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o A MESSAGE FROM THE COMMISSIONER OF EDUCATION. . .

Please accept this copy of the most recent HOT TOPICS publication,
COCAINE BABIES: FLORIDA'S SUBSTANCE-EXPOSED CHILDREN. This
publication was developed by the Prevention Center in the Department of Education’s
Office of Policy Research and Improvement (OPRI). The HOT TOPICS series 1s
designed to keep educators and policymakers up-to-date on important issues and trends
in education. Each publication is developed with the input of education and content
experts, and contains the most recent available information and research.

Parents, social service providers and educators must work together to successfully
teach and nurture substance-exposed children. The intent of COCAINE BABIES:
FLORIDA'S SUBSTANCE-EXPOSED CHILDREN is to provide assistance in
working with these special students. The challenge of meeting the nceds of substance-

cxposed children is here in hundreds of pre-kindergarten, kindergarten, and elementary
school classrooms.

1 am awarc that teachers, principals, district administrators, school nurses,
counsclors, and psychologists need assistance in identifying and educating substance-
exposed children. COCAINE BABIES: FLORIDA'S SUBSTANCE-EXPOSED

- CHILDREN provides some of that help. Included is a summary of current publications
on this critical issue. Also included is a resource list with contacts of organizations
around Florida which parents and cducators can call on for additional information.

Our intent is 10 serve you and your staff with usable information on issues of high
priority in public education. If we can be of further assistance, please call Nancy
Fontaine, Program Director, Drug-Free Schools, or Dan Thomas, Public Information
Specialist, Prevention Center, (904) 488-6304.

oner of Education
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In recent years the problem of substance abuse during pregnancy has intensified dramatically
due to the widespread use of cocaine and its highly addictive derivative, crack. Pervading all social
strata, and including teenagers who are often completely unaware of the possible consequences to an
unborn child, drug use among pregnant women is shockingly prevalent. Researchers now estimate that
one in ten newborns across the U.S. is a substance-exposed child. (Throughout this document, the terms
"substance-exposed child" and "prenatally-exposed child” will be used interchangeably.)

‘The statistics on the prevalence of drug use during pregnancy have serious implications for our
cducational systems. because substance-exposed children often are unable to function in a traditional
school classroom. The absence of consistent physical and emotional nurturance in their early lives
causes these children to have difficulty with even the most basic skills, like processing and following
directions, playing with toys, or interacting with others. Further, they are at risk for chronic health
problems, social and psychological maladjustiment, and school failure. Without intervention, their
prospects for a successful future are dim.

Yet there is hope. Substance-exposed children do respond to a classroom environment designed
to meet their particular needs. Smaller classes that provide a structured learning environment are
essential. With individualized attention from teachers trained to work with special neurological and
behavioral problems, prenatally-exposed children are able to grow emotionally, socially, and intellec-
tually. In coordination with other helping professionals working to serve drug-involved families,
educators have the opportunity to significantly cnhance the lives of substance-exposed children.

Cocaine Babies: Florida's Substance-Exposed Children was created to provide teachers,
principals, district administrators, school nurses, counselors, psychologists, and others working with
prenatally-exposed children with background data, practical strategies for teaching and learning, and
resources for networking. Several themes expressed in this document represent the current thrust of
research and practice in the area of substance abuse during pregnancy:

- prenatal substance abuse can cause a wide range of impairments which can either be mitigated
or exacerbated by the child's early environment;

- early intervention is very effective in helping substance-exposed children, particularly when
the entire family is involved and services provided by professionals of all disciplines are coordinated;

- the fundamental processes of bonding and attachment are particularly vulnerable to the stresses

caused by prenatal exposure to alcohol and other drugs, and can inhibit emotional, social, and intellectual
development in later years:

- the emotional and intellectual problems resulting from prenatal exposure to alcohol and other
drugs are often very subtle, and frequently occur in children of normal intelligence;
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- substance-exposed children require a school setting with a great deal of individualized
attention, characterized by understanding, patience, structure, and consistency;

- a wide range of resources in a variety of areas, including specific teaching strategies for
prenatally-exposed children, are available for educators and other helping professionals.

The full tragedy of Florida's substance-exposed children has yet to unfold. As these children
reach adolescence and adulthood, they will be likely candidates for more serious problems unless they
and their families receive the help they now need. Schools are faced with the challenge of providing this
special assistance. Though additional resources may be required, the benefits to substance-exposed
children, their families, and society are invaluable.
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Chapter 1
g WHAT IS THE PROBLEM?

STATISTICS

Noone can say preciscly how many babies are affected by prenatal exposure to alcohol and other
drugs, butestimates do exist. Other statistics on related problems like child abuse and neglect and
juvenile crime are also instructive in two important ways. First, they point to the fact that the problem
is multifaceted, much more complex than the tragedy of substance-exposed infants in isolation.
Second, such related statistics show a sharp increase since crack cocaine achieved widespread popularity
throughout the United States.

How many pregnant women are using alcohol and other drugs?

. Approximately 1 in 10 pregnant women were found to have used drugs while
pregnant, according to a 1988 survey of 36 mostly urban, public, and private
hospitals across the United States. Reports of usage ranged from 0.4% to 27%,
depending on the thoroui;hness of the assessments. The number of public aid
patients was not a factor.

. Fifteen percent of women of childbearing age (1510 44 years) currently use alcohol
and other drugs.  Of these, 34 million consume alcohol, 18 million smoke
cigarettes. and more than 6 million use iilicit drugs.2

How large is the problem of cocaine use by pregnant women?

Recent studies in the United States reported:
. Cocaine-addicted babics account for 80% of the substance-affected babies born
1o women participating in the treatment program - at Northwestern Memorial
Hospital's Perinatal Center for Chemical Dependence in Chicago.]

Fifty-eight percent of the women seeking obstetrics care at the Family Center of
Jefferson Medical College in Philadelphia currently show cocaine in their urine
screens: in 1985, the proportion was 7%. 2

. Of the 1226 women who gave birth at Boston City Hospital between 1986and 1988,
27%. had smoked marijuana and 18% had used cocaine during their pregnancies. 2
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in a study conducted at Boston City Hospital in 1988, marijuana users
gave birth to babies who were three ounces lighter and one-fifth of an
inch shorter than babies born to non-marijuana smokers. Cocaine use
was associated with even shorter and lighter weight infants.

How many babies are affected?

. A recent national study suggests that as many as 375,000 infants may be
affected by substance abuse each year.1

. An estimated 50,000 babies a year suffer the effects of maternal alcohol
use during pregnancy; 10% suffer irreversible birth defects.?

. It is estimated that there are between one and three cases of Fetal Alcohol
Syndrome among every 1,000 live births.?

What are the statistics for Florida?

. An estimated 5.5% of the 185,(KX) babies born in 1988 in Florida were
substance-exposed newboms

In 1988-89, 10,425 newborns born in Florida were exposed to drugs
prenatafly.

70% of the substance-exposed newboms in Florida are estimated to be
ncocaine babies” who test positive for cocaine as well as other drugs.4

13% of the substance-cxposed newborns in Florida are estimated to be
"cocaine-involved babies" whose mothers have a history of cocaine use, but
do not iest positive for cocaine at birth.4

. 17% of the substance-exposed newborns in Florida arc estimated to be
“other-substance-exposed newbomns,” affected by marijuana, alcohol, am-
phetamines, heroin and/or other drugs, but not cocaine.”?




Only 36% of the mothers of Florida's substance-exposed babies reported
receiving any prenatal care?

Low birthweight was a problem for 38% of the exposed babies who did not
have prenatal care, and for 26% of those who did have prenatal care. Thus,
prenatal care made a difference despite exposure to drugs. 4

3442 cases involving substance-exposed newboras were handled by HRS in

fiscal year (FY) 1988-89, as compared with 1930 in FY 1987-88. 4835 cases
arc estimated for FY 1989-90 and 6219 in FY 1990-91.

Are there any options for substarnce-abusing pregnant women?

In atelephonc survey of 18 public and private hospitals, two-thirds said that
they had no place 1o refer substance-abusing pregnant women for treatment.’

Sources:

1
National Association for Perinatal Addiction Research and Education (NAPARE)

2
National Institute on Drug Abusc (NIDA)
N :
Florida Alcohol and Drug Abuse Association (FADAA)
1
Florida Deparunent of Health and Rehabilitative Services (HRS)

5 -
U.S. House of Representatives National Select Committee on Children, Youth and Families




SUBSTANCES

Among substance-abusing pregnant women, polydrug use tends to be the rule. Substances like
alcohol and nicotine, for example, are often used in conjunction with a primary "drug of choice,” such
as crack cocaine. This makes it difficult to identify the particular effects on the fetus of specific drugs
in isolation from one another. No substance, however, may be used by a pregnant woman without risk
to the developing baby.

What are the most commonly used substances?

ALCOHOL is the most widely used and abused drug in the U.S.. Ethanol is the active
ingredient, which acts as a central nervous system depressant to slow down bodily
functions like heart rate, pulse, and respiration. Alcohol affects different people in
different ways, depending on the amount consumed, body weight, gender, the presence
of food in the body, and the expectations one holds. In smail quantities, alcohol may
bring on feelings of well-being and relaxation; in larger amounts it can cause
intoxication, sedation, unconciousness, and even death.

COCAINE is a short-acting, powerful central nervous system stimulant that is
extracted from the South American coca bush. The cocaine (cocaine hydrochloride)
available in this country is a pure white crystalline powder combined with adulterants
added to stretch the supply and increase the seller’s profit. Talc, flour, laxatives.
sugar, and local anesthetics are justa few of the additives usedto cut cocaine. Cocaine
is snorted through the nose, injectedintoa muscle orvein, or convertedintoa smokable
form called freebase.

CRACK is a nearly pure form of cocaine that comes in the form of a light brown
or milky white pelletor "rock." Because it is smoked, crack deliversa burst of cocaine
to the brain in less than 15 seconds, causing a dramatic high. Persons who smoke crack
report feeling extremely powerful and sexually aroused. Yet within minutes the user
is left craving more, as the euphoria is replaced by severe depression, paranoia, and
irritability. In this way, crack users rapidly enter into a continuous cycle that can
leave them physically and psychologically addicted in as little as two weeks.

MARLJUANA is a crude drug made from the plant Cannabis Sativa. THC (delta-
9-tetrahydrocannabinol) is the main mind-altering ingredient, though burning or
smoking marijuana allows as many as 2,000 secondary chemicals to enter the body.
A marijuana cigaretie or “joint” is made from the dried particles of the plant. The
strength of marijuana’s effect depends on the amount of THC it contains.




PCP is phencyclidine, a synthetic drug first developed as an anesthetic agent for
surgery in the 1950's. Today there is no legal use for PCP. PCP is notorious for its
variety of effects and forits unpredictability, acting at different times as a stimulant,
depressant, or hailucinogen. PCP comes in several different forms in its original
form as a white or ycllowish-white powder, as a tablet, orasa capsule. Different
methods of use induce different effects. The most popular is smoking marijuana,
parsley, or tobacco sprinkled with PCP powder. PCP can also be snorted, injected,
or taken orally by capsule or tablet.

LSD, or lysergic acid diethylamide, is a derivative of ergot, a fungus that grows on
rye and other grains. Early on it was used to treat mental disorders, alcoholism,
epilepsy, and terminal cancer.  Despite its later illicit status, it became popular
when interest in its alleged mystical effects grew. LSD is a potent hallucinogen or
psychedelic drug, even when taken in extremely small amounts. One ounce s able
10 supply about 300,000 doses. LSD is odorless, coloriess, and tasteless. Inits
liquid form it is placed in or on another substance - sugar cubes, postage stamps,
“microdots” (tiny balls of compacted powder), “windowpane” (small squares of

gelasin sheets or cellophane), and “blotter” (small squares of paper) and licked oft
or swallowed.

OPIATES are central nervous system depressants which are often used medically
to relieve pain. Opiates are classified as narcotics, and include such drugs as heroin,
codeine, opium, and morphine. They are derived from a resin taken from poppy
plants found in countries throughout the world. Some opiates, like Demerol,
Darvon, Percodan, Dilaudid, and Methadone, are synthesized by modifying the
chemicals found in opium. All have a high potential for abuse. They are found
in a variety of forms, including powders, liguids, tablets, syrups, and capsules.
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SYMPTOMS

Professionals who work with

ouur

pregnant women using alcohol and other drugs typically fail to

recognize and confront substance use in their clients. A national hospital incidence survey conducted

by NAPARE, forexample,
of all obstetric and neonatal
these cases are unrecognized until after birth whent
or neurological damage.” This lack of recognition, Ch

morbidity and mortality in these infants.

What might indicate

DRUG

the use of these substances?

PHYSICAL SYMPTOMS

found that substance abuse in pregnancy is one of the most commonly missed
diagnoses. According to NAPARE president Dr. Ira Chasnoff, "Many of
he baby is born addicted, often with severe physical
asnoff asserts, accounts for the high rate of infant

LOOK FOR...

COCAINE
(cokg, rock,
crack, hasc)

ALCOHOL
(beer, wing,
ligquor)

MARLJUANA
(pot, dopc, grass,
weed, herb, hash,
joint)

HALLUCINOGENS
(acid, LSD, PCP,
MDMA, Ecstasy,
psilocybin, mushrooms,
pcyoie)

NARCOTICS

(hcroin, junk, dopc,
Black Tar, China Whitc,
Demcrol, dilaudid,

D’s, morphinc,
codeinc)

bricf intensc cuphoria, clevated blood
pressurc  and heart ratc, restlessness,
excitement, fecling of well-being followed
by dcpression

intoxication, slurrcdspeech, unsteady walk,
rclaxcd inhibitions, impaired coordination,
slowed reflexes

alicred perceptions, red cycs, dry mouth,
reduced concentration and coordination,
cuphoria, laughing, hunger

altered mood and perccptions,  focus  on
detail, anxicty, panic, nausca, synacsthesia
(simultancous  pereeption, for cxamplc
smclling colors, sccing sounds)

cuphoria, drowsincss, inscnsitivity 1o pain,
nausca, vomiting, walcry Cycs, runny nosc

1o

insensitivity to pain, nausca, vomiting, watcry

cycs, runny nosc , ncedle marks on anms,
ncedles, syringes, spoons, pinpoint pupils,
cold moist skin, weight loss

smell of alcokol on clothes or  bicath,
intoxicated bhehavior, hangover, glazed eycs

rolling papers, pipes, dricd plant material.
odorof burnthemprope, roach clips, increascd
cating behavior

capsulcs, ablets, “microdots”, blotter squares

ncedlc marks on arms, needles, syringes,
spoons, pinpoint pupils, cold moist skin




PRENATAL DRUG USE IN PINELLAS COUNTY

WHAT: A recent study was conducted by the National Association for Perinatal
Addiction Research and Education (NAPARE), in conjunction with Operation PAR,
a St. Petersburg, Florida drug treatment program.

WHY: The purpose of the study was to look at the prevalence of drug use during
pregnancy in a sample of pregnant women in Pinellas County, Florida, as well asaspects
of the reporting of such cases. Florida has a policy that requires hospitals to notify local

health departments when an infant is born with drugs in its system or the mother is an
addict.

WHO: 715 pregnant women from both public and private health care sectors were
involved.

HOW: From January 1, 1989 until June 30, 1989, a urine sample for toxicology was
collected from every woman at her first prenatal visit as she entered care at any of the
5 public health clinics or in 12 of 20 private obstetric offices in the county. Urine
samples were tested for cocaine, marijuana, opiates and alcohol.

FINDINGS:

14.8% of all women tested positive for cocaine, marijuana, opiates and/
or alcohol.

« There were no significant differencesin the rates of public or private
patients. 13.1% of women receiving private care, and 16.3% of women

recciving care in a public clinic, tested positive for alcohol and other
drugs.

Though white women (15.4%) had a slightly higher rate than black
women (14.1%), differences in the rates of those testing positive for
alcohol and other drugswere not significant.

« Marijuana was the drug used most often in the overall group.

Cocaine was used by 7.5% of black women and 1.8% of white women.

« Because alcohol is metabolized and excreted eight hours after consumption,
it is likely that the use of alcohol was more frequent than the urine tests
could determine.

« Although white women were 1.09 times as likely as black women to have

used drugs or alcohol, black women were 9.58 times as likely to be reported
to county health authorities for substance abuse during pregnancy.

f +3
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ADDICTED INFANTS AND THEIR MOTHERS

The Nationa! Select Committee on Children, Youth and Families led by
Congressman George Miller tatked with hospitals in large metropolitan areas
about damage caused by substance abuse during pregnancy. The results of their
survey were released at hearings on April 27, 1989.

FINDINGS:

«  TFifteen of the 18 hospitals surveyed reported three to four times
as many drug-exposed births since 1985.

+ Drug-exposed babiesaremore likely to be born prematurely and
have low birthweight, dramatically raising their risk of infant
mortality and childhood disability.

«  Women who seek help during pregnancy cannot get it. Two-
thirds of the hospitals reported that they had no place to refer
substance-abusing pregnant women for treatment.

« Hospitals in Los Angeles and Washington, D.C. reported the
re-emergence of maternal death during labor and delivery
directly attributable to drug abuse during pregnancy.

. Eight hospitals reported growing numbers of "boarder babies"
who remain in hospitals because their parents abandon or cannot
care for them.

Rep. George Miller of California writes:

"While the number of drug-exposed babies remains relativelv small, they
are among the most expensive babies we care for. And, these children have the
ability to swamp every system involvedwith their care - hospitals, chil1protective
services, foster care, and schools.

Hospitals we surveyed cautioned that their estimatcs vustly undercount
the number of women and children affected. They indicated. as well, that these
newborns stay in the hospitai up to 1 3 days longer than healthy infants, at a cost
which can reach nearly $1,800 a day.

These problems are no longer confined to inner cities. Inmy suburban
district in California, 40 babies a month are horn drug-exposed, and these chil-
dren now represent 60-75% of foster care caseloads in the country.”

10 |4




WHAT ARE THE EFFECTS OF PRENATAL EXPOSURE
~TO ALCOHOL AND OTHER DRUGS?

. Categories of Effects
« Effects on the Fetus and Infant

« Effects on Toddlers and Older Children
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Chapter 2
WHAT ARE THE EFFECTS OF PRENATAL EXPOSURE
TO ALCOHOL AND OTHER DRUGS ?

The effects of prenatal exposure to alcohol and other drugs vary according to the particular
circumstances of each child's pre- and postnatal experiences. The frequency, quantity and timing of use,
for example, all influence the extent of damage to the fetus. Poor maternal nutrition and inadequate
health care can compound the harmful influence of the toxic substances used by the mother during
pregnancy. Further, prenatally-exposed babies ray fail to thrive after birth as a result of poor feeding
habits, inadequate care or disturbed bonding and attachment between mother (or caregiver) and child.
In spite of these problems, however, if parents, teachers and other helping professionals meet the
substance-exposed child's special needs as early as possible, the long-term consequences of prenatal
exposure to alcohol and other drugs can be significantly reduced.

CATEGORIES OF DRUG AND ALCOHOL EFFECTS

Not all babies exposed to drugs and alcohol in the womb are born “hooked.” Some babies are
born “clean,” but may have sustained injury as a result of exposure to some level of alcohol and/or
other drugs. Others look perfectly normal at birth, but gradually display symptoms that hint of

previous exposure. This variety of possible effects makes identification and intervention even more
challenging.

