregnancy.
Typically identifies 90% or more of potential risk-drinkers.
Is a ‘five-minute tool’ that is easy to use and score.
Sokol, R. et al.
The T-Ace Questions – Practical Prenatal Detection of Risk Drinking
American Journal of Obstetrics and Gynecology
April 1989

T- ACE consists of four questions:
•

TOLERANCE – How many drinks does it take to make you feel high/feel the effect of alcohol?
Score 2 points for more than 2 drinks. Score 0 points for 2 drinks or less.

Score 1 point for each YES answer to the following:
•
•

ANNOYANCE – Have people annoyed you by criticizing your drinking?
CUT DOWN – Have you felt you ought to cut down on your drinking?

•

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

High risk score = 2 or more points (consider referral for counseling)

ASSESS – REFER – FOLLOW UP
Referral Sites and Resources for Alcohol Counseling
•

Alberta Alcohol and Drug Abuse Commission (AADAC) Help Line (for information including
referrals for AADAC services across Alberta
1-866-332-2322
www.aadac.com

•

AADAC Enhanced Services for Women (physician referrals)
Calgary – 1-403-297-3033 or 1-403-297-3066
Edmonton – 1-780-415-0786 or 1-780-415-0776
Grande Prairie – 1-780-538-6356

•

Motherisk (Hospital for Sick Children) – Alcohol and Substance Use in Pregnancy Help
Line (physician training, information for physicians or patients)
1-877-327-4636
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Appendix 8. Physicians for FASD Prevention Project
Screening Checklist (Draft)
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Adult Women’s Lifestyle Screening Checklist (Draft)
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Appendix 9. Physicians for FASD Prevention Project
Poster (Draft)
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Appendix 10. Physicians for FASD Prevention Project
Desktop Reminder (Draft)
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Appendix 11. Physicians for FASD Prevention Project
Investigation Phase Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

95

Alberta Health and Wellness
Toward Optimized Practice, Project Report

96
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

97

Alberta Health and Wellness
Toward Optimized Practice, Project Report

98
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

99

Alberta Health and Wellness
Toward Optimized Practice, Project Report

100
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

101

Alberta Health and Wellness
Toward Optimized Practice, Project Report

102
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

103

Alberta Health and Wellness
Toward Optimized Practice, Project Report

104
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

105

Alberta Health and Wellness
Toward Optimized Practice, Project Report

106
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

107

Alberta Health and Wellness
Toward Optimized Practice, Project Report

108
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

109

Alberta Health and Wellness
Toward Optimized Practice, Project Report

110
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

111

Alberta Health and Wellness
Toward Optimized Practice, Project Report

112
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

113

Alberta Health and Wellness
Toward Optimized Practice, Project Report

114
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

115

Alberta Health and Wellness
Toward Optimized Practice, Project Report

116
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

117

Alberta Health and Wellness
Toward Optimized Practice, Project Report

118
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

119

Alberta Health and Wellness
Toward Optimized Practice, Project Report

120
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

121

Alberta Health and Wellness
Toward Optimized Practice, Project Report

122
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

123

Alberta Health and Wellness
Toward Optimized Practice, Project Report

124
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

125

Alberta Health and Wellness
Toward Optimized Practice, Project Report

126
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

127

Alberta Health and Wellness
Toward Optimized Practice, Project Report

128
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

129

Alberta Health and Wellness
Toward Optimized Practice, Project Report

130
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

131

Alberta Health and Wellness
Toward Optimized Practice, Project Report

132
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

133

Alberta Health and Wellness
Toward Optimized Practice, Project Report

134
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

135

Alberta Health and Wellness
Toward Optimized Practice, Project Report

136
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

137

Alberta Health and Wellness
Toward Optimized Practice, Project Report

138
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

October 2007

139

Alberta Health and Wellness
Toward Optimized Practice, Project Report

140
© 2007 Government of Alberta

October 2007

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

Appendix 12: References

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

141

Alberta Health and Wellness
Toward Optimized Practice, Project Report

© 2007 Government of Alberta

October 2007

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

References
1.

Abel EL, Kruger M. What do physicians know and say about Fetal Alcohol Syndrome: A survey of
obstetricians, pediatricians and family medicine physicians. Alc: Clin & Exp Res 1998; 22(9); 19514.

2.

Ad Hoc Working Group on Women, Mental Health, Mental Illness and Addictions. Women, mental
health, mental illness and addiction in Canada: An overview. Canadian Women’s Health Network
2006; www.cwhn.ca; 18-20.

3.

Alberta Alcohol and Drug Abuse Commission. A review of addictions-related screening and
assessment instruments: Measuring the measurements. AADAC 2004.

4.

Alberta Alcohol and Drug Abuse Commission. Reducing tobacco use in Alberta: A comprehensive
strategy. AADAC 2001.

5.

Alberta Health and Wellness. Framework for healthy Alberta. Alberta Health and Wellness 2002.

6.

Alberta Medical Association. Guideline for the Diagnosis of Fetal Alcohol Syndrome (FAS). Alberta
Clinical Practice Guidelines. Alberta Medical Association 1999.

7.

Alberta Medical Association. Prevention of Fetal Alcohol Syndrome (FAS). Alberta Clinical Practice
Guidelines. Alberta Medical Association. 2005 update.

8.

Alberta Perinatal Health Program. Preconception Health Framework. Alberta Perinatal Health
Program 2007.

9.

Andreasson S, Jhalmarsson K, Rehnman C. Implementation and dissemination of methods for
prevention of alcohol problems in primary health care: A feasibility study. Alcohol and Alcoholism
2000;33(5):525-30.

10.

Astley SJ. Fetal alcohol syndrome prevention in Washington state: Evidence of success. Ped &
Perinat Epid 2004;18(5):344-51.

11.

Babor TF, Higgins-Biddle JC. Alcohol screening and brief intervention: Dissemination strategies for
medical practice and public health. Addiction 2000 May;95(5):677-86.

12.

Basford DL, Thorpe K. State of the evidence: Fetal alcohol spectrum disorder (FASD) prevention.
Alberta Center for Child, Family & Community Research 2005 Apr; University of Lethbridge,
Lethbridge AB.

13.

Bates DW, Kuperman GJ, Wang S, Gandhi T, Kittler A, Vold L, Spurr C, Khorasani R, Tanasijevic M,
Middleton B. Ten commandments for effective clinical decision support: Making the practice of
evidence-based medicine a reality. J Am Med Info Assoc 2003;10:523-30.

14.

Bauchner H, Simpson L, Chessare J. Changing physician behavior. Arch Dis Child 2001;84:459-62.

15.

Beasley JW, Hankey TH, Erickson R, Stange KC, Mundt M, Elliott M, Wiesen P, Bobula J. How many
problems do family physicians manage at each encounter? A WReN study. Ann Fam Med. 2004
Sep-Oct;2(5):405-10.

16.

Bien TH, Miller WR, Tonigan JS. Brief interventions for alcohol problems: A review. Addiction
1993;88:315-36.

17.

Burge SK, Schneider FD. Alcohol-related problems: Recognition and intervention. Am Fam Phys.
1999 Jan;59(2):358-72.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

143

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

18.

Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH, Abboud PC, Rubin HR. Why don’t physicians
follow clinical practice guidelines? JAMA 1999;282:1458-65.

19.

Canadian Institute for Health Information. From perceived surplus to perceived shortage: What
happened to Canada’s physician workforce in the 1990’s? Canadian Institute for Health Information
2002, Ottawa ON.

20.

Canadian Perinatal Surveillance System Fact Sheet. Alcohol and pregnancy. Public Health Agency
of Canada 1998. http://www.phac-aspc.gc.ca/rhs-ssg/factshts/alcprg_e.html.

21.

Canadian Task Force on Preventive Health Care. Effective dissemination and implementation of
Canadian Task Force Guidelines on preventive health care: Literature review and model
development. Health Canada 1999, Ottawa ON.