The three categories of effects suffered by infants affected by prenatal exposure to alcohol and
other drugs are:

1) ADDICTION - The newborn undergoes withdrawal, after which itmay grow and develop
more or less normally, as if addiction had not been part of his or her short life experience.

2) TOXICITY - Toxic effects cause direct injury to the developing fetus.

3) TERATOGENICITY -More complex than addiction or toxicity, teratogenic effects may
or may not appear at birth. Teratogenic effects involve structural damage of some sort.
Drugs that acton metabolic, endocrine, or central nervous system functions may not cause
symptoms to emerge until childhood or adolescence.

“...if parents,teachers and other helping
professionals meet the substance-exposed
child’s special needs as early as possible,

the long-term consequences of prenatal
exposure to alcohol and other drugs can
be significantly reduced.”




THE EFFECTS OF ALCOHOL AND OTHER DRUGS ON THE FETUS AND NEWBORN

Some people believe that the fetus is protected from dangerous substances by the mother’s
placenta. Actually, the opposite is true. Alcohol and other drugs flow rapidly and easily from the
mother’s bloodstream through the placentato the baby. Because the fetal liver is not fully developed,
such substances also remain in the fetus for a much longer time than in the mother. Cocaine, for

example, has been found in six day-old infants who were exposed to the drug two to three days before
birth.

lf COCAINE J‘

How does COCAINE affect the developing fetus?

When a pregnant woman uses cocaine, the risks 1o mother and child immediately
increase. Cocaine decreases blood flow to the fetus, cutting off the passage of growth-
enabling nutrients and oxygen. In addition, studies have found that women who use
cocaine during pregnancy are more likely to smoke cigarettes and have poorweight gain-
factors that also inhibit the development of the fetus.

In the early months of pregnancy, the use of cocaine can cause a spontaneous
abortion. Used later, cocaine may result in premature labor, a fetal stroke causing
irreversible brain damage, or a stillbinh delivery. In some cases, neurological and
respiratory problems may result, or organs may be underdeveloped or malformed.
Sometimes the placenta pulls away from the wall of the uterus before labor begins, causing
extensive bleeding. This condition, known as “abruptio placentae,” can be fatal to both
mother and child.

How does COCAINE affect the infant?

Babies exposed to cocaine in utero may remain irritable for six to eight weeks after
birth and may not respond wel} to theirenvironments for two to three months. Other signs
of exposure to cocaine include: tremors, usually stiff muscles , irregular sleeping patterns,
poor feeding patierns, increased respiratory and heart rates, and difficulty sucking and
swallowing. Persistence of symptoms beyond the first few weeks of life suggests to some
authorities a more lasting central nervous system change rather than a withdrawal pattern.
In addition, some researchers have found that substance exposed infants have a rate of

Sudden Infant Death Syndrome (SIDS) ten times greater than non-substance exposed
infants.

Neurobehavioral evaluations at 3 days have revealed that prenatally-exposed
infants are largely unable torespond to the human voice and face, deficient in the ability
to interact with others, and highly unstable emotionally. Very sensitive to even the
mildest environmental stimulation, newborns affected by cocainecry alot. They donotfall
asleep readily and once aslecp are casily awakened. According to Dr. Diana Kronstadt of
the Far West Laboratory for Educational Research and Development, "The distress of these
newborns is obvious and yet they are unable to calm themselves.”

o
s
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A normal infant can shut out unwanted stimulation and take in positive
stimulation. Newborns affected by cocaine cannot. Withdrawn and difficult to comfort,
they are unable to respond to their mothers in the ways necessary to develop normal
mother-child attachment. The infant’s unresponsiveness, along with the guilt the
mother may feel for using drugs, makes bonding even more difficult. As the mother’s
fectings of frustration and inadequacy build, the infant becomes increasingly vulnerable
10 child abuse and neglect.

COCAINE AND INFANT COMMUNICATION

Soon after birth, normal babics enter the give-and-taks of human
communication. Nonmnally, the biologically-programmed response of an infant

to his or her primary caregiver cements the relationship between them. This is
the process of bonding.

Newboms affected by cocaine, however, are physiologically unable to
respond to their caregivers in the way nature intended. Compared with non-exposed
infants, cocaine affected infants have “depressed interactive abilities.” They are
casily disturbed, difficult to comfort, and unable to provide positive feedback to
the caregiver.

As a result, the relationship can be very unsatisfying for caregivers
particularly for parents who continue to use drugs. A negative cycle may develop
in which the caregiver is unable or unwilling to provide the help required for
recovery to an infant exhibiting difficult behaviors. Feelings of inadequacy and

frustration on the part of parents may, in turn, lead to further abuse and negiect of
the child.

Source: Schneider, J.W., Griffith, D. and Chasnoff, 1. (1989, July). Infants
exposed 10 cocaine in  utero: Implications for developmental
assessment and intervention. Infants and Young Children, 25-36.




\' ALCOHOL

How does ALCOHOL affect the developing fetus?

Frequent or heavy drinking throughout pregnancy may result in various serious birth defects.
The most severe constellation of effects is known as the Fetal Alcohol Syndrome (FAS). Children with
FAS demonstrate three kinds of impairments: !) Growth retardation before and/or after birth. 2) A
particular pattern of abnormal features of the face and head, and 3) Evidence of a central nervous system

abnommality (brain damage) often resulting in intellectual impairment. FAS is the third most common
cause of mental retardation.

Some babies are affected prenatally by alcohol, but lack the full set of characteristics of FAS.
Research indicates that there are approximately twice as many of these "mildly affected” children as
there are "severely affected” children with FAS. Fetal Alcohol Effects (FAE)is the term used todescribe
the variety of potential impairments associated with lower levels of maternal alcohol use during
pregnancy than that found in mothers of children with FAS. FAE include any of the following: earand
eye defects, heart defects, physicai deformities, joint and limb malforinations, hemangiomas (a kind of
birthmark), cerebral palsy, mental retardation, and neurological abnormalities.

How does ALCOHOL affect the infant?

Prenatal exposure to alcohol may result in subtle central nervous system (CNS) deficits that may
cause behavioral and learning abnormalities. Carefully controlled studies have identified a number of
these functional Fetal Alcohol Effects: hyperactivity, decreased learning ability, poor locomotion, lack
of coordination, developmental delays, sucking and feeding difficulties and response inhibition.

Infants with FAE may also show signs of brain involvement in impaired motor development,
decreased capacity to self-regulate physiological states, and sleep problems. Irritable and restiess
sleepers, infants of heavy drinkers may have difficulties with bonding and provoke abuse from parents.
Further, at eight months of age, infants of heavy drinkers showed significant decrements in height,
weight, and head circumference.

£ <
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How do OTHER DRUGS affect the developing fetus and infant?

MARIJUANA

Marijuana can cause premature delivery and even withdrawal symptoms. Like babies born
to cigarette-smoking pregnant women, newborns who have been exposed to marijuana in utero may
be significantly lower in birthweight and shorter in length.  As babies, they may be irritable and

tremulous, and deficient in visual functioning. They are also atincreased risk for Sudden Infant Death
Syndrome (SIDS).

HEROIN AND OTHER NARCOTICS

A mother using heroin and other narcotics is at greater risk for hepatitis (both acute and chronic),
endocarditis, and AIDS, if the substance is used intravenously. The chance that the baby will be lost
due to miscarriage or stilbirth is also increased. The infant s likely to have low birthweight and small
head size (a sign of diminished brain growth). Other problems include withdrawal symptoms,

difficulty in responding to human voice and touch, and increased risk of Sudden Infant Death
Syndrome (SIDS).

TRANQUILIZERS

Babies of mothers who use tranquilizers often go through withdrawal after birth, suffering such
symptomsas reduced ability to nurse, hypothermia, and breathing abnormalities. Inaddition, some
tranquilizers are suspected of causing congenital abnormalities.

o neme

BARBITURATES

Sudden withdrawal from barbiturates by the mother or baby may resultinseizuresoreven death.

The withdrawal symptoms resemble those of heroine-addicted babies, but tend to be more prolonged
and severe.

v
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THE EFFECTS OF ALCOHOL AND OTHER DRUGS ON TODDLERS
AND OLDER CHILDREN

The long-term consequences of prenatal exposure to alcohol and other drugs vary considerably,
reflecting differences in the child's rearing environment as well as those present at birth. Some children
with severe symptoms are unable to function in an average classroom. Many others, typically with
normal intelligence, demonstrate subtie impairments not easily associated with prenatal exposure to
alcohol and other drugs. Researchers are just beginning to investigate the less obvious deficits of these
children. All agree that early identification and intervention can significantly help to remediate learning
and behavioral problems.

Highlights of Major Research Studies

INTELLECT, PLAY, AND ATTACHMENT IN POLYDRUG-EXPOSED
CHILDREN AT 18 MONTHS

Dr. Judy Howard and associates compared 18 prenatally drug-exposed 18-month-old toddlers with
a comparable, non-exposed group. The researchers looked at intellectual functioning, quality of play,
and security of attachment to the parent or parent figure.

FINDINGS:

« Drug-exposed toddlers had significantly lower scores on developmental tests, but fell
within the low-average range.

« In an unstructured, free play situation requiring self-organization, self-initiation, and
follow-through without the assistance of an examiner, the drug-exposed toddlers
showed striking deficits.

. For the majority of drug-exposed toddlers, play consisted of scattering, batting and
picking up and putting down toys rather than the representational play (sustained
combining of toys, fantasy play, or curious exploration) more common in the

comparison group. '

« Because representational play is associated with language acquisition, problems in
language development are anticipated for drug-exposed children.

« The drug-exposed toddlers had more impulsive, less goal-directed behavior than the
comparison group.

« The drug-exposed toddlers were less securely attached to their caregivers than the
comparison group. :




«The rearing environment, through fostering secure attachment, lessened the impact
of prenatal drug exposure, but did not eliminate its effects entirely.

Source: Howard, J., Beckwith, L., Rodning, C., and Kropenske, V. (1989, June). The development
of young children of substance-abusing parents: Insights from seven years of intervention
and research, Zero to Three, p. 8 - 12. (See Appendix A)

-

DEVELOPMENTAL ABILITIES OF COCAINE/POLYDRUG-EXPOSED
CHILDREN AT TWO YEARS

At the Perinatal Center for Chemical Dependence at Northwestern Memorial Hospital, the
developmental progress of 263 prenatally drug-exposed children was evaluated over two years and
compared with a control group of children whose mothers had notused drugs during pregnancy. The
mothers of the children were categorized as cocaine/polydrug users because most used cocaine plus
other drugs such as marijuana and alcohol.

FINDINGS:

« Evaluation at birth revealed the infants of the cocaine/polydrug using mothers were
more likely to be born prematurely and generally weighed less, were shorter, and had
smaller head circumference.

« By 3 months of age the mean infant weight had caught up with that of the drug-free
control group.

« By 12 months of age the two groups were not significantly different in length.

« 1 wrough 2 vears of age, the head circumference measurement remained smaller in the
drug-affected children. Smaller head circumference is thought to be a marker of risk
for long term developmental difficulties.

« This study and others indicate that drug-exposed two-year-olds score poorest on
developmental tests that measure abilities to concentrate, interact with others in
groups, and cope with an unstructured environment.

* ‘The drug-exposed children scored within the normal range for cognitive development
and are not, as some people have stated, brain damaged. They will require a
structured learning environment and patient, one-on-one attention from teachers
and caregivers in order to achieve their maximum learning potential.

Source: National Association for Perinatal Addiction Research and Education, 11 E. Hubbard Street,
Chicago, Hlinois, 60611, (312) 329-2512.

™
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LEARNING DISABILITIES IN CHILDREN OF NORMAL INTELLIGENCE
EXPOSED PRENATALLY TO ALCOHOL

Children referred to the Learning Disorders Unit of the Yale-New Haven Hospital were evaluated
for indications of prenatal exposure to alcohol. The researchers tested the hypothesis that, even
in children of normal intelligence without Fetal Alcohol Syndrome, alcohol may be a frequently
overlooked cause of behavioral and learning difficulties.

FINDINGS:

« Of 87 children referred for learning problems, 15 were found to have been exposed
prenatally to large amounts of alcohol. All were of normal intelligence.

« None of the children displayed the severe symptoms of Fetal Alcohol Syndreme, but
all showed the deficits in growth, facial anomalies and “soft” neurological irregularities
that would suggest prenatal exposure to alcohol.

« Although the children prenatally exposed to alcohol had normal intelligence, subtle
central nervous system impairments resulting from exposure to alcohol caused
behavioral and learning deficits.

« Children borp to alcoholic mothers should be followed carefully through the early
school years for the possibility of learning difficulties.

« Children experiencing school failure should be evaluated for indications of prenatal
exposure to alcohol.

Source: Shaywitz, S., Cohen, D. and Shaywitz, B. (1980, June). Behavior and learning

difficulties in children of normal intelligence born to alcoholic mothers. The Journal
of Pediatrics, 96, 978-982. (See Appendix A)
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POSSIBLE EFFECTS OF PRENATAL EXPOSURE TO COCAINE:

In the fetus:

Miscarriage
Premature labor
“Abrupiio placentac™
Cerebral stroke
Stilibirth delivery

In the infant:

Low birthweight

Small head circumference

Impaired motor development

Scizures and strokes

Abnormally formed internal organs
Rapid respiratory and heart rate
Irritability

Frequent startles

Hypertonicity

Unresponsiveness

Tremulousness

Difficulty in being comforted

Irregular sleeping patterns

Poor feeding patterns

Abnormal sucking and swallowing
Disorientation

Frequent gaze aversion

Atypical motor development

Poor interactive capacities

Alterations in bonding and attachment
Increased risk of child abuse and neglect
Increased risk of Sudden Infant Death Syndrome (SIDS)
Increased risk of AIDS and syphilis (from mother)

In the child:

~ Impaired play skills Irritability
Small head circumference Speech and language delays
Impaired ability to concentrate Poor task organization and
Impaired sociai skills processing difficulties
Difficulty coping with an unstructured environment Problems related to separation and
Impulsivity and hyperactivity attachment
Heightened response to internal and external stimuli Motor development delays
Tremors
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POSSIBLE EFFECTS OF PRENATAL EXPOSURE TO ALCOHOL:

In the fetus:

Miscarriage
Premature labor
Stillbirth delivery

In the infant:

Low birthweight

Fetal Alcohol Syndrome, including:

1) growth retardation before and/or after birth

2) a particular pattern of abnormal features of the eyes, face and head, includin~
small head circumference (suggesting diminished brain growth), small eyes, i :a
evidence of a retarded formation of the midfacial area including a flattened
bridge and short length of nose and flattened vertical groove between the mouth
and nose

3) evidence of central nervous system abnormality

Fetal Alcohol Effects, like:
Physical deformities
Heart defects
Ear and eye defects
Joint and limb malformations
Mental retardation
Cerebral palsy
Neurological abnormalities
Hemangiomas
Irritability
Sleep problems
Impaired motor development; poor locomotion
State regulation disorders
Increased risk of child abuse
Sucking and feeding difficulties
Response inhibition

In the child:
Hyperactivity Attention deficit disorder syndrome,
Reduced body weight, height and expressed as restlessness, short attention
head circumference span, distractibility, longer reaction time
Facial abnormalities Learning difficulties
Miid hearing loss
Development delays
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LOW BIRTHWEIGHT: WHAT DOES IT MEAN?

One of the most common consequences of prenatal exposure to
alcohol and other drugs is low birthweight. What does low birthweight
actually mean? What significance does it have for a child’s
development?

A baby is considered to have low birthweightif he or she weighs
less than 5.5 pounds at birth. Having failed to thrive in the mother’s
womb, the low birthweight baby faces significant risks which should not
be undercstimated.  For example, compared with infants of normal
weight, low birthweight babies:

« are 40 times more likely to die in the first year of life.
« account for two-thirds of all neonatal deaths.

« are still five times more likely to die even if they survive the
first month of life.

In addition, the educational outlook for low birthweight babies
is compromised. Low birthweight infants:

«often have neurodevelopmental handicaps, including cerebral
palsy and seizure disorders, which are linked with learning
disabilities and behavioral problems in the classroom.

.are also susceptible to chronic respiratory problems that can
interfere with school attendance.

Finally, these and other potential impairments put families of low
birthweight babies in an emotional and financial crisis.

Source: Preventing Low Birthweight. (1985). Institute of Medicine.




DRUGS AND BREASTFEEDING

In the same way they pass freely through the placenta to the developing fetus,
alcohol and other drugs pass readily into the breastfeeding mother’s milk. Dr. Ira
Chasnoff of Northwestern University Medical School reports on the case of a mother
who breastfed her infant while snorting cocaine over a 4-hour period. The infant
was brought to the emergency room with signs of cocaine intoxication: dilated
pupils, hypertension, tachycardia, and extreme iritability.

Source: Chasnoff, 1. (1987, May). Perinatal effects of cocaine. Contemporary OB/
GYN, p. 163-179.

WITHDRAWAL: The Neonatal Abstinence Syndrome

Sixty to ninety percent of infants born to mothers with a recent history of narcotic
abuse show clinical signs of withdrawal. The characteristic sequence of withdrawal
effects is called the neonatal abstinence syndrome (NAS). Newborns with NAS show
increased sensitivity to noise, irritability, poor coordination, excessive sneezing and
yawning, and uncoordinated sucking and swallowing reflexes. Abstinence symptoms
last for four to six months after birth, often with a peak in symptoms at about six weeks
of age. NAS has also been seen ir newborns exposed prenatally to drugs other than
narcotics, including phenobarbitol, diazepam, marijuana, cocaine, and alcohol.

Source: Chasnoff, 1. (1988, March). Newborn infants with drug withdrawal symptoms.
Pediatrics in Review, 9, 273-277.
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Chapter 3
WHAT IS THE ROLE OF THE CHILD’S ENVIRONMENT?

Environment plays a critical role in the life of the substance-exposed child, since it can lessen
or exacerbate the damage that took place in the womb. The child who is moved from one foster care
placement to another or who is neglected or abused at home, for example, is unlikely to thrive
emotionally, intellectually, socially, or physically . A setting characterized by structure, consistency,

and love, on the other hand, can go a long way towards ameliorating the difficulties faced by children
prenatally exposed to drugs.

Though substance abuse in pregnancy is found in rural, suburban, and urban settings, among
women of all races and economic strata, most studies of substance-abusing pregnant women have
involved low socioeconomic status women seeking public aid. These women are alike in several ways.
First, they themselves tend to be victims of unresponsive or traumatic rearing environments, without
positive role models for parenting. Second, they have great difficulty in meeting the special needs of
their drug-exposed children, at least without help. Finally,even when motivated to seek treatment, these

substance-abusing pregnant women have few options, since drug treatment programs traditionally
exclude pregnant women.

Professionals who face the painful reality of substance-exposed children must avoid demeaning
appraisals of drug-involved mothers. The mosteffective effortisone grounded in empathy for the entire
family of a substance-exposed child. According to Dr. Judy Howard at the University of California at
Los Angeles (UCLA), the work of she and her colleagues is successful, in part, because of the "stance
of respect” from which all staff approach the substance-abusing families engaged in her research and

service project. Essential to the cultivation of this respect is a deep understanding of the struggles of
substance-abusing families.

PROFILE OF THE PREGNANT COCAINE ABUSER

RRCICUINERTN VYIS

The following characteristics are drawn from studies of highly impoverished, substance-abusing
pregnant women:

« Most have a history of physical, sexual, or emotional abuse.

« They have the disease of chemical dependency and need treatment.

« Their mothers and fathers probably abused alcohol and other drugs.

« They are likely to live with a drug-using partner.

« They may come from the poorest, most deprived, most chaotic environments.

« They feel guiity and responsible for their plight.

« Their orientation to life is often characterized by low self-esteem and powerlessness.

« Denial is part of their discase process. They tell themselves “alittle won't hurt,” or “I’'ll do it just once
more”.

« Blaming, reprisals, and attempts to criminalize them keep them from using systems and services that
could help.

« Their ability to be a good parent is compromised by their disease of chemical dependency and the
often difficult behavioral characteristics of their infants.

Source: Kronstadt, D. (1989, March). n nd cocaine addiction; An overvi
treament. Far West Laboratory for Educational Research and Development,Sausalito, CA.
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THE CHILD’S PLACE IN THE SUBSTANCE-ABUSING FAMILY

The following is excerpted from “The development of young children of substance-abusing

parents: Insights from seven years of intervention and research”, an article on substance-abusing

; families involved in a research/treatment project at the University of Califomnia at Los Angeles
(UCLA), under the direction of Dr. Judy Howard:

Substance-abusing parents are unstable, move frequently, lack
telephones, fail tokeep appointments, and drop out of sight when abusing
illicit drugs. Friends and often family collude with the substance-
abusing person’s flight from representatives of authority structures such
as universities, medical and legal systems. We have found, therefore,
that it is very important not only to provide clinical services but to
provide them through an intervenor who is able to establish an
ongoing, stabie, nurturing, and non-threatening relationship with the
subject.

Substance abuse undermines normal patterns of interaction and
alters conventional priorities (Howard, in press). The families we have
worked with, who are poor and are chronic polysubstance abusers, have
multiple legal, social and medical problems. They often come from
a history of impoverishment, abuse, and intergenerational chemical
dependence. One mother, for example, told us how her mother taught
herto shoplift and then tosell the stolen goodson the street. This mother
was introduced to heroin by herown father. (Infact,asignificant number
of parents experienced their firsi exposure t0 drugs and alcohol through
their own parents’ encouragement.) Another mother told us that when
she was upsetas achild her mother would mix heradrink and say, “Drink
this; it will make you feel better.” A third mother stated that her own
father “shot me up with heroin when 1threatened to call the cops onhim.”

Parents who are addicted to drugs have a primary commitment to
chemicals, not to their children. Disruption and chaos in the household
often resultin the neglector disregard of the child’s needs. For example,
a three-month-old baby in one of our research projects was found
undemeath a bed by a neighbor. The baby’s parents and friends were
high and consequently not merely inattentive to the baby’s needs but
completely unaware of the baby's presence. Another mother explained
her inability to keep medical uppointments for her child because she was
out “chasing the bag” - that is, looking for drugs. Yet another mother
explained her pregnancy by stating that “1 need this baby to slow me
down, to keep me off the streets.”

Chronic drug use can impair and distort a parent’s thoughts and
perceptions. Chronic use of mind-altering drugs can interfere with
memory, attention, and perception. Mothers in our studies have had
difficulty remembering their own children’s birthdates.
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Safety is an issue for family members, for professional staff
who make home visits, and most of all for the children of substance-
abusing families. Drive-by shootings and violence where drugs are
used and sold are daily occurences in their neighborhoods. Further,
children are often in danger because their addicted parents do not
function as protectors and advocates. Infancy professionals who have
been trained to acknowledge and respect that parents have a primary
leadership role in their children’s lives must learn to understand that the
substance-abusing parent is often unable to assume this primary
protective role. The first goal of professionals, therefore, is to keep the
child visible in the community in order to monitor the child’s safety in
a dangerous drug culture.”

Source: Howard, J., Beckwith, L, Rodning, C., Kropenske, V. (1989, June). The development
of young children of substance-abusing parents: Insights from seven years of intervention
and research. Zero to Three, 9, 8-12.

SUBSTANCE ABUSE AND TEENAGE PREGNANCY

In a 1989 study of 253 pregnantadolescents conducted at Boston
City Hospital, the use of alcohol and illicit drugs was found to be “a
common and sometimes frequent experience.” According to the
researchers, the group under study reflected the poor, predominantly
black and Hispanic, unmarried population served at Boston City
Hospital. Among their findings:

« one in six used cocaine during their pregnancies. Slightly over
half’ used alcohol and just under a third used marijuana during their
pregnancies.

«adolescent drug users had more of their social support provided
by their male partners than nonusers.

« adolescent women who used drugs were nearly three times
more likely than nonusers toreport being threatened, abused, orinvolved
in fights during pregnancy.

« drug use among pregnant adolescents was closely tied to their
partner’s drug use. For this reason, itis recommended that intervention
and prevention efforts address both the adolescent mother and her male
partner.

« the mother’s drug use is often an attempt to cope with
unhappiness and stress resulting from such difficulties as depression,
poverty, poor social supports, and a variety of negative life events.

Source: Amaro, H., Zuckerman, B. and Cabral, H. (1989, July). Drug use

among adolescent mothers: Profile of risk. Pedia trics, 84, 144-
150.
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THE RISK OF AIDS

In addition to other potential problems, the child exposed to drugs
in utero is at greater risk for the Human Immunodeficiency Virus (HIV)
infection, a precursor to AIDS. This is because women who use cocaine
are at high risk for the AIDS virus, as a result of a life-style often
characterized by promiscuous sexual behavior and exchange of sex for
drugs. In addition, crack cocaine may be injected in order to sustain a
lasting high, enormously increasing the risk of HIV infection by a
contaminated needle. Studies suggest that 50% of infants born to mothers
infected with AIDS or AIDS Related Complex (ARC) become infected.
These children will require extensive medical and psychosocial care for
as long as they live.

Source: Falloon, J., Eddy, J., Wiener, L. and Pizzo, P. ( 1989). Human
immunodeficiency virus infection in children. Journal of Pediatrics,

114, 1-30.

and _

The Far West Lab for Educational Research and Development,
The Center for Child and Family Services, Sausalito, CA.

SUBSTANCE ABUSE, BONDING, AND ATTACHMENT

Bonding, the process by which an infant develops a sense of trust and attachment to a consistent
caregiver, is essential for healthy psychological development. Attachment is defined by Kennell (1976)
as " an affectionate bond between two individuals that endures through space and time and serves to join
them emotionally.” Attachment helps the child to:

attain his full intellectual potential;
sort out what he perceives;

think logically;

develop a conscience;

become self-reliant;

cope with stress and frustration:
handle fear and worry;

develop future relationships: and
- reduce jealousy (Fahlberg, 1979).

Bondingis often extremely problematic for newboms affected by alcohol and otherdrugs. These
children typically face lengthy hospital stays, return to chaotic drug environments, or enter the foster
care system, all circumstances interfering with the development of a strong, secure relationship between
infant and mother or primary caregiver.
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In addition, drug-affected babies are likely to have health problems, be difficult and demanding,
and are less responsive and rewarding than even "difficult" babies. The inability of these babies to
communicate their necds effectively, combined with frequently inadequate parenting skills on the part
of the caregivers, makes bonding even more difficult. Magid and McKelvey (1987) describe this as the
"vicious cycle of the non-responsive infant™: When a child is not physically responsive, the mother
wonders what she is doing wrong. As the mother's feelings of nervousness and anxiety grow, the child

becomes more nervous and anxious, and withdraws even more from the mother. Thus, the cycle begins
again.

Magid and McKelvey assert that the "vicious cycle” begins when "the infant has failed, sometime
during the first year, to develop a strong internalized parent. As this cycle continues, babies fail to gain
a sense of trust." In their review of the work on bonding and attachment, they found that the extent of

psychological damage resuiting from a failure to band with a primary caregiver depends on three main
factors. They describe them as:

1) The age of the infant when the bonding cycle is broken. The younger the
infant, the more disastrous the break will be. The first months of an infant's life are the
most important for the attachment process, although the process does not seem to be fully
complete for about two years.

2) The length of time the cycle is broken. If a primary caregiver is gone from
the child a relative few hours, little damage is done. But repeated day-long breaks, or
breaks of several days or more, can result in an unattached child.

3) The basic genetic predisposition of the particular child. Just what role this
plays has not been determined at this time." (p. 68)

The many problems facing babies prenatally exposed to alcohol and other drugs greatly threaten
the establishment of a strong, secure bond and sense of attachment to a primary caregiver. The impor-
tance of this relationship between the infant and mother or primary caregiver cannot be understated,
since it impacts on the child's physical, intellectual, emotional, and moral development. Clearly, the
answer to the question of substance abuse during pregnancy lies in prevention. Researchers, praction-
ers, legislators, and other citizens must work together to build a society in which the future of our
children iseveryone's top priority. Only in this way can the cycle of substance abuse and pregnancy end.

Sources: 1) Kennell, J., Voos, D. and Klaus, M. (1976). Parent-infant bonding. In R.
Helfer and C.H. Kempe (Eds.), Child abuse and neglect. Cambridge, MA:
Ballinger Publishing.
2) Fahlberg, 1.V. (1979). Attachment and separation: Putting the pieces
together. Michigan Department of Social Services, DSS Publication 429.
3) Magid, K. and McKelvey, C. (1978). High risk: Children without a
conscience. New York: Bantam Books.
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Chapter 4
WHAT IS THE ROLE OF THE SCHOOL?

Experts suspect that our educational system already contains significant numbers of substance-
exposed children. Because these children are of normal intelligence, however, the subtle deficits
affecting their performance may remain undetected. Early research with substance-exposed preschoolers,
the oldest group of children being followed by researchers, shows they are unable tofunction effectively
in-a traditional school setting. Thus, without assistance, substance-exposed children appear to be at great
risk for school failure and for dropping out of school.

Yet the proper school setting can make a great difference in the lives of children affected by their
parents' substance abuse. Structure, consistency, and concern are important components of this optimal
learning environment, along with a good deal of individualized attention. Teachers who work with
substance-exposed children must be familiar with related neurological impairments that affect learning
and behavior. Rather than working in isolation, they must also be willing to work as part of a
multidisciplinary team. In model early intervention programs, the first substance-exposed children
under study are responding to such an approach by learning and growing.

WORKING WITH SUBSTANCE-ABUSED CHILDREN: ROLES OF THE SCHOOL STAFK

The Teacher should:

« be supportive of various intervention techniques that work with drug-exposed children (see “Teaching
Strategies” in this chapter). :

« be open-minded and willing to try new and different methods to meet the child’s needs.

« be ready tocoordinate with a variety of different resources and agencies to assist the child’s cognitive,

physical, emotional and behavioral development.

«through patience, love and understanding, provide theenvironment in which the child can progress
comfortably and in which sometimes reluctant parents can be encouraged to participate in their
child’s development.

«coordinate with other school-level support staff to provide a team approach for each child.

«be provided with information related to identifying and assisting substance-exposed children.

The Counselor should:

« be able to identify signs and symptoms of drug-exposed children.

« be aware of assessment techniques and instruction for use with the child and the family.
« be able to provide specialized guidance and counseling in the school setting.

« be able to provide support and guidance for other staff members.

« be aware of community resources for information and referral.
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The Principal should:

« be knowledgeable about signs and symptoms of drug-involved children.

« be sensitive to special needs of drug-involved children.

« be aware of special curriculum and instructional techniques necessary for use with these children.
« be knowledgeable about the affective as well as academic needs of drug-involved children.

« be aware of sources of training for staff in dealing with drug-involved children (see below).

The Child Care Center, Pre-kindergarten, and Kindergarten Director should:

«be able to recognize that drug-involved children will need special consideration in both practice and
curriculum.

. arrange to provide for such special consideration as far as possible within the center’s means

- pay special attention to staffing.

« use innovative ways of involving parents or guardians.

«be willing to refer drug-involved children for diagnostic screening if necessary.

« make arrangements for outside assistance if deemed important to the child's overall development.

« make it his or her responsibility to follow through on a child’s referral to an outside source since
continuity of care is critical.

Source: Kate Howze, M.S. and Wendell Howze, Ed.D., personal communication.

Some Sources of Training in Florida:

« Linda Delapenha, Supervisor, Primary Diagnostic Services, Department of Student Services,
Hillsborough County Schools, 411 East Henderson Avenue, Tampa, FL 33602, (813) 272-4576.

« Shirley Davis, Director, Child Development Center, Operation PAR, 10901-C Roosevelt Blvd.,
Suite 1000, St. Petersburg, FL 33176, (813) 577-9728.

« Kate Howze, Community Relations Specialist, Juvenile Welfare Board of Pinellas County, 4140
Forty-Ninth St. N., St. Petersburg, FL 33709, (813) 521-1853 .

«Wendell Howze, Assistant Principal, Northeast High School, 1717 54th Avenue, St. Petersburg, FL
33714, (813) 527-8441.




The foliowing list of behaviors was compiled by the staff of Los Angeles' Program for Children
Prenatally Exposed to Drugs (PED). Substance-exposed children displaying these behaviors are at risk
for school failure and a variety of related problems.

Perinatal Substance Abuse: Indicators for Early Intervention Services

Mo and Neurological Development

« tremulousness, tremors when reaching, increased startling
» poor quality of visual following

o - visual attention to people and objects

« ' .ingout, staring spells, bizarre eye movement

« iz;. . motor dexterity difficulty

« gross motor clumsiness

Ajfective and Behavioral Development

« lability of emotion, rapid shift from apathy to agressiveness.
« irritable, hyper-sensitive, explosive and impulsive behaviors
« depressed affect, decreased laughter
« difficulty in comforting self and being comforted
« marked difficulty with transitions and changes
« increased testing of limits

-insists on doing tasks on own terms

-persistent refusal to comply to simple commands

« inability to self-regulate or modulate own behavior (easily becomes over-excited, cannot
calm down)

Social/Attachment Development

« decreased use of eye contact to initiate social interaction

« decreased use of gestures to initiate social interaction

« decreased/absent stranger and separation anxiety

« indiscriminate attachment to new people

- aggressiveness with peers

« decreased compliance to verbal direction

» decreased response to verbal praise

« decreased use of adults for solace, comfort and object attainment

« decreased use of adults to gain recognition for accomplishments




Problem Solving, Attention and Concentration Strategies

« poor on task attention
« increased distractability to extraneous sounds and movements
« inability to accommodate in problem solving situations
- impulsive responses before “reflecting”
- persistent use of ineffective problem solving strategies, or
casily “gives up” without trying other strategies
- decreased visual scanning of all components in problem solving situations
- decreased use of trial and error strategies
- delay in acquisition of sense task completion

Language Development

Play

« fewer spontaneous vocalizations from early infancy

« delayed acquisition of words

« decreased use of acquired words/gestures to communicate wants and needs

« prolonged use of “in-class” errors in picture/object identification at preschool level
« prolonged infantile articulation at the preschool level

« difficulty in “word finding” at the preschool level

. shows decreased spontaneous play with increased aimless wandering

- does not apply acquired adaptive skills in spontaneous stacking, marking and container play

«cannotorganize own play, appears perplexed and confused, cannot select materials and focus
adaptively

« shows delays, discontinuity and disorder in representational play

« easily overstimulated by too many things and people and by too much noise .

« has difficulty with peer relationships in unsupervised play

Source: Program for Children Prenatally Exposed to Drugs (PED) Team,

Los Angeles Unified School District, Division of Special Education
PED Team: Carol Cole, Teacher

Victoria Ferrara, Teacher

Teresa Garcia, Psychologist

Deborah Johnson, Psychiatric Social Worker

Marci Blankett Schoenbaum, Teacher

Rachelle Tyler, M.D.

Valerie Wallace, Psychologist

Marie Poulson, Ph.D., University Affiliated Program, Children’s Hospital
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A MODEL PROGRAM

The following is excerpted from "Today's Challenge: Teaching Strategies for Working with
Young Children Pre-natally Exposed to Drugs/Alcohol”, a booklet developed in July 1989 by the staff
of the Children Prenataily Exposed to Drugs (PED) Program of the Los Angeles Unified School District.
The booklet was designed to provide guidelines for preschool programs wishing to meet the needs of
substance-exposed children. The teaching strategies are organized in the areas of learning, play, social/
emotional communication and motor development, and home/school partnership. In addition to specific

teaching strategies, there are descriptions of normal development as well as behaviors that place
prenatally-exposed children at risk.

Overview

Background

The Los Angeles Unified School District, Division of Special Education, has initiated a pilot
project serving twenty families in two classrooms at Salvin Special Education School and one at 75 th
Streer School. The pilot serves children ages 3-6 who have been prenatally exposed to drugs (PED).
Using a transdisciplinary approach, a team consisting of teachers, psychologists, social workers,
speech and language specialists, adapted physical education staff, a physician, and a nurse offer
services to children and families.

Purpose

The pilot is designed to determine the educational strategies that will be necessary to
serve this high risk population. Ongoing assessments and documentaion help to identify the
learning styles, behavioral characteristics and difficulties with bonding that are often found in these
children. To promote understanding of these young children, special emphasis is placed on stre=g:hening
the homelschool partnership, gathering and implementing data from related research, developing

curriculum guidelines, providing parenticaretaker education and disseminating information to the
community.

Entrance Criteria

1. Ave: Three years, zero months to four years, zero months

2. Cognitive Ability: Overall functioning within average range

3. Medical: Prenatal exposure to drugs such as cocaine, PCP, heroin, etc. Children who have
a medical condition suchas a) seizures, b) deafness, c) blindness, d) severe mental retardation,
¢) severe physical disabilities, f) chromosomal abnormalities, that would qualify them for services
on a special education site are not eligible for services in the PED program.

4. Behavioral Characteristics: Childrenmay exhibit any of the following: tremors, perceptuual
disorganization, blanking out, speech and language disorders, minimal development delays,
disorganized play, difficulty with transitions, poor pecr relationships and poor coping skills.
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Characteristics of Children Prenatally Exposed to Drugs/Alcohol

There is no “typical profile” of a drug-exposed child, and as such each child must be
educated as an individual with particular strengths and vulnerabilities. Because the effects of
prenatal alcohol or other drug use on children are varied, the continuum of impairment can range
from minimal symptomology to severe impairment in all areas of the child's development.
Characteristic behaviors include a heightened response to internal and external stimuli, irritability,
agitation, tremors, hyperactivity, speech and language delays, poor task organization and processing

difficulties, problems related to attachment and separation, poor social and play skills, and motor
development delays.

While organic deficits caused by prenatal exposure to drugs cannot always be remediated,
and while immunity against adverse child rearing conditions cannot always be created, high quality

childlfamily intervention services can significantly improve a child's self esteem, self-control, and
ability 1o solve problems in the real world.

Goals of the PED Program

1. To develop a rieschool program that incorporates a family focus, systematic interdisciplinary

assessments, individualized programming, consistent teaching, support staff, and program
evaluation.

2. To develop effective strategies and provide structured learning experiences 1o promote the

cognitive, communicative, psychosocial, and motor development of children prenatally exposed
to drugs including alcohol.

3. To identify preschool children who are at-risk for behavioral and developmental learning
problems due to prenatal alcohol or other drug exposure.