22.

Canagasaby A, Vinson DC. Screening for hazardous or harmful drinking using one or two quantityfrequency questions. Alcohol and Alcoholism 2005;40(3):208-13.

23.

Carroll KM, Ball SA, Nich C, Martino S, Frankforter TL, Farentinos C, Kunkel LE, Mikulich-Gilbertson
SK, Morgenstern J, Obert JL, Polcin D, Snead N, Woody GE. Motivational interviewing to improve
treatment engagement and outcome in individuals seeking treatment for substance abuse: A multisite effectiveness study. Drug and Alcohol Dependence 2006;81:301-12.

24.

Chan JG, Klein J, Koren G. Screening for Fetal Alcohol Spectrum Disorder. Can Fam Phys
2005;51:33-4.

25.

Chang G, McNamara, TK, Orav EJ, Koby D, Lavigne A, Ludman B, Vincitorio NA, Wilkins-Haug L.
Brief Intervention for prenatal alcohol use: A randomized trial. Obs & Gyn 2005;105:991-8.

26.

Chang G, Wilkins-Haug L, Berman S, Goetz MA. Brief intervention for alcohol use in pregnancy: A
randomized trial. Addiction 1999;94(10):1499-1508.

27.

Chang G, Wilkins-Haug L, Berman S, Goetz MA, Behr H, Hiley A. Alcohol use and pregnancy:
Improving identification. Obs & Gyn 1998;91:892-8.

28.

Clarke M. Fetal Alcohol Syndrome survey: Final report. Alberta Medical Association 1998.
Unpublished manuscript.

29.

Clarke M, Tough SC, Cooke J. Fetal alcohol spectrum disorder: Knowledge and attitudes of health
professionals about Fetal Alcohol Syndrome: Results of a national survey. Health Canada 2004;
Ottawa, Ont.

30.

Clarke M, Tough SC, Hicks M, Clarren S. Approaches of Canadian providers to the diagnosis of
Fetal Alcohol Spectrum Disorders. JFAS Int 2005 Jan;3:e2.

31.

Conigliaro J, Lofgren RP, Hanusa BH. Screen for problem drinking: Impact on physician behavior
and patient drinking habits. J Gen Intern Med 1998 Apr;13(4):251-6.

32.

Cormier RA, Dell CA, Poole N. Women and substance use problems. Women’s Health Surveillance
Report. Health Canada 2001, updated 2003;Ottawa ON.

33.

Cornelius MD, Richardson GA, Day NL, Cornelius JR, Geva D, Taylor PM. A comparison of prenatal
drinking in two recent samples of adolescents and adults. J Stud Alcohol 1994;55(4):412-9.

34.

Cranney M, Warren E, Barton S, Gardner K, Walley T. Why do GPs not implement evidence-based
guidelines? A descriptive study. Fam Prac 2001;18(4):359-63.

144
© 2007 Government of Alberta

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

35.

Davis D, Evans M, Jadad A, Perier L, Rath D, Ryan D, Sibbald G, Straus S, Rappolt S, Wowk M,
Zwarenstein M. The case for knowledge translation: Shortening the journey from evidence to
effect. BMJ 2003 Jul 5;327:33-5.

36.

Dell CA, Roberts G. Research update – Alcohol use and pregnancy: An important Canadian public
health and social issue. Public Health Agency of Canada 2006; Ottawa ON.

37.

Diekman ST, Floyd RL, Decoufle P, Schulkin J, Ebrahim SH, Sokol RJ. A survey of obstetriciangynecologists on their patient’ alcohol use during pregnancy. Obs & Gyn 2000;95:756-63.

38.

Donovan CL. Factors predisposing, enabling and reinforcing routine screening patients for
preventing Fetal Alcohol Syndrome: A survey of New Jersey physicians. J Drug Educ
1991;21(1):35-42.

39.

Einarson A, Koren G. A survey of women’s attitudes concerning healthy lifestyle changes prior to
pregnancy. JFASI 2006;4(2):1-6.

40.