4. To facilitate the succesful transition of Prenatally Exposed To Drugs, PED, childrento a
regular education setting or 10 their least restrictive special education program placement.

5. To promote a better understanding of young children who have been prenatally exposed to
drugs including alcohol and who are at-risk for school failure.

Philosophy of Program

The behaviors seeninthe preschooler prenatally exposed to aicoholor other drugs are the result
of a constellation of risk factors resulting from possible organic damage. early insecure attachment
patterns, and ongoing environmental instability. The child is particularly vulnerable to many stresses
that impact on daily living. The extremes ocorvedina child s behavior, be it passivity or hyperactivity,
apathy or aggression, indiscriminate trust or extreme fear and suspicion, must be understood in the
context of the child’s experience.

Research has shown that the progress a child prenatally exposed to drugs is more favorable
when the child is placed in a prediciable, secure and stable environment; therefore, intervention
programs for these children must include the development of protective environments with defined
structure, expectations, and boundaries, as well as the provision of on-going nurturing and support.
Early positive, responsive care is crucial for children’s emotional and cognitive well-being. Establishing
a strong attachment with each child through understanding and acceplance is a teacher's major
priority. Only in the context of a good attachment will a child' s true potential be realized.
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Intervention strategies, 1o be effective, must attempi lo counteract prenatal risk factors and
stressful life events. Toaccomplishthis, the teacher must buildin protective factors withinthe classroom
environment and provide facilitative ways for young children to cope appropriately with stress. Self-

steem, self-control, and problem solving mastery is best achieved when protective factors are coupled
with a facilitative approach in the acquisition of better coping skills. These protective and facilitative
factors are similar to those built into any good preschool program, but because children prenatally
exposed to drug are more vulnerable, these program components are essential.

The following are protective factors to be built into a classroom for at-risk children:

A. Respect

Children at-risk need a setting composed of nurturing adults who are respe ctful of children’s

work and play space and who do not make unrealistic demands nor unpredictably appear and
disappear.

B. Routines & Rituals

At-risk children need a setting which is predictable. Providing continuity and reliability
through routines and rituals and scheduling activities to occur in a prediciable order over time
strengthen a child's self-control and sense of mastery over the environment.

In staffing programs for children at-risk, not all professionals (speech and language
therapist, psychologist, social worker, etc.) come into the classroom weekly to interact with the
children. These adults should develop a routine for reintroducing themselves and predicting for the

childrenwhen they will appear again. Consistent personnelwho helpa child understand the visiting
adult’s schedule enhance the child’s sense of security.

C. Observation & Assessments

The manner in which the child uses these skills during play, at transition time, and while
engaged in self-help activities is equally important. Close observation of a child’s behavior at these
times allows for the understanding of how the child experiences stress, relieves tension, copes with
obstacles, and reacts to change. It provides valuable information on how the child uses peers and
adults to meet needs and solve problems.

D. Flexible Room Environment

Children at-risk need a setting inwhich classroom materials and equipment can be remaoved
to reduce stimuli, or added, to enrich the activity.

E. Transition Time Plans

At-risk children need a setting in which transition time is seen as an activity inand of itself
and as such has a beginning, middle, and end. Special preparation is given to transition time,
recognizing that it is one of the best times of the day to teach the child how to prepare for and cope
with change and ambivalence.

F. Adult:Child Ratio

Children at-risk need a setting in which the adult:child ratio is low enough to promote
attachment, predictability, nurturing, and on-going assistance in learning appropriate coping
styles.
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The following are facilitative factors (o be built into a classroom for children prenatally exposed

to drugs:

A.

Afttachment

Children at-risk need a teacher who accepis the child with a history of both positive and
negative experiences. It is assumed that for a high-risk child, there may be a history of poor
attachments and lack of trust. The degree to whicha child comes to trust the world depends, to a
great extent, upon the quality of care received. When care is inconsistent, inadzequate, or rejecting,
it fosters mistrust, fear, suspicion, apathy, or anger towards the world and people in particular.
These feelings will carry through to later stages of development.

Feelings

Children at-risk need a teacher who accepts that children have negative and positive
feelings. Feelings are real,important, and legitimate. Children behave and mishehave forareason,
even if it cannot be figured out. In responding to a child’ s mishehavior, the first priority should be
to acknowledge what the child seems to want, before dealing with the mishehavior. Doing so allows
the child to recognize that histher feelings are real and valid. Being understood facilitates self-
esteem and promotes a willingness to function within prescribed limits.

Different children respond to stress (internal or external) in different ways. Individual
children show different responses to the same stressful events on different days. Teachers need to
develop a sensitivity to the particular meaning different stressors have for the individual child and
not have a predetermined set of expectations for or responses to child behavior.

Mutual Discussion

At-risk children need a teacher who acknowledges that children’s behavior, feelings and
experiences are opento mutual discussion. Talking about behavior and feelings, (done with empathy
rather than judgment) validates the child's experiences and sets up an accepting atmosphere.
Permission to have these feelings leads to the increased ability to distinguish between wishes and
fantasies onthe one hand, and reality onthe other. Verbal expression allows the integrating process

that leads to the child's increased ability to modulate behavior, gain self-control, and express
feelings.

Classroom Rules

Children at-risk need a setting in which the number of explicitly stated rules are limited. By
limiting classroom rules, childrenare encouraged to explore and actively engagein their social and
physical environment. While it is possible to teach specific objectives by relying on rules to control
the child, it may be at the expense of the child’s intrinsic motivation, problem solving capacity, and
self-mastery.

Role Model

Children at-risk need a teacher who understands that by establishing an individual, trusting
relationship, the teucher becomes an important person. and behavior the teacher models is more
likely to be imitated.

Peer Sensitivity

Ar-risk children need a teacher who realizes that children become sensitive and aware of the
needs and feelings of others only by repeatedly having their own needs met.
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G. Decision-Making

Children at-risk need a teacher who recognizes that it is important that they be allowed to
make decisions for themselves. Freedomto choose and to assume the responsibility for those choices
gradually expands the inview of the child’ s physical, social, emotional, and intellectual growth and
promotes self-esteem, problem solving mastery, and moral values.

H. Home

The home is recognized as an essential part of the curriculum. Facilitating parentali
caregiver goals helps 1o establish a close working relationship between home and school.

Intervention strategies that strengthen the positive interaction between child and family increase
parental confidence and competency.

1. Program

Program intervention is best achieved when all professionals concerned with the child and
family are coordinated. To accomplish this successfully, time must he allonted for teachers to meet
and plan with assistants and for support services of social workers, psychologists, speech and
language, and adaptive physical education to come together in u transdisciplinary model.

~
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Teaching Strategies

A. Learning

Learning occurs ina developmental framework. Development is an internal process in which
the child is consistently organizing and reorganizing experiences within a continuum of stages.
Movement through the stages is notan automatic passive activity. Frombirth,a child who has not been
exposed to drugslalcohol has the potential to attend and respond to selected stimuli and take the
initiative to explore and control the environment.

Competency to perceive and explore the environment can be damaged in the child prenatally
exposed to drugstalcohol. Concrete experiences, decision-making and problem solving within a
nurturing environment as well as a positive interactive communication help to build the foundation for
development. This foundation promotes self-esteem, competence and motivation for new learning.

NORMAL LEARNING DEVELOPMENT
The child:

learns to focus on tasks in play situations.

« uses numerous problem-solving strategies.

« shows sustained attention in individual and small group activity.

« develops a sense of task completion.

« steadily progresses in the acquisition of skills.

« learns to delay immediate needs and to conform to the social expectations of the classroom.
« is able to end a preferred activity and start a teacher-directed activity.

« demonstrates sporadiclintermittent mastery of skills in new learning situations.

« acquires pre-academic concepls through incidental learning.

LEARNING BEHAVIOR OF AT-RISK CHILDREN
The child:

« may easily be dlistracted by sounds, people, and movement.

« may have poor visual scanning.

« may show decreased trial and error.

« may show decreased problem-solving strategies.

« may have decreased attention and concentration.

« may show perseverative behavior in problem solving.

« may show decreased task completion.

« may need longer time 1o complete task.

« may give up easily when confronted by problem-solving situations.

« may be easily frustrated and become irritable in problem-solving situations.

« may be unable to do task previously mastered.

« may be unable to take turns.

e may not remain seated in circie or at the table with the other children.

« may withdraw from a lack of social and environmental stimulation and may learn to hecome
non-responsive.

« may not have regular play/rest cycles or patierns.

« may become upset with changes in routine.

« may have difficulty with changesltransitions.

o may be unable to end or let go of preferred object or activity.

o may demonstrate sporadiclintermittent mastery of skills over prolonged period of time.

« may not learn incidentally.
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TEACHING STRATEGIES FOR OPTIMAL LEARNING

Teaching staff:

provides support and emotional reassurance.

reduces classroom interruptions as much as possible.

limits number of objects in room.

establishes classroom routines with minimum number of transitions.

models alternative strategies.

directs child to watch another child who is using a successful strategy.

considers developmental level of child.

recognizes preschoolers may need to sit in adult’s lap.

recognizes preschoolers may need to sit next to an adult.

uses physical, concrete, and verbal cues to direct or redirect child in task or activity.
recognizes and consistently praises child’s attempts and accomplishments.

asks child to verbalize steps of a task.

provides verbal cues (talks the child through task) if child is unable to verbally give steps of
task. '

provides the child with an opportunity to take turns with peers and adults.

models taking turns.

provides attention and time to children who are behaving appropriately.

protects child from the over-stimulation of intrusive persons or noisy environments and from
the under-stimulation of a bland social and environmental experience.

provides the child a schedule of play and rest activities to help develop regular patterns.
alerts the children routinely 1-2 minutes ahead of time that the activity will soon be over.
talks about the next activity before entering into the activity.

allows adequate time for the transition activity.

guides the child through the transition and into the next activity.
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B. Play

Play is the area where a child integrates learning, communication and sociallemotional and
motor skills. Through play, a child can learn to understand him/herself and the relation to others and
the world around him/her. As a child grows and maures hisiher play involves increased communication
skills, attention, concentration, and concept development. Strategies for play are important because a
child prenatally exposed 1o alcohol and other drugs is at-risk for poor play skills.

. NORMAL DEVELOPMENT PLAY
The child:

« learns to organize his'her own play.

« can independently select materials and focus on them in an appropriate manner.
« progresses from parallel to interactive play.

« joins in play with other children.

« initiates interactive play.

« takes part in and initiates dramatic play.

PLAY BEHAVIOR OF AT- RISK CHILDREN
The child:

« may show decreased spontaneous play with increased aimless wandering.

« may not organize own play, appear perplexed and confused and cannot select materials and
focus adaptively.

may be easily over-stimulated by too many things and people and by too much noise, move-
ment and excitement.

may show delay, discontinuity, and disorder in representation play.

may have difficulty joining others in play.

may not initiate appropriate interactive play.

may not initiate dramatic play.

TEACHING STRATEGIES FOR OPTIMAL PLAY DEVELOPMENT
Teaching staff:

« gives child toys andlor areas in the classroom that are child's alone, and do not have to he
shared.

« recognizes that the child may not have had consistent play objects in his/her environment.

« finds out whot is available for the child in child's home.

« "decreases/regulates amount of toys for child.

responds to and follows the child’'s lead in play.

models toy choices for child with correct verhal cues.

verbally and physically models play with toys.

provides opportunities for the child to play interactively in a safe environment with the adult

available for assistance and reassurance.

o provides child with opportunities to take turns with peers and adults.

« provides time to model interactive play.

o provides child with support and encouragement during play.

« initiates and models dramatic play with child.

« responds to child when child initiates dramatic play by verbal responses or by playing with the
child.
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C. SociallEmotional

When interactions between the drug exposed infant and caregivers result in lack of attachment
rejecting or inconsistent care, this child is at greater risk for developing mistrust. suspicion and fear.
These attitudes may carry through to later stages of development and manifest themselves behaviorally.
Exaggerated behavior patterns are often the way a child copes with a situation that is overwhelming.
Each child must be made to feel emotionally safe to atiempt new learning. It is important to establish

a responsive, nurturing environment conducive to active learning in which the child may build a positive
self-concept.

NORMAL SOCIALIEMOTIONAL DEVELOPMENT
The child:

develops and maintains healthy attachments.

separates from parent when trust has been established.

learns to look for and respond to adult approval.

« learns to respond to gesturallverbal praise and setting of limits by teacher.

forms attachment to teacher.

o learns to socially signal desires and needs.

learns to interpret and respond to social cues of adults.

learns to read and respond to social cues of peers.

« shows broad range of emotions, including pleasure, anger, fear, curiosity, and assertiveness.
 shows a balance in emotions.

learns to regulate own inner-state.

reponds 1o emotions of others.

learns to develop an independent sense of self and responsible behavior resulting in self-
esteem.

develops a strong self-interest.

SOCIAL/IEMOTIONAL BEHAVIOR OF AT-RISK CHILDREN
The child:

may not use adults for comfort, play, approval, or ohjeci atiainment.
« may go from one 1o another showing no preference for a particular adult.
« may not look to adult for recognition of a job well done.
« may not respond in any way to verbal praise from adult.
o may ignore verbaligestural limit setting.
« may show decreased compliance with routine simple commands.
o may show indiscriminate attahment to all adults.
o may not signal desires by giving eye contact, gesturing. or vocalizing.
o may not read teacher’ s cuellook.
o may show a restricted range of emotion.

- overreacts to “no” by total withdrawal.

- rarely smiles, laughs, or show joy.

- letharygy, listlessness, lack of affect.

- clingy behavior with adult.
« may not express fear, grief, worry.
« may withdraw, seem to daydream, or not be there.
« may have poor inner controls (giggles turn into screams).
« may remain clingy and dependent on teacher for decisions and daily living activities for

extended periods of time.
« may overreact to separations from primary caregiver.
o may show some lack of self-awareness as an individual.

 may not show concern for hurt peers.
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TEACHING STRATEGIES FOR OPTIMAL SOCIALIEMOTIONAL DEVELOPMENT

Teaching staff:

provides opportunities for contact, mutual touch, and smiling throughout the day.
responds to specific needs of child with predictability and regulariry.
addresses child by name, elicits eye contact, andlor touches child before giving verbal
command.
talks child through to consequence of child’s action.
provides the child with explicitly consistent limits of behavior.
takes every opportunity to develop teacher child relations.
uses close proximity and gestures.
responds to muted signals and gives child a verbal explanation of child's behavior.
moves close to the child, looks at the child, and helps the child to read teacher’'s cues by
explaining to the child what the teacher’s look, body language, or gesture means.
labels expression of emotions so child learns to identify those emotions.
t}sc.;‘ books, pictures, doll play, and conversation to explore and help chiid express a range of
eelings.

allows, identifies, and reacts o child’s expression of emotions:

- pleasure

- protest

- excitement

- anger

- self-assertion

-curiosity

- dependency

- love

- fear
models full range of emotions for child.
communicates with caregiver and finds out if there has been an upsct in the home or any

change of routine in the home, any family emergency or if the child's sleeping pattern has
changed.

assists child in gaining control by:
- getting eye contact.
- sitting next to the child.
- verbal reassurance.
- physical comfort, (i.e., teacher rubs child’' s back).
uses stories, puppets, and role play to develop empathy for others.

« provides daily opportunity for the child to practice independent feeding, dressing, bathing,

toileting, and play skills with tolerance for messiness and dawdling.

provides child with a daily opportunity to make small decisions and limited choices in play
and/or self-help activities.

has activities centered around the child as an indi vidual.

provides spaces and objects in the classroom that are for each child (cubbies with names,
personal toys from home, and individual picture books).
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D. Communication

The child’s capacity to communicate evolves from early mother-child interaction. The development of
a child’s language depends on the child’s ability to receive, understand, integrate, and express
meaningful experiences. The child learnsto use gesturesiwords 1o expressfeelings, communicate wants,
and describe experiences. A child learns language best through social interaction with significant
individuals and through active exploration of hisiher environment.

NORMAL COMMUNICATION DEVELOPMENT
The child:

is able 1o follow directions appropriate for his developmental level (simple commands, multiple
commands).

learns to communicate simple wants and needs, name objects, express feelings at

appropriate developmental levels, and describe experiences and events.

« iy able to use pragmatic language.

« learns 1o initiate appropriate interactions with peers.

COMMUNICATION BEHAVIORS OF AT-RISK CHILDREN
The child:

« may have delayed receptive and expressive language.
 may be unable to follow directions that are appraopriate for the child’s developmental ievel.
o may have prolonged infantile articulation at the preschool level.
o may not use attained language to communicate feelings, wants, and necds.
« may be unable to verbalize his/her needs, wants and fears, and expresses them through
behavior such as banging, stomping, shouting.
« may show listlessness, passivity, andlor lack of social awareness.
« may observe rather than verbally engage with peers inplay.
o may inappropriately initiate interaction with peers by:
- hitting
- pushing
- hiting
- swearing
- negative verbal remarks.

TEACHING STRATEGIES FOR OPTIMAL COMMUNICATION DEVELOPMENT
Teaching staff:

o creates a stable environment where child feels safe to express feelings, wants, and needs.

e uses “hands-on” activities to reinforce the child's language.

o uses eye contact, gives simple one step directions, and gradually increases the number of
steps ina direction.

o maps language in the context of the activity.

o provides names of people, pets, food items, body parts, objects, feelings, and events in the
process of conversation.

o immediately responds to beginning attempts at verbal communication.

o investigates child’s behavior by asking child questions to discover what child needs, wants, or
fears.

« acknowledges the needs, wants or fears of the child.

- provides strategies to enable the child to appropriately express needs, wants, or fears.

o acknowledges attempts by child to cooperate and interact with other children.

« recognizes negative behavior may be a signal of child's unmet needs.

o reflects child's feelings.




verbally directs child’s behavior.

praises child's attempts toward adaptive behavior.

ignores inconsequential verbal behavior.

verbalizes expected behaviors.

redirects behavior.

removes child and helps child calm self.

provides child verbal language to use with other children.

intercedes with extra support for child who has used hest developmental skills to resolve
conflict without success.

sets consistent limits on inappropriate behavior, but allows for expression of feelings.
provides time to talk with child about emotions.




E. Molor

Motor and spatial development stems from the interplay of a number of factors beginning
prenatally and continuing through early childhood. Any major interferences along this contintiun can
resultinmotorispatial impairment. As d result of prenatal exposure toalcohol and other drugs. the child
may exhibit varying degrees of fine, gross motor, and spatial relationship delays.

NORMAL MOTORI/SPATIAL DEVELOPMENT
The child:

has awareness of child's body placement in relationship io hislher environment.
has age appropriate gross motor skills.

has awareness of space relationships among objects in relationship to self.

has awareness of space relationship among objects in relationship to each other.
is able to manipulate objects, age appropriately.

MOTORISPATIAL BEHAVIOR OF AT-RISK CHILDREN
The child:

may trip or stumble without apparent cause.

may have difficulty with gross motor skills (e.g., swinging, climbing, throwing, catching,
jumping, running, and balancing).

may walk into starionary or moving objects.

may move too close or too far away from another object.

may show splaying of fingers, immature grasping skills.

may have difficulty manipulating objects (stacking, stringing, cutting, and drawing).
may exhibit tremors when stacking, stringing, or drawing.