Falvo D, Woehlke P, Deichmann J. Relationship of physician behavior to patient compliance.
Patient Couns Health Educ1980;2(4):185-8.

41.

Floyd RL, Decoufle P, Hungerford DW. Alcohol use prior to pregnancy recognition. Am J Prev
Med1999;17(2):101-7.

42.

Floyd RL, O’Connor MJ, Sokol RJ, Bertrand J, Cordero JF. Recognition and prevention of Fetal
Alcohol Syndrome. Obs & Gyne 2005; 106(5):1059-64.

43.

Gareri J, Chan D, Klein J, Koren G. Screening for Fetal Alcohol Spectrum Disorder. Can Fam Phys
2005;51:33-4.

44.

Garrison Cauffman J, Forsyth RA, Clark VA, Foster JP, Martin KJ, Lapsys FX, Davis DA. Randomized
controlled trials of continuing medical education: What makes them most effective? JCEHP
2002;22(4):214-21.

45.

Gill JS. Reported levels of alcohol consumption and binge drinking within the UK undergraduate
student population over the last 25 years. Alcohol & Alcoholism 2002;37(2):109-20.

46.

Gladstone J, Levy M, Nulman I, Koren G. Characteristics of pregnant women who engage in binge
alcohol consumption. CMAJ 1997;156(5):789-94.

47.

Goh YI. Knowledge is the key to prevention: Reduction of alcohol-exposed pregnancies through
motivational intervention. JFAS Int. 1:e21. The Hospital for Sick Children 2003, Toronto, ON.

48.

Goodyear-Smith F, Whitehorn M, McCormick R. General practitioners’ perceptions of continuing
medical education’s role in changing behaviour. Education for Health: Change in Learning &
Practice 2003.16(3):328-38.

49.

Gray E, McCambridge J, Strang J. The effectiveness of motivational interviewing delivered by youth
workers in reducing drinking, cigarette and cannabis smoking among young people: quasiexperimental pilot study. Alcohol and Alcoholism 2005;40(6):535-9.

50.

Hankin J.R. Fetal Alcohol Syndrome prevention research. Alc Res & Health 2002;Vol 26.

51.

Health Canada. Fetal Alcohol Spectrum Disorder (FASD): A Framework for Action. Public Health
Agency of Canada 2005. Ottawa ON.

52.

Health Canada. Health human resources: Balancing supply and demand. Health Canada 2004. ISSN
1499-3503.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

145

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

53.

Health Canada. Joint Statement – Prevention of Fetal Alcohol Syndrome and Fetal Alcohol Effects in
Canada. Health Canada 2006. Ottawa ON.

54.

Health Canada. Research Update – Alcohol use and pregnancy: An important Canadian public
health and social issue. Public Health Agency of Canada 2006. Ottawa ON.

55.

Henderson J, Gray R, Brocklehurst P. Systematic review of effects of low-moderate prenatal
alcohol exposure on pregnancy outcome. BJOG 2007;114:243-52.

56.

Heyes T, Long S and Mathers N. Preconception care. Practice and beliefs of primary care workers.
Family Practice 2004;21:22–7.

57.

Hicks M, Sauve RS, Lyon AW, Clarke M, Tough SC. Alcohol use and abuse in pregnancy: An
evaluation of the merits of screening. Can Child Adol Psyc Rev 2003; Aug3 (12):78-80.

58.

Keffer JH. Guidelines and algorithms: Perceptions of why and when they are successful and how to
improve them. Clin Chem 2001;47:1563-72.

59.

Kennedy T, Regahr G, Rosenfield J, Roberts W, Lingard L. Exploring the gap between knowledge
and behavior: A qualitative study of clinician action following an educational intervention. Acad Med
2004;79:386-93.

60.

Koren G, Caprara D, Chan D, Jacolson S, Porter K. Is it al right to drink a little in pregnancy?
Hospital for Sick Children 2004, Toronto ON.

61.