TEACHING STRATEGIES
Teaching staff:

verbally reminds child of obstacles.
guides child through motor activities that emphasize the skills of rhythm, balance, and
coordination.

models and guides child in learning 1o control child’s body through songs, games, and play.

provides child with opportunities to experience spatial relationship through motor mazes, oul-

door play, and indoor play.

« provides a variety of wactile and small motor activities (water and sand play, pegboards,
puzzles, blocks, legos, etc. ).

« observes child and notes tremor occurrences and duration and how child compensates for

tremors.
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F. Home-School Partnership

The home is recognized as an essential part of the curriculum. Research has indicated that early
intervention programs are essential in producing long-term positive results only when parents/
caregivers are part of the program design. Interactions between teachers and parentsicaregivers must
he professional, sensitive, and flexible. This relationship must be based on the expression of mutual
concern and goals. Parents of children at-risk may themselves have past andlor present experiences
which can compromise their ability to effectively parent their children. Factors, which may include
poversy, depression, a history of child abuseineglect, family instability and violence, history of

psychiatric problems, drug abuse, etc.,are taken into consideration when staff is addressing the child’s
needs with the parens.

Childrenwho reside infoster homes or are placed with extended family members are particularly
vulnerable to the consequences of separation, loss. and poor attachments. These children require on-
going support and coordinated case management plans with the goal of maximizing the child’s success
within the home and in the school. The emphasis on strengthening the positive interaction between
caregiver and child increases the caregiver’s awareness and understanding of the child's individual
needs and assists in promoting feelings of confidence and competency within the caregiver. This
empowerment of the caregiver will benefit the child far beyond hisiher formal school program.

Having the knowledge of schoolicommunity resources and a genuine interest in the parent’s
well-being are essential to F-idging the home-school partnership.

HEALTHY HOME ENVIRONMENT
The child: :

« will have a mother who receives proper prenatal care.

e is provided consistent, responsive primary caregiver from birtk.

o is provided predictable, safe, stable environment.

o has regular eating and sleeping patterns.

« will have a motheriprimary caregiver who sees herself as child's first teacher.

e is provided with extablished family rituals around daily living activities and special events.
« is provided appropriate developmental activities.

o is encouraged 10 express feelings.

« is encouraged to be self-sufficient and independent.

AT-RISK ENVIRONMENT
The child:
* with prenatal exposure to drugsialcohol may:
- be premature
- be small for gestational age
- go through withdrawal

- suffer damage 10 gastrointestinal, endrocrine, respiratory genito-urinary, cardiovascular andior

central nervous systems.

may have multiple home placements.

 may have multiple caregivers.

may live with other young children who are ai-risk.

may be abused and neglected.

may receive inconsistent and intermittent nurturing.

may have caregiver who is emotionally unaviailable.

« may have caregiver who is overwhelmed or untrained in dealing with the child's emotional
needs.

« may be exposed to chaotic, unpredictable, and unstable environmenis.

]

e~
52 O




TEACHING STRATEGIES OPTIMAL HOME-SCHOOL PARTNERSHIP
Teaching staff: '

o identifies family constellation and primary caregiver.
« develops relationship with caregiver and lines of communication.
o schedules on-going visits to:
- develop a child's history (number of placements, medical history, family history, other
agency involvement).
- explore what they are doing about child’s behavior.
- discuss observations of child’s behavior and progress.
- observe and discuss caregiver/child relationship.
- identify parental concerns and assess family needs.
- develop individual family service plan.
- facilitate referral to other agencies as services are needed.
- encourage participation in parent education classes.
o discusses and models the importance of predictability and organization:

- by developing a transition plan with caregiver for entering school (books, toys, expected
parent attendance).

- by establishing regular patterns of communications with home ( phone calls, classroom
newsletter, informal notes, notebook back and forth). '

- by anticipating, discussing and integrating events at home and school (daily routine, special
events).

- by discussing implications of prenatal exposure to drugslalcohol (short-term and long-term
effects).

- by promoting an understanding of psychosocial risk factors (abuse, neglect, mutiple place-
ments).

A Teacher's Personal Account

Young Children Prenatally Exposed to Drugs in the School Setting
by Carol Cole, M.A., Teacher, Los Angeles Unified School District

Children prenatally exposed to drugs entering the preschool setting bring with them a constellation
of risk factors. The behaviors seen in the classroom may be the resultof possible organic damage, early
insecure attachment patterns, and often ongoing environmental instability. These children are
particularly sensitive to the many stressors that impact on their daily lives. The extremes observed in
a child's behavior, be it passivity, hyperactivity, apathy or agression must be understood in the context
of the child’s experience. The average child in our pilot program had approximately three placements
by three years of age.

When we began three years ago, we were aware that the literature described babies prenatally
exposed todrugs as having a poor arousal response, being difficult to soothe, showing poor organization
to environmental sounds, and being poor eaters and sleepers. We read that drug using mothers had a
history of poor prenatal care, dysfunctional relationships, chaotic lifestyles and poor parenting skills.

What we didn't know was how the developmental line of vulnerabilities or impairments would
manifest themselves in the three and four year old child in the school setting. We thought we could
pinpointdifferent behavior and attribute ittoa particulardrug. We also thought we might be able totease
out the effects of the drugs from those environmentally induced difficulties. We could not. The children




are the product of poly drug abuse in utero, the abuse occurring at different times during the pregnancy,
fordifferent durations and at different intensity while in the womb. Perhaps, more importantly, we could
not clearly distinguish the difference between the impact of the drug and the impact of the environment.

Three year old C.was reported to have been exposed to cocaine.
pcp, and alcohol in utero. In school, he knew his colors, and was
beginning to read. Yet, often, his response to simple teacher demands to .
participate in chassroom activities and routines would result in temper
tantrums, foul language, drooling, spitting, and undressing. C. lived in
a group home for six children, all under the age of five. There was a
rotating staff of nine caregivers. This was the &th placement that C. had
experienced in his shortthree years. Was the inanpropriate behavior we
saw in the classroom the result of the drugs or hecause of the multiple
placements . . or was it both?

We have learned that these children are more alike than different from their typical peers and that
while we know drug exposure can cause a continuum of impairments, from severe handicapping
conditions to risk factors, there is no typical profile. Likewise, there is no typical generalization that can
be made about the families and caretakers of these children. Both must be served with sensitivity to their
unique strengths as well as needs. Children prenatally exposed to drugs are not atypical or dissimilar
from other vulnerable children. However, the combination of both organic and environmental insults
leaves these children in need of specialized curriculum and services. These children's cognitive
competence is often not enough to protect them from school failure. Therefore, specialized, but not

necessarily separate from other high risk or typical children, early intervention is necessary for these
children.

The intervention strategies, to be effective, must attempt to counteract prenatal risk factors and
stressful life events. School curriculum and social services provided these children must incorporate the
basic principles of building attachment and trust.

The beginning of moral development for children rests in part with the degree to which they learn
to trust the world . . . and of course the people in that world. Attachment is the word we use, the
shorthand, to convey that a child has that base of trust. Attachment is the initial building block for all
learning: cognitive, emotional, behavioral . ... It is fundamental for extending simple cause and effect
knowledge into the more complex realm of socially appropriate behavior and abstract thinking.

Research indicates that one person, advocating forachild can have tremendous influence in the outcome
of that child.

Our experience is that a majority of children coming into our program have a history of poor
attachmentand lack of trust. Therefore, itis amajor priority for teachers toestablish a strong relationship
with each child and family. A major focus is not just school readiness skills, but rather on relationships
and attachment. Teachers modeling concerned nurturing, predictable interaction with respect for
feelings can teach a lesson far more important that colors, numbers, letters, size and shape. That is:

« adults can be trusted
« needs will be met
« children are valued




Hillsborough County's Response: The Drug-Exposed Children's Committee

The Drug-Exposed Children's Committee (DECC) in Hillsborough County.
Florida, investigated the needs of young children exposed to alcohol and other drugs to
see if modifications were needed within regular education/pre-school programs. An
informal assessment was conducted in May 1989, to see if there were children in

" kindergarten Head Start and other pre-kindergarten programs who were thought to be
drug-exposed, and to see the kinds of problems they were experiencing. Schools with

"at risk" populations did have drug-exposed students and hypotheses were generated
about possible problems.

A five year longitudinal study of children from three to six years of age is
currently being implemented. If we are successful in validating our pre-K and
kindergarten checklis. for symptomatic behaviors, children will be selected for the study
based on teacher observation. The Committee has developed a checklist of behavioral
characteristics associated with prenatal exposure, compiled from data from Los Angeles
City Schools, research, and our own observations. Drug exposure will be validated by
a parent interview. Initial funding for the study is provided by the University of South
Florida Institute for At-Risk Infants, Children, and Their Families. The number of
children identified for study during the 1989-90 school year will be determined by the

level of funding received. Descriptive data will then be collected for all children in the

study, such as screening test scores, promotion/retention data, teacher observations, etc.,
over a five year period of time.

This Committee is actively providing inservice to teachers and other school
personnel to allay their fears of this problem, and to present current research and
information. A staff development component has been written to address Teaching
Strategies for Children Pre-natally Exposed to Drugs. The syllabus is being developed
with September 1990, as a target date for offering the course through the Teacher
Education Center for re-certification credit.

Source: Linda Delapenha, Member
Drug Exposed Children's Committee
(DECC) of Hillsborough County
Supervisor, Primary Diagnostic Services
Hillsborough County Schools, Florida
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Operation PAR's Child Development
and Family Guidance Center

Since 1971, Operation PAR has addressed the problems of drug and alcohol abuse in
Pineilas County, Florida. Operation PAR's Child Development and Family Guidance
Center provides innovative, comprehensive, community-coordinated services dest gned
to serve infants and children affected by parental chemical dependency. Working with
the local county health unit, pediatricians. child protection teams. state protective
services, juvenile court services, and chemical dependency treatment teams. the program
strives to prevent multigenerational chemical dependence.

One component of the program is a special center serving children of two months to five
vears whose parents are scrious drug abusers, especially parents abusing cocaine. The
children participate in a wide variety of leaming experiences designed to assess and

develop their physical, emotional, social, creative, cognitive, language and self-help
skills.

Infants and pre-school children are assisted to:

feel secure in a healthy and safe environment.
. develop or enhance primary and trust relationships.

nurture and grow in a positive social environment where satisfying interpersonal
relationships can be developed through interaction with peers and adults.

develop effective verbal and non-verbal cornmunication skills.
improve self-concept and self-esteem.

improve perceptual motor activity.

express feelings and perceptions, and enhance creativity through music, art,
drama and dance therapy.

Each child is given a comprehensive screening to determine his or her developmental
competencies. Children who have indicators of serious development deficits are further
tested in order to determine appropriate educational and intervention plans. All childrer:
have personalized leaming objectives developed with their parent(s) and ongoing
evaluation todetermine progress toward meeting individual goals. All parents participate

in seminars and educational classes designed to enhance their potential skills and
competencies.

For more information, call Shirley Davis, Director, Child Development and Family
Guidance Center, (813) 896-2672.
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Chapter 5
WHAT IS THE ROLE OF OTHER HELPING PROFESSIONALS?

Florida’s new reporting requirements (see below) increase the likelihood that prenatally-
exposed children and their families will come into contact with a wide range of helping professionals
by the time these children reach school age. In Florida, sustained and systematic effort to assist
high-risk children below age five is generally considered “early childhood intervention”. Studies show
that children affected by prenatal exposure to alcohol and other drugs are significantly helped by early
intervention designed to meet their particular needs. Such intervention is particularly effective when

interagency cooperation and coordination of services exists. According to Samuel Meisels of the
University of Michigan:

«_.early intervention incorporates a host of services and service providers that
cut across several disciplines and orientation...medicine, education, social work,
social services, child care, respite care, public health, speech and language,
occupational and physical therapy, nursing and psychology. Indeed, in order 10
achieve a thorough understanding of early intervention, one must adopt a set of
assumptions that emphasize this plurality.”

Both state and federal governments have made early intervention a priority through
legislation which emphasizes the importance of timely and coordinated care. Although such
postnatal intervention is essential to preventing even greater problems, prevention is, of course, best
achieved prior to e conception of the child through activities such as teen parent and dropout
prevention programs and curriculum courses that build self-esteem and healthy practices in future
parents. Early childhoodexperts pointoutthat this kind of proactive education is the most fundamental
approach to the problem of substance abuse during pregnancy.

~ Between 1963 and 1965, all fifty states enacted laws requiring physicians and other health
care workers to report known or suspected child abuse to local protective services departments.
States receive federal funds contingent on the existence of such statutes. In Florida, the definition of
“child abuse™ extends to instances in which a newborn has been exposed in the womb to drugs other
than those administered as part of a detoxification program cr in conjunction with medically-approved
treatment procedures. (Florida Statutes, 415.503)

The means for reporting and referring newbomns whose mothers used drugs during pregnancy
is specified in the Florida Department of Health and Rehabilitative Services (HRS) regulation 150-6:
Substance Abused Newborns. Excerpts from HRS Regulation 150-6 explain the procedure:

HRS Regulation 150-6: Substance Abused Newborns

1. Purpose. This policy provides for a system of identification, reporting and provision of needed
services to drug or alcohol involved newbomns, and babies born to mothers who are addicted to or
abusing diugs or alcohol.




2. Effective Date. October 15, 1988

3. Scope. The Department of Health and Rehabilitative Services shall be informed of all newbomn

infants who are bom 10 mothers who are addicted to or have abused drugs during the childbearing
period in the following manner:

a. Report of Physically Drug Dependent Newborn :

. (1) If anyone has reasonable cause to suspect thata newborn is physically drug
dependent or a situation of actual or threatened harm exists, this knowledge or suspicion must be
reported immediately to the FLORIDA ABUSE REGISTRY (required by F.S., 415.504 (1)).

(2) The abuse registry shall notify the district Child Protective Investigation Unit
which will commence an immediate child protective investigation. The child protective investigator

will inform the county public health unit which will conduct a separate home evaluation and family
assessment.

b. Referral of Other At Risk Newboms with Related Substance Abuse Concerns.

If no child abuse is threatened, physical drug dependency or harm suspected,
but there is a substance abuse concern with the newbom or family, the atiending health professional
should make a referral to the district or county public health unit fora family assessment and service
provision through the district telephone network. The consent of the client is required for this referral.

The primary responsibility for the health care of these families will be assumed by the public health
nurse.

4. Explanation of Terms

a. Child Abuse. This team refers to situations in which a child's physical, mental
and emotional well-being is harmed or threatened with harm by the acts or omissions of a parent,
other person responsible for the child’s welfare or institutional staff; it includes sexual abuse. (F.S.,
415.503 (3) .

b. Child Protective Investigator (CPI}. The department’s authorized agent located
in each district within the state and responsible for conducting child protection investigations of
allegations that children have been abused or neglected by a parentor other person responsible for
their welfare or institutional staff.

c. Harm to Children. This term includes, but is not limited to an injury of anewborn
infant evidenced by thatinfant’s being born physically dependent on certain controlled drugs and
actual or potential failure of a parent to supply a child with adequate food, clothing, shelter,

supervision or health care, although financially able or offercd financial or other means to doso. (F.S.,
415.503 (8))

d. Health Care Case Manager. The health care case manager, who is usually the
public health nurse, plans and provides nursing care, referrals, follow-up, monitoring, education,
counseling and coordinates other activities necessary to enhance the wellbeing of the family.

e. District T ne Network. The district telephone network is the system for
receiving referrals of substance-abused newborns directly from health care providers and child
protective investigators. Each district should ensure that every hospital and birth center has the
appropriate telephone number for referrals to the district or in some areas, the county public health

unit. The district office shall establishand maintain a plan for timely referral to the county public health
unit.
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f. Physically Drug Dependent Newborn. A physically drug dependent newborn is
an infant under 28 days of age who exhibits abnormal growth or, abnormal neurological patterns or,
abnormal behavioral patterns, and for whom there is documented evidence that the mother used
Schedule 1 or 11 drugs during her pregnancy. Documented evidence for this condition is: Admuission

by the mother of drug use during pregnancy, a positive maternal drug screen during pregnancy or the
early postpartum period or a positive newborn drug screen.

g. Reasonable Cause t0 Suspect. Indicators for reasonable cause to suspect thata
newbomn is physically drug dependent are:

1. Directly observing the pregnant woman while she is using drugs. This should
be by a relative, household member or other reliable source.

2. Admission by the mother of drug use during pregnancy.

3. A positive drug screen of the newborn.

4. A positive maternal drug screen during pregnancy or the postpartum period.

h. Reports to the FLORIDA ABUSE REGISTRY. The FLORIDA ABUSE REGISTRY’S

statewide single number (1-800-96 ABUSE) should be utiiized for the reporting of all suspected child
abuse or neglect.

REPORTING AND REFERRING SUBSTANCE:ABUSED NEWBORNS

THE REPORTING AND/OR REFERRAL
OF
SUBSTANCE ABUSED NEWBORNS

REQUIRED ABUSE AND
NEGLECT REPORT FOR RECOMMENDED REFERRAL
DRUG DEPENDENT NEWBORN HOSPITAL FOR AT RISK INFANTS
or
Other Place of Binth

e e
DISTRICT

TEL. NETWORK

FLORIDA CHILD
ABUSE PROTECTIVE
REGISTRY CPT INVESTIGATOR

Depondant Chaidren DS .DM.

CMS...... Children's Medical Services s (o
COM A.DM....Community Alcanl. Drugs JTHER PS VES CARE. k)’"ll‘ld—
and Momal Heakh

VS

Vs
Source: Florida Department of licalthand Rehabilitative Services
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A CONTINUUM OF SERVICES IN FLORIDA

Increasingly, legislators and citizens are turning to prevention as a solution (o many social
problems. Such is the case with Florida's 1986 Handicap Prevention Act, which asserts that 50 percent
of handicapping conditions in young children can be prevented or minimized by “focusing preventive
efforts on high-risk pregnant women and high-risk and handicapped young children, in the formative
years of 0 105, and their families”(F. S.,411.102). Interagency and intraagency program coordination
are seen as indispensible means of achieving this goal.

The Act directs the Departments of Education (DOE) and Health and Rehabilitative Services
(HRS) to work together toidentify and refine a continuum of early assistance services that contribute
to the prevention of handicapping conditions in young children. The result is Florida’s Handicap
Prevention Report, which, amongother things, describes a full array of prevention and intervention
services currently provided at the state and local levels. As such, it is anextremely valuable resource
for educators and other helping professionals working with drug-involved parents and prenatally-
exposed children.

The Continuum of Services

The continuum of preventive and early assistance services described in Florida’s Handicap Pre-
vention Report serves as a guide for a comprehensive statewide approach to services for high-risk
pregnant women and for high-risk and handicapped children and their families. The continuum includes
the following categories of services:

1. Education of the Public and Professionals

2. Family Support Services Prior to Pregnancy

3. Maternity and Newborn Services

4. Health Services for Newborn Children

5. Early Intervention, Education and Related Services for High-Risk and Handicapped
Preschool Children

6. Support Services for High-Risk or Handicapped Children and Their Families

Definition of High-Risk Children

Beginning July 1, 1989, the definition of the “high-risk™ or “at-risk™ child was broadened
as part of the Florida Prevention, Early Assistance, and Early Childhood Act (CSHB), a major rewrite
of the Handicap Prevention Act (F.S. 411). Inrelation to prenatal substance exposure, a “high-risk”
or "at-risk" child means a preschool child who:

- is a victim or a sibling of a victim in a confirmed or indicated report of child abuse and neglect.

- is a graduate of a perinatal intensive care unit.

- has a parent or guardian who is developmentally disabled, severely emotionally disturbed, drug-
or alcohol-dependent, or incarcerated and who requires assistance in meeting the child’s
developmental needs.

- has no parent or guardian.

- is drug-exposed.

(F.S., 411.201-205)
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For More Information

To obtain a copy of Fiorida's Handicap Prevention Report or further information contact:

B.C. Parker

Program Specialist - Infants and Toddlers
Office of Early Intervention

Department of Education

Tallahassee, Florida 32399-0400

(904) 488-6830

SunCom: 278-6830

Diane Lincoln

Prevention Coordinator

Office of Program Policy Development
Department of Health and Rehabilitative Services
1317 Winewood Boulevard

Tallahassee, Florida 32399-0700

(904) 488-2761

SunCom: 278-2761

LEGAL ISSUES

The following is excerpted from a paper entitled “Drug Addiction. AIDS and Childbirth:
Legal Issues for the Medical and Social Services Communities”. The paper points to the difficulty in
balancing the rights of the pregnant woman, the unborn child, and society at large. The authors
emphasize the role of the medical community in the prevention of substance abuse during pregnancy,
and in early intervention with affected children:

Clearly, there are many new legal issues emerging as a conse-
quence both of the large number of women who abuse drugs through
pregnancy and of the AIDS epidemic. [This paper’s] purpose isto
focus attention on the conflicting interests and rights involved and to
offer some concrete ideas as to how these interests might be balanced.

In sum, although the state courts have granted unborn children
some rights in other contexts, any attempt to grant unborn children
greater protection against actions taken by their mothers during preg-
nancy will be subject to strict scrutiny. Only very narrowly tailored
restrictions on maternal conduct with the minimum intrusion necessary
will have any chance of surviving constitutional challenge...Moreover,
before any legal action is taken, the medical community must consider
whether state intervention will really serve the purpose for which it
would be designed or whether it would simply deter pregnant women
from seeking any prenatal care. Attention must also be given to




ensuring that there are adequate drug and alcohol treatment centers
before any mandatory treatment is initiated.

| In the meantime, states should move ahead to strengthen child
abuse and neglect reporting requirements and to extend them to infants
born drug dependent. Sanctions for willful failure to diagnose and report
drug dependency among newborns should be considered. Atthe same
time, greater protections must be given to the mandatory reporters o
ensure that they will be willing to provide all of the information needed
by state agencies to act on the reports received.

The medical community should take greater steps to advise
women of the consequences of actions taken -during pregnancy.
Brochures should be developed to give to ail women who come in for
prenatal care which describe the consequences of continued drug and
alcohol use during pregnancy. If a woman cannot read the brochure,
someone should read it to her. By informing the woman of the

consequences of her conduct, the physician will be limiting his or her
liability.

Physicians and hospiials must also develop protocols for
obtaining informed consent of a parent or legal guardian before drug
tests are run on newborns and for reporting cases of infants born drug
dependent.

Source: Walter B. Connolly, Jr. and Alison B. Marshall
Miller, Canfield, Paddock and Stone
2500 Commerce Building
Detroit, Michigan 48226
(313) 963-6420
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Chapter 6
WHAT RESOURCES ARE AVAILABLE TO AID
THE HELPING PROFESSIONAL?

Cocaine Baby Help Line, 1-800-327-BABE, in Indiana, Michigan, Minnesota, Missouri, Wisconsin,
Kentucky. Outside these states, call (312) 908-0867. )

1-800-COCAINE, 24-hour toll-free information and referral service.

SOURCES FOR INFORMATION, CONSULTATION, AND TRAINING

AIDS Project, Prevention Center, Office of Policy Research and Improvement (OPRI), Florida
Department of Education, 414 Florida Education Center, Tallahassee, FL 32399-0444,
(904) 488-7835, SunCom 278-7835. Contact: Mae Waters, Director, AIDS Project.

Alcohol and Drug Abuse Program, State of Florida Department of Health and Rehabilitative Services
(HRS), 1317 Winewood Boulevard, Tallahassee, FL. 32399-0700, (904) 488-0900,
SunCom 278-0900. Contact: Terri Goens, Senior Human Services Program Specialist.

Arnold Palmer Hospital for Children and Women, 92 West Miller St., Orlando, FL 32806,
(407) 841-5111 ext. 6029. Contact: Dr. Frank A. Lopez, Assistant Director of Medical
Education, and Specialistin Development, or Dr. Robert L. Maniello, Co-Director of Newborn
Nursery, and Director of Ambulatory Pediatrics.

Children’s Home Society of Florida, 370 Office Plaza, Tallahassee, FL. 32301, (904) 877-5176.
Contact: John Haynes, Director.

Department of Health and Rehabilitative Services (HRS), State Health Office, Family Health

Services, 1317 Winewood Blvd,, Tallahassee, FL 32399-0700, (904) 487-1321. Contact:
Donna Barber, Director.

Drug-Exposed Children's Committee, Hillsborough County Schools, 411 E. Henderson Ave., Tampa,
FL 33602, (813) 272-4577, SunCom 547-4577. Contact: Linda Delapenha, Supervisor,
Diagnostic Services, Hillsborough County Schools.

Drug-Free Schools Program, Prevention Center (OPRI), Florida Dept. of Education, 414 Fiorida
Education Center, Talluhassee, FL 32399-0444, (904) 487-8771, SunCom 278-8771. Contact:

Nancy Fontaine, Director, Drug-Free Schools Program.

The Family Center, Thomas Jefferson University Hospital, 11th and Chestnut Streets, Suite 6105,
Philadelphia, PA 19107, (215) 928-8850. Contact: Terry Hagen.
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Far West Laboratory for Educational Research and Development, Drug-Free Pregnancy Project, 180
Harbor Drive, Suite 112, Sausalito, CA 04965, (415) 331-5277. Contact: Diana Kronstadt.

Florida Alcoho! and Drug Abuse Association, 1286 North Paul Russell Road, Tallahassee, FL 32301,
(904) 878-2196. Contact: Cindy Colvin.

Interdisciplinary Training for Professionals Serving Chemically Dependent Families, UCLA
Department of Pediatrics, 23-10 Rehabilitation Center, 1000 Veteran Avenue, Los Angeles,
CA 90024-1797, (213) 825-4622. Dr. Judy Howard, Principal Investigator. Contact: Vicki
Kropenske, Project Director.

Juvenile Welfare Board of Pinellas County, 4140 49th St. N., St. Petersburg, FL 33709,
(813) 521-1853. Contact: Kate Howze, Community Relations Specialist.

March of Dimes Birth Defects Foundation, Community Services Department, 1275 Mamaroneck
Avenue, White Plains, NY 10605, (914) 428-7100. See also local chapters.

National Association for Perinatal Addiction Research and Education (NAPARE), ! 1 E. Hubbard

St. Suite 200, Chicago, IL 60611, (312) 329-2512. Contact: Eileen Ward (for scheduling)
or Pat O'Keefe (public information).

National Clearinghouse for Alcohol and Drug Information, Post Office Box 2345, Rockville, MD
20852, (301) 468-2600.

Salvin Education Center, 1925 S. Budlong Avenue, Los Angeles, CA 90007, (213) 731-0703.
Contact: Gayle Sadofsky, Principal.

Snowbabies, Inc. P.Q. Box 162856, Altamonte Springs, FL 32716-2856, (407) 331-5577.
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" A First: National Hospital Incideric—;: Survey

Substance abuse in pregoancy is
one of the most commoniy missed of
all obstetric and neonatal diagnoses,
according to the first nationai
hospital incidence survey conducted by
National Association for Perinatal
Addiction Research and Education
(NAPARE). As many as 375,000
infants may be affected ecach year,
said Ira J. Cbasnoff, M.D.,

Presideat of NAPARE.

In a keynote address to a na-
tional training conference on drugs,
alcohol, pregnancy and parenting
which was held in New York City
August 28 to 31, Chasnoff said,
*Many of these cases are unrecog-
nized until after birth when the
baby is born addicted, often with
severe physical or neurological
damage.” This lack of recognition,
he said, accounts for the high rate
of infant morbidity and mortality in
these infants.

Major Conciusioas:

1. The high rate of pregnancies or
births in which drugs are present is
not confined to the largest urban
areas; the rate is similar in hos-
pitals across the country.
2. The high rate is not conflined to
hospitals with high rates of low
income or public aid patients.
Hospitals with small or moderate
rates of public aid patients
reported an incideace of substance
abuse similar to bospitals with
greater than half their patieats on
public aid.
3. The incidence reported by each
bospital cortelates with the thor-
oughness with which the bospital
staff screens and/or tests pregnant
women patieats.

included in the study, which was
funded by grants from the Office for
Substance Abuse Prevention (OSAP)
and the March of Dimes Birth Defects
Foundation, were 36 hospitals from
across the country, accounting for
154,856 births. The responses were
supplied by the chairman of obste-
trica, pedia=ics, nconatology, or
a

materaal-(etal medicine in each
hospital.

“laitially, we found the overall
incidence of diagnosis of substance
abuse in the 36 hospitals was 11
percent with a range of 0.4 percent
to 27 per cent,” Chasnoff said. “To
find the reason for this wide varia-
tion, we examined the resuits in
relation to the proportion of public
aid patients. We found the rates
were similar in all the bospitals,

30 this did not explain the differ-
ences.’ {See Table 1)

The researchers then categorized
the hospitais according to the thor-
oughness of the substance abuse as-
sessments conducted during prenatal
or perinatal period. The hospitals
were divided into three groups:
those at which no assessment by
history or orine toxicology was
conducted during or efter preg-
nancy; those that had a policy that
all pregnant women would be ques-
tioned about substance sbuse, but
did not have an established proto-
<ol and did oot moaitor compliance;
and hospitals thet had a protocol
for assessing every pregnant woman
snd/or newborn for substamce sbuse
or exposure. (See Table 2)

Chassoff said, “In this phase of
the study, we found that the inci-
dence in bospitals with established
protocols asd mositoring was three
to five times grester tham in the
two groups of hospitals with no
mounitoring or iscomplete monitoring.
The sumber of public aid patients
was sot a factor.’

The substances included in the
survey were heroin, methadone,
coczine, ampbetamines, PCP, and
mariusne

The results of the study,
Chasnolf said, mean there is an
urgest.aeed for physicians, ourses,
social workers, and other heakth
care professionals to establish
protocols for early recognition of
the substance abusisg womas and for
providing trestment and interven-
tion programs for both mothers and
their childrea.
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NAPARE

National Association for Parinatu
Addiction Researcn and Educzu...
11 E. Hubbard St.. Suite 200
Chicago, IL 60611 .
(312) 329.2512
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He pointed out that if one or
more children in every ten born ars
sffected by their mothers’ substance
abuse during pregnancy, the impact
on heaith care, social services, and
public educatioa wouid be dramatic
and costly. .

Amosng the 36 hospitals, sine had
conducted formal studies of the in-
ddence of illicit drug use in preg-
nancy. (See Table 3)

Hospitals Interviewed for NAPARE
Incidence Survey

Alcghasy Geseral Hospual Pittsburgs. P A

Both larset Metieal Cester. New Yoer NY

Bomen Gty Hospstal, Bostos. MA

Chicage Onteopatiac Howpwal Chicago. ML

Chrmuns Hospual Newwrt. DE

E i Hospwal, Portiand OR

Epucepal Hespral, Phulséeiphoa. PA

Evaames Hosputal, Evaastos 1L

Harlom Hospmal. New York NY

Jockzas Memonal Hospual, Misa FL

leff Dave Hospual, Howrom, TX

Jewnh Hospual. St Lows, MO

Johms Hopkus Haspual Bajumere. MDD

Kings Councy Howpnal Srookim. NY

Marie Lither King Hospwtal. Los Asqeies. CA

Mercy Hosputal Reckwlle Ceser. NY

Merrnbew Memerial Hovpnal, Maromer. CA
Nertrwestera Memenal Hespital. Chucago. (L
Otlahess Health Camter, Ohlaboms Citv, OK

Oveges Heslth Seienss Unrverary Hospual Poraac. TR
Parhisnd, Hespual Dalles. TX

Penasyivans Heospual, Philadeipbia. PA

Repoaal Modiml Comat, Memphm, ™
Rush/Presbyrenes/Si. Luke's Horpual Clucago. 1L

St. Elimsbuth’'s Hospuad Bemoa. MA

Se Frasum Hospual Pittsbargh, PA

St. Luke s/Ressrvell Hespual Cemer. New Yore, VY
1. Murgaret's Howpual for Women. Bouon. MA

Son Frantcs Geaersl, Sas Prascmen, CA

Shands Hospinal Gansswile, FL

Sianierd Usrvarmy Hospwal Stanferd CA

Themes Joflorsss Usiversicy Hespual. Phaladeipnia PA
Teiede Howpual Teledn, OM

Uswersny of Califersss Dave Hosptal. Sacramesto Ca
Unsrarary of Teenasses Medial Cearer. Knomwide, TN
Wemes ond lafoms Hespual, Providesce. RI

The study was supported by grants from
the Office for Subsiance Abuse Prevenncn
{OSAP) and the March of Dimes Binh
Defeas Foundetion.
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Infants exposed to cocaine in utero:
Implications for developmental assessment

and intervention

Findings of developmental assessment in the newborn and early infancy periods are presented. The
implications of abnormal state control and orientation as well as dysfunction in motor control are
discussed as the basis for intervention. Intervention in the newborn phase includes information on
positioning, handling, and feeding. Parent education to improve the infants’ ability to interact with
caregivers is emphasized. Improving the infants’ movement patterns through play, carrying positions, and
handling techniques is the focus of intervention in infancy. While intervention with cocaine-exposed
infants is presently possible, these children should be followed by health care professionals through
preschool and early school years to identify any behavior or learning disorders that may be associated with

intrauterine cOCaine exposure.
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RUG ABUSE in the United States is begin-
ning to be recognized and acknowledged as
a significant societal problem. The use of cocaine
and its derivatives occurs in all segments of US
society regardless of race, ethnicity, or socioeco-
nomic status. Furthermore, cocaine use during
pregnancy is no longer an unusual phenomenon. In
fact, it appears to be increasing.'™ A recent study by
the National Association for Perinatal Addiction
Research and Education’ surveyed 36 hospitals
around the country and found that at least 11% of
women in the hospitals studied had used illegal
drugs during pregnancy. Based on those figures, an
estimated 375,000 newborns per year face health
hazards from their mothers’ prenatal drug abuse.
Specific hazards of prenatal cocaine use include
increased rates of spontaneous abortion, abruptio
placentae, intrauterine growth retardation, and in-
urero cerebrovascular accidents. Attempting to
determine the impact of prenatal cocaine exposure
on development, however, is a complex issue. Many
women whose drug of choice is cocaine are abusers
of other drugs as well. It is often difficult to
ascertain the frequency and amount of drug use. It
is also acknowledged that the infant’s environment
as well as prenatal exposure to drugs will have a
profound effect on subsequent development. Cur-
rently, data from both a research and an empirical

The research on which this article is based was supported by
a grant from the National Institute on Drug Abuse,
National Institutes of Health (DA04-103-01}.

Inf Young Children, 1989, 2(1), 25-36
© 1989 Aspen Publishers, Inc.
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perspective are being gathered to help clarify the
effects of prenatal cocaine exposure.

American society has begun to more readily
acknowledge drug abuse. Health care professionals
can now begin to gather information concerning
development following prenatal drug exposure, and
at the same time begin appropriate intervention on
behalf of exposed infants. This article describes
motor development of cocaine-exposed infants, the
impact on other areas of development during the
newborn and early infancy stages, and intervention
strategies appropriate for cocaine-exposed infants
and their caregivers.

COCAINE: PROPOSED MECHANISMS
OF ACTION IN UTERO

The placenta does not protect the fetus from
cocaine exposure. Cocaine readily crosses from
maternal to fetal circulation and may remain in the
infant’s system long after it has been excreted by
the mother because immature liver and kidneys
metabolize the cocaine more slowly. As cocaine is
metabolized, it is broken down into norcocaine, a
highly active metabolite with a high level of
penetration into the central nervous system (CNS).
Because norcocaine is water soluable, it does not
readily pass back into the mother's system for
excretion. It is theorized that an infant may con-
tinue to be exposed to cocaine and its active
metabolites by reingestion of norcocaine through
the amniotic fluid.>

Cocaine acts centrally on the CNS as a stimulant
while peripherally causing vasoconstriction, tachy-
cardia, and a rapid rise in blood pressure.”® These
physiologic effects are thought to occur in both
mother and fetus, and therefore may explain in-
creased rates of spontaneous abortion, abruptio
placentae, and in-utero cerebrovascular accidents
associated with cocaine use during pregnancy."*>*°
Documentation of specific CNS damage has been
reported by Dixon and Bejar'’ on a sample of 28
cocaine-exposed infants. They found that 39% of
that sample showed hemorrhagic cerebral infarcts
documented by cranial ultrasound at birth. While

e

the physiologic effects of cocaine on the adult have
been well documented,'” research is only now
showing that the same and perhaps more severe

effects may be experienced by infants exposed to
cocaine in utero.

DESCRIPTION OF THE
COCAINE-EXPOSED INFANT

As health care professionals encounter more
newborn infants exposed to drugs prenatally, the
initial task is to identify drug-exposed infants.
Withdrawal syndromes are well-documented in
infants born to heroin-addicted mothers; however,
some controversy exists concerning the presence of
a cocaine withdrawal syndrome.'> Whenever prena-
tal exposure to drugs is suspected, urine toxicology
screens of both mother and infant should be
performed. Common clinical signs of prenatal
cocaine exposure include hyperirritability, poor
feeding patterns, high respiratory and heart rates,
increased tremulousness and startles, and irregular
sleeping patterns.' Relating these signs to a with-
drawal syndrome may be a misnomer, since the
infant may in fact still be experiencing the direct
effects of cocaine exposure. Also. because some of
these effects persist beyond the first few weeks of
life, they may be indications of a more lasting CNS
change rather than a withdrawal pattern.

Full-term cocaine-exposed infants have been
tested as newborns and at one month of age using
the Brazelton Neonatal Behavioral Assessment
Scale.™ Infants at both ages show depressed interac:
tive abilities and poor state control when compared
to drug-free infants of the same ages.™' While
these behavioral characteristics are not unique to
cocaine-exposed infants, they have been noted as
part of the cluster of characteristics that describe a
large percentage of these infants.

Beyond the newborn period, the Movement
Assessment of Infants (MAI)' has been used to
assess motor development of full-term cocaine-
exposed infants at four months of age. This test was
chosen since it provides both a guantitative and a
qualitative assessment of motor development in the
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first year of life. Ongoing results of research suggest
that many symptoms noted on the Brazelton exam-
ination in the newborn cocaine-exposed infant
remain at four months of age on the MAL'®"® For
example, frequent tremors, especially in the upper
extremities, are still noted at four months of age.
These infants display increased extensor muscle
tone. especially in the lower extremities. Primitive
reflexes normally integrated by four months are
often still present. Using previously established risk
categories, approximately 40% of the cocaine-
exposed infants studied were designated “high risk”
for motor developmental dysfunction as opposed
to 2% of a control group (JW Schneider and I
Chasnoff, unpublished data, 1989). This means that
cocaine-exposed infants were approximately 40
times more likely to be designated “high risk” for
motor developmental dysfunction than nonex-
posed infants.""