Koren G, Loebstein R, Nulman I. Fetal Alcohol Syndrome: role of the family physician. Motherisk
websight (www.motherisk.org/prog/updates); Hospital for Sick Children 1998, Toronto ON.

62.

Koren G, Nulman I, Chudley AE, Loocke C. Fetal alcohol spectrum disorder. CMAJ. 2003 Nov 25;
169(11):1181-90.

63.

Kystkan CE, Moore TE. Global perspectives on Fetal Alcohol Syndrome: Assessing practices, policies
and campaigns in four English-speaking countries. Can Psych 2005, Toronto ON..

64.

Lamb D, Charach L, Poole N, Gavin K. A framework for addictions services for women. Alberta
Alcohol and Drug Abuse Commission 2003.

65.

Larimer ME, Cronce JM, Lee CM, Kilmer JR. Brief intervention in college settings. Alcohol and
Alcoholism 2003:38:626-8.

66.

Leech SL, Day NL. Moderate prenatal alcohol exposure and cognitive status of children at age 10.
Alcoholism: Clin and Exper Res 2006 Jun.

67.

Little RE, Young A, Streissguth AP, Uhl CN. Preventing Fetal Alcohol Effects: Effectiveness of a
demonstration project. Ciba Found Symp 1984;105:254-74.

68.

Lowes R. Patient-centered care for better patient adherence. Fam Prac Mgmt. 1998 Mar;5(3):46-7,
51-4, 57.

69.

Marlatt GA. Baer JS, Kivlahan DR, Dimeff LA, Larimer ME, Quigley LA, Somers LM, Williams E.
Screening and brief intervention for high-risk college student drinkers: Results from a 2-year followup assessment. J Cons Clin Psych.1998 Aug;66(4):604-15.

70.

Masotti P, George MA, Szala-Meneok K, Morton AM, Loock C, Van Bibber M, Ranford J, Fleming,
Macleod S. Preventing fetal alcohol spectrum disorder in aboriginal communities: A method
development project. PLoS 2006;Jan:3(1):1-15.

146
© 2007 Government of Alberta

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

71.

McCambridge J, Stang J. The efficacy of single-session motivational interviewing in reducing drug
consumption and perceptions of drug-related risk and harm among young people: Results from a
multi-site cluster randomized trial. Addiction 2004;Jan;99(1):39-52.

72.

Miller WR, Mount KA. A small study of training in motivational interviewing: Does one workshop
change clinician and client behavior? Behav Cog Psyc 2001;29:457-71.

73.

Millstein SG, Marcell AV. Screening and counseling for adolescent alcohol use among primary care
physicians in the United States. Pediatrics 2003;Jan;111(1):114-22.

74.

Miner KJ, Holtan N, Braddock MC, Cooper H, Kloehn D. Barriers to screening and counseling
pregnant women for alcohol use. Minn Med 1993;Oct;79(10):43-7.

75.

Mukherjee RAS, Hollins S, Turk J. Low level alcohol consumption and the fetus. BMJ 2005;19
Feb;330:375-376. doi:10.1136/bmj.330.7488.375a

76.

Murphy-Brennan MG, Oei TPS. Is there evidence to show that Fetal Alcohol Syndrome can be
prevented? J Drug Educ 1999;29(1);5-24.

77.

Nanson JL, Bolaria R, Snyder RE, Morse BA, Weiner L. Physician awareness of fetal alcohol
syndrome: A survey of pediatricians and general practitioners. CMAJ 1995;May;152(7):1071-6.

78.

National Alcohol Strategy Working Group. Reducing alcohol-related harm in Canada: Toward a
culture of moderation. Health Canada 2007, Ottawa ON.

79.

Nevin AC, Parshuram C, Nulman I, Koren G, Einarson A. A survey of physicians’ knowledge
regarding awareness of maternal alcohol use and the diagnosis of FAS. BMC Fam Prac 2002;3:2.
doi:10.1186/1471-2296-3-2.

80.

Nordqvist C, Wilhelm E, Lindqvist, Bendtsen P. Can screening and simple written advice reduce
excessive alcohol consumption among emergency care patients? Alcohol and Alcoholism
2005;40(5):401-8.