Preliminary results of eight-month-old cocaine-
exposed v nonexposed infants suggest that while
motor abnormalities have lessened by this age, they
have not totally disappeared. Some of the cocaine-
exposed eight-month-old infants, while able to
crawl, were slow in moving, and stood bearing
weight on their toes with stiff extension of their
lower extremities. Future studies are needed to
document motor development of cocaine-exposed
infants in the first year of life and beyond.

DEVELOPMENTAL IMPLICATIONS OF
COCAINE EXPOSURE

State control

The physiologic effects of cocaine on the new-
born nervous system make state control difficult.
Newborns have a variety of behavior states avail-
able to them and cycle through periods of sleeping
(deep or light sleep), wakefulness (drowsy, quiet
alert, active alert). and crying. It is expected that
newborns will spend some time in each of these
behavioral states, that they will move smoothly
from state to state, and that as they grow they will
spend more time in quiet alert states and less time
sleeping or crying. Many cocaine-exposed infants,

Infants Exposed 1o Cocaine in Utero 27

however., do not show organized behavior states or
smooth state changes, but rather tend tc change
rapidly from one extreme stare (eg. deep sleep) to
another (eg. frantic crying).

Four common behavioral patterns have been
observed clinically in newborn cocaine-exposed
infants.*'® Some infants. in response to any sort of
stimulation, will pull themselves down into a deep
sleep. These infants will not awaken in response to
handling of any sort. While this is a protective
mechanism for their fragile nervous system, it
precludes any caregiver-infant interaction.

A second pattern presents as an agitated sleep
state. These infants seem stressed by external
stimulation (as evidenced by startling, color changes,
whimpering) but do not wake up to attend to the
stimulation.

Newborn cocaine-exposed infants demonstrate a
third behavioral pattern by vacillating between
extremes of state (sleeping or crying) during
handling."™' For example, when unwrapped from a
blanket they immediately cry and show agitation,
but when wrapped up again. they quickly fall
asleep.

The fourth common behavioral pattern resem-
bles a panicked awake state.™' This is seen in an
infant who can achieve an alert state for short
periods but appears quite stressed while doing so
and requires a lot of help from the caregiver to stay
calm.

The descriptions of these four behavioral states
make it clear that many newborn cocaine-exposed
infants may be initially incapable of responding
appropriately to their caregivers. Because they have
such difficulty reaching and maintaining an alert
state, their abilities to attend to either auditory or
visual stimuli may be quite limited. Those cocaine-
exposed infants who do reach alert states usually
need outside assistance to stay calm, and then only
attend to a stimulus briefly before showing signs of
distress such as gaze aversion, increased respira-
tions, or disorganized motor activity.™'®

The reciprocity normally present in the process
of bonding may be very difficult for these infants. ™
Thus if inadequate behavioral interaction between
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infant and mother results, it places their relationship
at risk, since studies have shown that the behavior
of the newborn affects the caregiving he or she
receives.>” In effect, a negative cycle may be set up
in which the behavior of the poorly organized.
high-risk infant may suppress the optimal caregiv-
ing pattern necessary to facilitate his or her
recovery.?*? The feelings of frustration and inade-
quacy that parents may experience in dealing with
their fragile yet unresponsive infants may predis-
pose them later to physical child abuse, 2s has been
seen in other high-risk infant groups.®

Motors behavior

Looking beyond the newborn period to the age
of four months, it is important to remember some
of the key characteristics of normal four-month-old
motor behavior. When supine, four-month-olds are
very active. They can reach out easily to midline and
finger one hand with the other. The infants’ lower
extremities are also very active. They can flex and
extend their legs and kick reciprocally. The infants
flex their legs in order to begin playing with and
exploring their knees and feet. This is an important
part of learning and contributes to the proper
development of body image. Flexibility is a key
descriptor of four-month-old motor development.
They are developing control of both the flexor and
extensor muscle groups without being dominated
by either one. Even though a four-month-old
cannot stand independently, when held in sup-
ported standing this flexibility is seen by a relaxed
standing posture that incorporates both flexor and
extensor muscle control.

The flexibility so evident in normal four-
month-old motor behavior is often less apparent in
some cocaine-exposed infants. When supine, these
infants often lie in excessively extended postures,
and movements of their extremities may be jerky
and stiff."*"? While they do reach out for objects,
the presence of tremors in the upper extremities
may have an impact on their development of good
eye-hand coordination. Many cocaine-exposed in-
fants are less able to round their buttocks off the
supporting surface or kick reciprocally."® This

stiffness in their lower extremities prevents them
from exploring their lower body either visually or
with their hands. Visual and tactile exploration of
body parts are important in the development of
body image and contribute to the ability to move
well in the environment (ie, motor planning).

The increased extensor muscle tone noted in the
supine position is noted in other positions as well.
Many cocaine-expased infants display an exagger-
ated positive support reaction when held in an
upright position.'™' This reaction is characterized
by stiff extension of hips, knees, and ankles and
weight bearing on the toes. This type of standing
posture encourages abnormal alignment of the
body parts and would impede development of
appropriate balance control.

The above descriptions of the motor abilities of
some cocaine-exposed infants suggest that they are
mildly hypertonic infants with dystonic movement
patterns. It is important that health care profession-
als e able to identify these characteristics in the
cocaine-exposed infant and understand the effect of
any detected behavioral or motor abnormalities on
later development. Health care professionals can
also provide appropriate intervention to mother and
infant both before and after birth.

INTERVENTION

Intervention will be addressed by considering the
infant’s developmental phases from before birth
through infancy. Within each phase, the focus is on
enhancing infant development, and intervention
with parents will be addressed from this viewpoint.

Prenaral program

Drug abuse programs now exist in most major
cities across the country. Programs for the pregnant
addict, however, are less prevalent. As awareness of
the problem increases, programs such as the Perina-
tal Center for Chemical Dependence (PCCD) at
Northwestern University Medical School in Chi-
cago, Illinois, should become more available to
drug-abusing pregnant women.




The PCCD is a comprehensive program staffed
by a number of medical personnel, including
physicians, nurses, a developmental psychologist, a
physical therapist, a social worker, and drug depen-
dency counselors. The PCCD provides prenatal and
postnatal addictive care, obstetric care, and psycho-
logical care, as well as pediatric care for the infant.
There is a heavy emphasis on education throughout
the program, including topics such as Lamaze
training, family planning, nutrition, having a healthy
baby, parenting, infant-toddler series, 2 woman'’s
issues and the law. It is hoped that programs such as
this will provide more information about the effects
of drug exposure on infant development while
providing comprehensive care for those who seek
it.

Newborn phase

The therapeutic techniques described below were
chosen to address the specific needs of the cocaine-
exposed infant.”’ These same techniques would be
equally appropriate for any infant who displays
similar clinical manifestations. The overall interven-
tion goals of this period are to increase periods of
alertness so that appropriate infant-caregiver inter-
actions can occur. This broad goal can be accom-
plished by meeting each of the subgoals listed in
Table 1.

Positioning

Even in the newborn nursery, cocaine-exposed
infants can be positioned to improve their posture
and movemznt patterns. The infant can be posi-
tioned on his or her side to overcome both
increased extensor tone and the effects of gravity.
The spine, including the head, should be flexed,
bringing the infant away from the hyperextended
position (Fig 1).® Upper extremities should be
protracted at the shoulder girdle to encourage
midline orientation. Lower extremities should be
flexed somewhat to break up pelvic and lower
extremity extensor tone. Rolled-up cloth diapers
can be placed between the legs and along the spine
to support and maintain the posture while allowing
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the infant freedom to move within the posture.
Covering the infant with a blarket tucked in on
each side of the mattress will help maintain this
relaxed posture and thus encourage a more relaxed
behavioral state.

Handling

A caregiver's first impulse might be not to handle
the cocaine-exposed infant for fear of setting off :1
irritable response from the hypersensitive infant.
However, proper handling is essential to help the
infant improve state control and appropriate motor
patterns. Initially an infant may need to be swad-
dled in a blanket in a semiflexed position. The
warmth from the blanket appears to cause inhibi-
tion of motor behavior.” In addition, the flexed
position breaks up the extensor tone, decreases
tremors and overshooting, and facilitates normal
hand-to-mouth activity. In conjunction with swad-
dling, slow rocking may be necessary to calm the
infant. Studies have shown that such vestibular
proprioceptive stimulation frequently has the imme-
diate effect of arresting crying, reducing irritability.
and bringing the infant to a visually alert state.”
This produces a sense of effectiveness in the
caregiver that encourages social interaction.

While vestibular-proprioceptive input appears to
have a strong effect on the infant’s motor control,
other forms of slow rhythmical input (eg, visual,
auditory, tactile) could be used to “pacify” the
infant.” Once the infant has become calm, he or she
can be held in the en face (face-to-face) position to
encourage visual tracking, vocalization, and playful
interaction with the caregiver (Fig 2). Initially, this
face-to-face interaction may be brief, since cocaine-
exposed infants often have difficulty processing
complex combinations of stimuli such as looking at
the mother’s face 2nd listening to her voice at the
same time. The infant may signal this sensory
overload by crying or averting his or her gaze.

Another unique form of handling the cocaine-
exposed infant ro reduce irritability and improve
motor control is the use of neonatal hydrotherapy.
This consists of placing the infant in a small tub or
bassinette filled with water 99°F to 101°F. Hydro-

. m—
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Table 1. Summary of intervention goals and management related to period of development

Period of

development Intervention goals

Management

Newborn Increase periods of alertness and
interaction
Prevent hyperextended posture
Decrease irritability, tremors, and
overshooting

Improve feeding patterns

Improve feeding posture

Decrease facial and oral hyper-
sensitivity

Improve parent handling

Infancy Improve movement patterns to
enhance interaction and explora-
tion
Decrease extensor tone

Increase antigravity strength

Improve parent handling

Positioning in sidelying
Swaddling and rocking

Hydrotherapy graded auditory and
visual stimuli
Positioning z: 1 handling

Tactile stimulation to facial and
oral areas

Observe Brazelton Model for ap-
propriate behavior

Demonstration and return demon-
stration of appropriate handling

Supine flexion with lower extrem-
ity rotation

Prevent extensor thrusting in sit-
ting and standing

Discourage supported standing

Discourage use of jumpers and
walkers

Carry inflexed position

Slow, gentle movement through
space

Prone positioning

Pivoting in prone position

Sitring with support for short peri-
ods

Demonstrations and retutn demon-
strations of appropriate play and
carrying positions and handling
techniques

therapy techniques include handling to facilitate
head in midline, hand-to-mouth activity, and flexion
and rotation of the trunk. An overhead radiant
heater should be used to decrease temperature foss
during hydrotherapy. Vital signs should be carefully
monitored for any signs of physiologic instability.
Sweeney”* has used hydrotherapy in an intensive
care nursery setting and has found it to be effective

Cu

in improving posture, muscle tone, behavioral state,
and feeding behavior in premature infants. These
outcomes are also appropriate for cocaine-exposed
infants. If the infant responds well to this form of
state control, it could easily be taught to the parents
and adapted for home use.

While swaddling, rocking, and other methods of
calming may initially be necessary, it is important to
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Fig 1. Infant in flexed sidelying position used to decrease extensor tone. Reprinted from Schneider JW,
Chasnoff 1J: Cocaine abuse during pregnancy: Its affects on infant motor development—A clinical
perspective. Top Acute Care Trauma Rebhabil 1987;2(1):63.

use these methods only as needed and ro begin to
withdraw these additional techniques as soon as
possible so that the infant learns to gain control
over his or her state. For example, swaddling may
initially be necessary every time the infant is
handled. As the infant responds more to calming
measures and begins to show self-calming abilities,
swaddling should only be done when the infant
seems unable to respond without this intervention.

Fig 2. Swaddled infant in en face position with
mother. Reprinted from Schneider JW, Chasnoff IJ:
Cocaine abuse during pregnancy: Its affects on
infant motor development—A clinical perspective.
Top Acute Care Trauma Rebhabil 1987,2(1):64.

Feeding

Poor feeding has been mentioned as a symptom
in cocaine-exposed newborns.”? Problems in oral
motor control are again most probably related to
abnormal extensor tone, disorganized movement
patterns, and poor state control. Proper positioning
and handling techniques described above should
prepare the infant motorically and behaviorally to
assume and maintain a more relaxed, flexed posture
during feeding. Cocaine-exposed infants may also
display oral hypersensitivity. Gentle but firm ractile
stimelation around the face as well as within the
mouth should help to decrease sensitivity and
inCrease appropriate sucking behavior.

Parent education

This component of the intervention program is
of paramount importance in enhancing normal
infant development as well as ensuring a strong
parent-infant bond. Parent education should begin
early enough so that parents can learn appropriate
and effective caregiving and avoid compounding
the problems of the already at-risk infant. Having
the parents observe the Brazelton Neonatal Behav-
joral Assessment appears to have a positive effect
on later interaction with their infants.” This is
probably because parents are able to see the positive
characteristics and the strengths their infant pos-
sesses rather than focusing only on the weaknesses.
While it appears that some drug-abusing mothers
continue to deny their infant’s problems, pointing
out positive attributes as well as ameliorating
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problem behaviors will serve to strengthen the
mother’s bond with her infant.

Many cocaine-abusing mothers may not be
physically or psychologically ready to observe the
initial assessment done on their infants a few days
after birth." Information gained during this assess-
ment, however, can be used to educate the mother
about the competencies and needs of her infant.
Most important to understand is how easily the
cocaine-exposed infant can become overstimulated.
Parents are taught to recognize common distress
signs from overstimulation such as yawning, sneez-
ing, hiccuping, gaze aversion. spitting up, color
changes, and Cr;'ing.l’

When the infant is alert, they are instructed to try
to engage the infant en face without speaking or
moving too quickly. If the infant is fixing on them
comfortably, they may try either speaking to the
infant in a soft rhythmic voice or moving stowly in
front of the infant without speaking. For some
infants, any direct visual input may prove too
stressful initially. In this case, parents are instructed
to hold the infant in a vertical position against their
chest with the infant facing away from the parent
(Fig 3)."” In this position, the infant may be held
securely to prevent uncontrolled movements and
can hear the parent’s voice without needing to
interact visually.

Whenever an infant does become distressed,
parents are encouraged to see this as an attempt of
the infant to ask for help and are taught the calming
techniques (swaddling, pacifier, vertical rocking)
discussed earlier. Repeated demonstrations of posi-
tioning and handling techniques to relax and begin
interacting with the infant, as well as return demon-
stration by the parents, are all part of the educa-
tional process.

More than teaching dos and don'ts, parents are
taught tO pay attention to their infant’s cues during
interactions and to respond as quickly as possible.
Modeling of appropriate handling and feedback to
parents on their handling and interactions help the
parents to expand the infant’s range of appropriate
behaviors. Regardless of how competent a parent
may seem, a follow-up session after the infant has
been in the home setting for at least one week is
recommended. Follow-up visits at one week and
one month of age allow the infant’s improvements
in state control to be highlighted for the parents.
Suggestions for appropriate progression of interac-
tions with the infant to increase his or her responsive-
ness to more complex stimuli for long time periods
are also given. These sequential intervention ses-
sions help determine how appropriate the parent-
infant interactions appear and how well the infant
has fit into the family unit.

Fig 3. Infant held securely facing away from parent.
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Infancy

The goal of intervention during this period is to
have the infant move appropriately throughout his
or her environment. By moving well, he or she will
be able to interact well and explore his or her
environment appropriately. Thus, infant motor abil-
ities can have an impact on psychosocial and
cognitive development. Since cocaine-exposed in-
fants beyond the newborn period demonstrate
increased muscle tone and retention of primitive
reflexes, they may require intervention to move
normally. This intervention can be in the form of
practical suggestions for appropriate play and carry-
ing positions or ways to handle infants to decrease
muscle tone while encouraging normal movement.”

Play positions

When supine, cocaine-exposed infants show
increased extensor tone. This tone causes decreased
pelvic mobility and limits the infant’s ability to lift
the legs up to play with his or her knees or to rick
reciprocally. Parents can be taught to lift the
infant’s pelvis up and flex the legs toward the chest,
enabling the infant to overcome the extensor tone
and to begin increased kicking movements with the
lower extremities (see Table 1). From this position
of supine flexion, the lower extremities can be
rotated from side to side to further decrease
extensor tone (Fig 4). The upper extremities may
need to be brought down and forward (depressed
and protracted) at the shoulder girdle to allow the
arms to reach out to grasp objects. Parents should
be warned against leaving their infants supine for
long periods, since increased extensor tone and the
effects of gravity make movement difficult in this
position.

Prone is a good position for infants to develop
antigravity extensor strength. Because cocaine-
exposed infants have a preponderance of extensor
tone, they usually enjoy this position and perform
well in it. The infants should be encouraged to
move in prone by placing colorful stimulating toys
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Fig 4. Lower extremity rotation in supine flexion
position. Reprinted from Schneider JW, Chasnoft
IJ: Cocaine abuse during pregnancy: Its affects on
infant motor development—A clinical perspective.
Top Acute Care Trauma Rebabil 1987,2(1):66.

beside them, which prompts pivoting in the trunk
to reach the toys.

Sitting is an appropriate developmental activity
from approximately five months of age, and. in
addition, infants may sit with the support of their
parents from birth onward. One caution to parents
is not to place infants in the sitting position for long
periods of time, since newly developing trunk
extensor muscles will not be capable of sustaining
the erect position. In addition, cocaine-exposed
infants often push backwards into extension when
sitting (or standing). This extensor thrusting should
be prevented by bending the infant forward at the
hips whenever thrusting occurs or is anticipated. If
thrusting is allowed to continue, extensor tone
(already abnormally high) will be further facilitsred.

Supported standing allows infants to experience
upright weight bearing throughout the lower extrem-
ities. Cocaine-exposed infants characteristically en-
joy standing because it allows them to use their
abundance of extensor tone. They can frequently be
observed in rigid stand positions, including going
up on their toes or thrusting head and trunk
backward into extension. Despite their obvious
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enjoyment of standing, this position should not be
encouraged since it reinforces their abnormal tone
and movement patterns.

Use of infant assistive devices such as jumpers
and walkers should be discouraged. Parents should
be informed that thousands of injuries each year are
related to the use of these devices.* As importantly,
infants placed in these devices are rnot exercising
their muscles appropriately, since they do not yet
have the ability to hold themselves in proper
postural alignment when placed in the upright
position.”” The leg actions of an infant in a walker
have little relationship to walking skills. Rather than
training an infant to walk, the walker may actually
impede progress by inhibiting the infant from
crawling around.” Walkers encourage hypertonic
infants (like the cocaine-exposed infants) to further
increase their extensor tone by pushing their feet
against the floor and arching their trunks
backwards ¥

Carrying

Since cocaine-exposed infants display primarily
extensor tone, they should be carried in a2 more
flexed position to counteract this. Fig 5 illustrates
how the infant sits on the parent’s hip while being
supported by the parent’s arm under the infant’s
thighs. The infant’s arms are kept forward, which
facilitates the hands coming to midline. This posi-
tion controls the infant’s tone while facilitating
head and trunk control and the ability to reach and
grasp objects.