81.

Nulman I, Rovet J, Kennedy D, Wasson C, Gladstone J, Freid S, Koren G. Binge alcohol
consumption by non-alcohol-dependent women during pregnancy affects child behaviour, but not
general intellectual functioning: A prospective controlled study. Arch Women Mental Health
2004;Jul;7(3):173-81.

82.

Ockene JK, Wheeler EV, Adams A, Hurley TG, Hebert J. Provider training for patient-centered
alcohol counseling in a primary care setting. Arch Int Med 1997;Nov 10;157(20):2334-2341.

83.

Ozer EM, Lustig JL, Gee S, Garber AK, Gardner LR, Rehbein M, Addison L, Irwin CE. Increasing the
screening and counseling of adolescents for risky health behaviors: A primary care intervention.
Pediatrics 2005;Apr;115(4):960-8.

84.

Pawar M. Five tips for generating patient satisfaction and compliance. Fam Prac Mgmt
2005;Jun;12(6):44-6.

85.

Payne J, Elliott E, D’Antoine H, O’Leary C, Mahony A, Haan E, Bower C. Health professionals’
knowledge, practice and opinions about Fetal Alcohol Syndrome and alcohol consumption in
pregnancy. Aus N Z J Public Health 2005;Dec;29(6):558-64.

86.

Poirier MK, Clark MM, Ceryhan JH, Pruthi S, Geda YE, Dale LC. Teaching motivational interviewing
to first-year medical students to improve counseling skills in health behavior change. Mayo Clinic
Procedures, May Foundation for Medical Education and Research 2005;79:327-31.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

147

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

87.

Poole N. Mother and child reunion: Preventing Fetal Alcohol Spectrum Disorder by promoting
women’s health. British Columbia Center of Excellence for Women’s Health, Policy Series 2003.
Vancouver BC.

88.

Poole N, Dell CA. Girls, women and substance use. British Columbia Center of Excellence for
Women’s Health/ Canadian Center on Substance Abuse 2005. Vancouver BC.

89.

Poole N, Horne T, Greaves L, Chovanec DM, Watkins M. Windows of Opportunity: A statistical
profile of substance use among women in their childbearing years in Alberta. Alberta Alcohol and
Drug Abuse Commission, Research Services 2004.

90.

Poses RM. One size does not fit all: Questions to answer before intervening to change physician
behavior. Jt Comm J Qual Improv;1999 Sep;25(9):486-95.

91.

Rehm J, Perron P. Costs of substance abuse in Canada. Canadian Center on Substance Abuse 2002.
Ottawa ON.

92.

Royal College of Obstetricians and Gynaecologists. Alcohol consumption and the outcomes of
pregnancy. RCOG Statement No. 5, Guidelines and Audit Committee of the RCOG 2006.

93.

Saitz R, Horton NJ, Sullivan LM, Moskowitz MA, Samet JH. Addressing alcohol problems in primary
care: A cluster randomized controlled trial of a systems intervention. Ann Intern Med
2003;138:372-82.

94.

Savage CL, Wray JN, Ritchey PN, Fulmer M. Measurement of maternal alcohol consumption in a
pregnant population. Subst Abuse 2002;Dec;23(4):211-4.

95.

Sheehy Handmaker N, Hester RK, Delaney HD. Videotaped training in alcohol counseling for
obstetric care practitioners: A randomized controlled trial. Obs & Gyn 1999;93:213-8.

96.

Sheehy Handmaker N, Wilbourne P. Motivational interventions in prenatal clinics. Alc Res & Health.
2001;25(3):219-21.

97.

Shiffman, RN, Michel G, Essaihi A, Thornquist E. Bridging the guideline implementation gap: A
systematic, document-centered approach to guideline implementation. J Am Med Info Assoc
2004;11:418-26.

98.

Silzer J. Focus group final report. Consumer and provider perspectives: Informing preconception
strategy development. Calgary, Quality Safety and Health Information, Survey and Evaluation
2007; Calgary Health Region.

99.

Sobell LC, Sobell MB. Alcohol consumption measures: Assessing alcohol problems. National
Institute on Alcohol Abuse and Alcoholism, National Institutes of Health 2003 (2nd ed.); Bethesda
MD.

100. Sokol RJ, Delaney-Black V, Nordstrom B. Fetal Alcohol Spectrum Disorder. JAMA 2003 Dec
10;290(22):2996-9.
101. Timmermans S &, Mauck A. The promises and pitfalls of evidence-based medicine. Health Affairs
2005;24(1):18-28.
102. Tough SC, Clarke M, Clarren S. (2005). Preventing Fetal Alcohol Spectrum Disorders: Preconception
counseling and diagnosis help. Motherisk website 2005 Sep;
http://www.motherisk.org/prof/updatesDetail.jsp?content_id=737

148
© 2007 Government of Alberta

‘Physicians for Fetal Alcohol Spectrum Disorder Prevention Project

Alberta Health and Wellness
Toward Optimized Practice, Project Report

October 2007

103. Tough SC, Clarke M, Hicks M. A comparison of Alberta physicians’ responses on surveys in 1998
and 2002 regarding knowledge, attitudes and clinical practice related to Fetal Alcohol Syndrome
and maternal alcohol use during pregnancy. Alberta Health and Wellness 2003.
104. Tough SC, Clarke M, Hicks M, Clarren S. Clinical practice characteristics and preconception
counseling strategies of health care providers who recommend alcohol abstinence during
pregnancy. Alcohol Clin Exp Res 2004; Nov;28(11):1724-31.
105. Tough SC, Clarke M, Hicks M, Clarren S. Attitudes and approaches of Canadian providers to
preconception counseling and the prevention of Fetal Alcohol Spectrum Disorders. JFASI
2005;3:e3.
106. Tough SC, Clarke M, Hicks M, Cook J. Pre-conception practices among family physicians and
obstetrician-Gynaecologists: Results from a national survey. J Obs Gyn Can 2006;Sep; 28(9)L7808.
107. Tough SC, Tofflemire K, Jack M. Reproduction in Alberta: A look at the preconception, prenatal and
postnatal periods. Alberta Center for Child, Family and Community Research 2006.
108. Tough SC, Tofflemire K, Clarke M, Newburn-Cooke C. Do women change their drinking behaviours
while trying to conceive? An opportunity for preconception counselling. Clin Med & Res
2006;4(2):97-105.
109. Tu K, Davis D. Can we alter physician behavior by educational methods? Lessons learned from
studies of the management and follow-up of hypertension. J Cont Educ Health Prof 2005; Apr
25;22(1):11-22.
110. Unites States Department of Health and Human Services. Advisory on Alcohol Use in Pregnancy.
Office of the Surgeon General. Press release; 2005 Feb 25.
http://www.hhs.gov/surgeongeneral/pressreleases/sg02222005.html.
111. Van Den Bruel A, Aertgeerts B, Hoppenbreouwers K, Roelants M, Buntinx F. CUGE: A screening
instrument for alcohol abuse and dependence in students. Alcohol and Alcoholism 2004;39(5):43944.
112. Waddell C. So much research evidence, so little dissemination and uptake: Mixing the useful with
the pleasing. Evid Based Nurs 2002;5:38-40.
113. Walitzer KS, Dermen KH, Connors GJ. Strategies for preparing clients for treatment: A review.
Behav Mod 1999;23(1):129-51.
114. Wong-Rieger D, LaBrie M, Smith L, Guyon G, Holland C, Hones B. It takes two: Condom and Pill
Project Report. Alberta Medical Association 1996.
115. Yeager KK, Donehoo RS, Macera CA,, Croft JB, Heath GW, Lane MJ. Health promotion practices
among physicians. Am J Prev Med 1996;Jul-Aug;12(4):238-41.

Physicians for Fetal Alcohol Spectrum Disorder Prevention Project
© 2007 Government of Alberta

149