Handling

Parents who have been taught to handle their
infant so as to optimize interaction in the newborn
period can now expand on those abilities as their
infant grows and changes. The cocaine-exposed
infant should no longer require swaddling to stay
calm; he or she may, however, require more sensi-
tive handling than normally required of a growing
infant. For example, while rough-house play is
enjoyed by most infants, cocaine-exposed infants
may be more sensitive to quick rough movements

&g

Fig 5. Infant in flexed carrying position. Reprinted
from Schneider JW, Chasnoff IJ: Cocaine abuse
during pregnancy: Its affects on infant motor
development—A clinical perspective. Top Acute
Care Trauma Rebabil 1987;2(1):67.

and may respond by stiffening their bodies or
crying. Slow, gentle swinging through the air
should replace rapid movements in space during
rough-house play. In all cases, the infant’s reactions
(physically and behaviorally) should guide parents
in assessing the appropriateness of their handling.

Parent education, which includes appropriate
play, carrying, and handling techniques, changes
according to the infant’s needs. While many cocaine-
exposed infants may not require intensive physical
therapy, monthly sessions may be necessary to
demonstrate developmentally appropriate activities
and to teach parents new handling skills. As always,
return demonstrations from parents are important
to confirm their level of skill and understanding.

It is clear from present research findings that
cocaine exposure in utero is not an innocuous
phenomenon. Physical and behavioral findings exist
that are worrisome to the pediatric health care
professional. Clinical experience has shown that
some of these findings can be ameliorated with
appropriate intervention.
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Because of the tremendous potential for plastic-
ity that exists within the human nervous system, it
may be expected that hard neurological signs and
gross motor dysfunction may not be apparent after
12 months of age. However, the early effects of
cocaine on the developing nervous system may
place the drug-exposed infant at high risk for
minimal brain dysfunction, which involves an abnos-
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mal nervous system reorganization that may result
in behavior and learning difficulties >

Studies are needed to document motor develop-
ment of cocaine-exposed infants later in the first
year of life. Follow-up of these infants through
preschoo!l and early school years will help to
identify any behavior or learning disorders that may
be associated with intrauterine cocaine exposure.
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Specialists in drug treatment know well the pervasive
destructive effects of drug addiction or drug abuse on
an individual's capacities to function in daily life. In
recent years, however, the drug abuse problem has
developed a new face—the face of a baby. Drug-exposed
infants are a large and still growing population requiring
treatment in newborn nurseries, neonatal intensive care
units, and early intervention programs. The increasing
prevalence of drug use or addiction among women of
childbearing age is redefining the drug treatment
problem, bringing new challenges and complexities to
professionals working with infants, children and
families. Changes in prevalence are due in large part
to increasing use of cocaine with its very high addictive
potential. We can no longer view drug abuse or drug
addiction as problems of individuals; these are problems
with a devastating impact on infants, children and
families.

Four facets of babies’ exposure to drugs deserve
special mention.

Tirst is the sheer increase in the numbers of babies
born in the United States who have been exposed to
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drugs in utero (U.S. House of Represcntatives, May,
1988). A recent nationwide hospital survey conducted
by the National Association for Perinatal Addiction
Research and Education (NAPARE) found that the
overall rate of deliveries affected by substance abuse

IOHN DAVITY ARMS




Q

E

Aruitoxt provided by Eic:

. Gee wre meecg

newborns aftected annually (ADAMHA News,
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October, 1988), with the variation in rates among
hospitals (0.4 percent to 27 percent) related chiefly to
the thoroughness of the substance abuse assessment used.
Theproblem of substance abuse during pregnancy does
aot seem to be confined to urban settings, nor is it
limited to low income women. A 1989 survey conducted
by the Select Committee on Children, Youth and
Families (see p. 20) found 15 of 18 hospitais reporting
1 to 4 times as many drug exposed births since 1985.

Second, HIV (human immunodeficiency virus)
infection in young children is inextricably linked to drug
use in adults. OFf all HIV-infected children under 13
years of age in the United States, about 80% have a
parent with AIDS or AIDS Related Complex or who
is at risk for AIDS. (Falloon, Eddy, Warner and Pizzo,
1989) Little is known about the timing of mother-to-
child transmission, and reported transmission rates
vary, but evidence suggests that approximately 50
percent of infants born to infected mothers are infected.
The most common route of maternal infection is
intravenous drug use or sexual contact with an
intravenous drug user. (For a detailed discussion of
transmission, diagnosis, etiology and medical manage-
ment issues of HIV infection in children, see Falloon,
Eddy, Wiener and Pizzo, 1989)

Third, the explosion in numbers of drug exposed
babies and drug using parents is threatening to
overwhelm already overtaxed foster care systems.
Newborns who test positive for drug exposure are often
removed, from the mother’s custody before they even
go home, but drug use is also destroying families who
had been making it together, struggling against the
odds, families on the margin for whom involvement
in the drug use lifestyle is the last straw. Infants and
very young children are entering foster care at a
disproportionately high rate. Children under three
years old constituted 53 percent of children in placement
in San Francisco county in 1986. Data from Alameda
County in 1988 indicated that new intakes for children
through age 12 included 48 percent in the 0-3 age range.
More importantly, the number of medically fragile
infants entering foster care is creating a new set of
demands upon foster families and social workers. Many
of these infants are remaining in hospitals for lack of
homes deemed adequate to meet their extensive medical
needs.

Finally, drug-exposed babies are being born in times
that are difficult for mental health and social services
programs. Federal or state fiscal policies have resuited
in budget limitations for state agencies, for drug
treatment programs, and for programs designed to
support families or promote healthy parent-child
relationshhips. Programs and staff have been caught
between fiscally -driven cutbacks and need-based
demands for more services. They have also been
challenged by the need for new program models to treat
infant-parent dyads or families who are feeling the
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Practitioners who work with drug-exposed infants
and their families face issues that are as intellectually,
emotionally and ethically difficult as any that have
confronted our field and our society. This article

Zero to Three Staff
Editor—Jeree Pawl  Associate Editor—Emily Schrag Fenichel
Consulting Editor in Pediatrics—Jack Shonkoff

Zero to Three is a publication of the National Center for Clinical Infant
Programs. Unless otherwise noted, materials published in Zero to Three
may be reproduced by health professionals or employees, officers or
board members of non-profit organizations for non-commercial use,
provided they acknowledge the National Center for Clinical Infant
Programs as the source and copyright owner of this ma:erial.

Natiunal Center for Clinical Infant Programs

Board of Directars . .

Kathryn Barnard—University of Washington

Peter Blos, Jr.—University of Michigan Medical Center

T. Berry Brazelton—Children’s Hospital Medical Center, Boston

Amy S. Cohen—Center for Preventive Psychiatry, White Plains

Robert N. Emde—University of Colorado School of Medicine

Linda Gilkerson—The Evanston Hospitil and Erikson Institute,
Chicago

Morris Green—Indiana University School of Medicine

Stanley . Greenspan—George Washington University School of
Medicine

Robert J. Harmon—University of Colorado School of Medicine

Irving B. Harris—Pittway Corporation, Chicago

Asa Grant Hilliard, Tl1—Georgia State University, Atlanta

Anneliese Korner—Stanford University Medical Center

J. Ronald Lally—Far West Laboratory, San Francisco

Bernard Levy—Smart Parts, Inc, NYC

Samuel Meisels—University of Michigan

Dolores Norton—University of Chicago

Robert Nover—George Washington University School of Mudicine

Joy Osofsky—Louisiana State Univ. Medical Center, New Orleans

Jeree Pawl—University of California, San Francisco

George H. Pollock—Northwestern Memorial Hospital

Sally Provence—Yale University School of Medicine

Kyle Pruett—Yale University Schoo!l of Medicine

Julius B. Richmond—Harvard University Medical School

Arnold Sameroff—Brown University School of Medicine

Lisbeth Schorr—Harvard University

Rebecca Shahmoon Shanok—Jewish Board of Family and Children’s
Services, NYC

Jack Shonkoff—University of Massachusetts Medical Scheol

Albert J. Solnit—Yale University School of Medicine

Lynn Straus—Mamaroneck, NY

Ann Turnbull—University of Kansas

Judith Viorst—Washington, D.C.

Bernice Weissbourd—Family Focus, Inc.

G. Gordon Willamson—JFK Medical Center, Edison, New Jersey

Edward Zigler—Yale University

Life Members

Mary D. Salter-Ainsworth-University of Virginia

William Friedman—New York City

Peter B. Neubauer—New York City

Arthur H. Parmelee—University of California Medical Center Los
Angeles -

Mary Robinson—Baltimore, Maryland

Pearl Rosser—Silver Spring. Maryland

Executive Director: Eleanor Stokes Szanton

Asseciate Dirclor: Carol Berman

Associate Directar: Emny Schrag Fenichel

Senior Program Associates: David Chavkin and Peggy Pizzo

This publication was made possible in part by grants from the
Commonwealth Foundation, Johnson and Johnson Baby Products
Company, and the New Land Foundation

© National Center for Clinical Infant Programs 19389

June 1982 Zero to Three

l'.' -~
. >
P




I IS

represents an effort to help practitioners evaluate
research information and to think about clinical and
treatment issues.

Direct and indirect effects of maternal drug use on
the infant

A review paper (Jones & Lopez, 1988) prepared for
the National Institute of Health’s Expert Panel on
Prenatal Care points out that direct and indirect effects
of maternal drug use on the fetus and infant must be
understood and addressed simultaneously. One must
consider the effects of drugs on the fetus consequent
to transfer of the drug through the placenta {e.g., fetal
infarcts attributable to cocaine.) One must consider the
effects attributable to changes in the fetal environment
(e.g., the THC in marijuana retards placental develop-
ment, which reduces blood flow to the fetus). One must
consider the effects of abused drugs on the mother's
central nervous system which place the fetus at risk.

Investigators must reconceptualize the effects of drug
exposure on the developing fetus and infant. Direct and
indirect effects of maternal drug use must be understood
and addressed simultaneously.

Summaries of the direct and indirect fetal risks of
maternal drug abuse for eight classes of the most
cornmonly abused psychoactive drugs produced a
lengthy list with many effects common to several of
the classes of drugs. Because many studies demonstrat-
ing or suggesting a relationship between specific drugs
and specific fetal risks have research design flaws,
inferring causal relationships between specific drugs
and specific fetal risks is uncertain business. The
question of specific drug effects aside, the research does
indicate that it is in behavioral and neurobehavioral
domains, rather than growth parameters, that effects
of prenatal drug exposure are most consistently
documented if adequate developmental assessments are
made.

Jones and Lopez’ review of the research suggests that
investigators must reconceptualize the effects of drug
exposure on the developing fetus and infant. For
example, infants exposed to drugs in utero are
frequently referred to as ~addicted infants.” This may
or may not be the case. Some drugs are addictive. Some
are toxic. Some are teratogenic. Both addictive and toxic
drugs can cause the newborn to be sick, small for
gestational age, low birthweight, and/or premature. The
addictive model assumes that the neonate will undergo
withdrawal, after which the infant will grow and
develop taore or less as if addiction had not been part
of his - ncr short life experience. The toxic model
assumes that direct injury to the infant may have
occurred.

Teratogenicity is more complex. Unless there are
identifiable anomalies at birth, the infant can appear
to be free of symptoms. On the other hand, the infant
may look like a sick, inconsolable baby undergoing drug
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Editors’ note ~ =~ " prE s SR

2 Prac itioners who work with drug-exposed
_infants and their families face issues that are as
“intellectually, emotionally and technically difficult
“as any that have confronted our field and our
. society. The articles in this issue of Zero to Three
reflect the work of clinicians, researchers and
policymakers who are trying to understand this
heterogeneous population of children and families
and to address their complex needs.,
* . The reader will notice an inevitable tension
between authors’ attempts to make useful
generalizations concerning drug-exposed babies
and their families and cautions about stereotyping.
Contributors also differ about the most promising
service approachc's’f‘—hhhough all agree that
treating substance-abusing parents simply as
criminals is a grave disservice to them and their
young children. Missing from this issue entirely
is a discussion of drug-using parents whose
affluence allows them to avoid detection through
hospital urine assays and other means, and whose
infants’ developmental difficulties are unlikely to
be attributed to drug exposure.
_ Clearly, our field and our society have much
to learn about supporting the optimal development
‘of drug-exposed infants and their families. As in
any work with children and parents, we need to
be guided by careful, empathic attention to the
.unique experience of each infant and parent. This
quality of thoughtful attention is, we believe, the "
hallmark of the articles in this issue. y
The editors wish to thank Donna R. Weston
and Barbara lIvins for their invaluable contribu-
tions. to this issue of Zero to Three. Dr. Weston and
Dr. lvins organized the December, 1988 NCCIP
Fellows’ symposium that inspired this special issue;
they also identified clinical and research ap-
proaches to be reported and coordinated the bi-
coastal collaboration that produced the lead article.
The editors welcome letters from readers that
reflect their own experiences in research, practice
and policy development relating to drug-exposed
infants and their families. To the extent possible
these will be published in future issues of Zero
to Three.

withdrawal. These symptoms, however, may actually
be the result of the effects of drugs on the developing
endocrine or central nervous system. (These behavioral
and developmental teratogenic effects of drugs are of
particular concern to child development and human
services practitioners; if thresholds of pain in the infant
are modified, or if the capacity for state regulation,
attention, interpersonal relationships and human bonds
are compromised, the future of that child is at risk).
Teratogenic effects can also reside in the genito-urinary
andjor cardiovascular system. These effe*s are
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influenced by, time and dosage of exposure, the systems
which are unde: development at the time of exposure,
and genetic vulnerability of individuals. Those drugs
that act on metabolic, eadocrine and central nervous
system functions may not cause the appearance of
symptoms until specific developmental stages occur in
childhood o1 adolescence.

The infant is not only at direct risk from the effects
of the drug(s) used by his mother in pregnancy but
also at indirect risk fromn the mother’s behavior. The
Diagnostic Statistical Manual of Mental Disorders, Third
Edition—Revised (DSM-111-R 1987) defines and examines
behaviors caused by each class of psychoactive
substance. The types of maternal behaviors associated
with drug-induced organic mental disorders (psycho-
logical or behavioral abnormalities associated with brain
dysfunction and caused by psychoactive substances) can
place infants at grave risk. Jones and Lopez (1988) report
maternal seizures following large drug doses, some-
times resulting in death; paranoid and suicidal ideation;
violent or aggressive behavior, particularly with
stimulants such as cocaine or with PCP; the commission
of harm to self or others while reacting to delusions;
accidents caused by impaired motor coordination; and
death from respiratory depression following high doses.

Reading the research

A rapidly growing research literature strongly
suggests that drug use during pregnancy is linked to
a multitude of problems in pregnancy outcome, infant
status, and individual development. As is often the case
in a new area of research, reports may conflict in their
findings regarding the impact of drug exposure on the
fetus, neonate and developing child. Clinicians who
provide care for drug-exposed infants and their families
would do well to keep in mind three important
considerations as they read interpretations of data from
experiments, whether these are well controlled
laboratory trials or unfortunate natural experiments
such as the “crack” experience. These considerations
are: 1) limits on the usefulness of animal studies; 2)
the validity of self-reported drug use; and 3) failure
to take account of many interacting variables affecting
this population.

Animal studies can elucidate the mechanisms by
which drug exposure damages the fetus {teratogenicity)
in humans and can possibly provide early information
about the effects of a previously unidentified teratogen.
But because of species, strain, and individual differen-
ces, generalizing results of animal studies to humans
can also involve important errors, false positives and
false negatives. Thalidomide testing, for example,
showed only occasional teratogenicity among 10 strains
of rats, 15 strains of mice, 11 breeds of rabbits, two
breeds of dogs, three strains of hamsters, and eight
species of primates (Lewis, 1987).

Reliance on self-report to determine drug use can
lead to spurious findings. Results of a recent study
(Zuckerman, et.al., 1989) indicated that women who
had positive urine assays for marijuana and cocaine had
infants with impaired fetal growth. Among these
women, 16 percent of the marijuana users and 24
percent of the cocaine users denied the use of these
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drugs and were identified solely on the basis of a urine
assay. Had the investigators relied only on self-reported
drug use, they would have found no significant
differences betweer: the supposedly drug-using” and
“non-drug-using” groups.

The interaction of drug use, health and mental health
status, sociological, and ecological variables is seldom
examined in perinatal research, but the reality is that
the consequences of drug exposure are intensified by
an array of maternal health behaviors which tend to
be associated with the lifestyle of drug abuse. For
example, although drug users tend to have a “drug of
choice”, they also tend to take the substances they can
get, and to mix alcohol, cigarettes, and illicit drugs,
rather than rely on any one class or type of drug
exclusively. Thus, studies of the effects of cocaine
exposure, or studies of heroin exposure most likely are,
in reality, studies of polydrug exposure.

The effects of drug exposure on the infant can also
be compounded by postnatal factors. For example, drug-
exposed infants who experience adequate parenting in
an adequate environment may have better developmen-
tal status than drug-exposed infants whose experience
postnataliy is comprised of neglect and other stresses.

Clinical and treatment issues

Lack of any treatment is the foremost issue for drug-
using or drug-addicted pregnant women. Most such
women are receiving neither prenatal care nor drug
treatment services. Women who seek help during
pregnancy cannot get it, according to the 1989 Select
Committee survey; two-thirds of the hospitals queried
reported that they had no place to refer substance-
abusing pregnant women for treatment.

In their 1980 effort to survey programs concerned

"with the provision of services to drug-abusing women,

Beschner and Thompson identified only 25 programs
nationwide serving 547 women. Roughly half were
providing psychological and family counseling, and a
third provided skills assessment and education coun-
seling. Few programs were making an attempt to serve
the children of drug-abusing women. The disparity
between services offered and services required was
highlighted by Beschner and Thompson’s findings that
women entering treatment programs are likely to
present chronic medical and complicated psychosocial
problems demanding special attention, and that the
higher levels of personal distress and lower levels of
self-esteem found in drug-using women, as compared
to male drug abusers, indicate the need for special
counseling and support services seldom found in
existing drug programs. Eight years later, although
some pioneering treatment efforts exist, Jones and
Lopez (1988) report that “no preventive intervention
programs have been located which are targeted
specifically on [drug abusing) women and prenatal care.”

The challenge for the field is to design programs that
can be preventive in focus and comprehensive in design,
involving prenatal care, drug treatment, and infant-
parent support.

Practitioners and program planners currently face
two formidable tasks: 1) applying whatever treatments
are currently available while 2) simultaneously
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assimilating the growing clinical and research data in
order to develop more apppropriate new models for
service programs and treatment approaches. Clinical
issues and treatment considerations that must be
addressed in this process include: 1) the danger of
stereotyping; 2) focusing the treatment effort; 3) the
impact of the work upon helping professionals; and 4)
the development of a conceptual framework that assists
clinical and rescarch efforts.

The danger of stereotyping

Available information about the impact of specific
and polydrug use on physiology, behavior, and
development tends to cite commonalities in the
characteristics of drug-using mothers and their babies.
Mothers are likely to be described as having a history
of poor prenatal care, dysfunctional relationships,
chaotic lifestyles and poor parenting. Drug-exposed
infants tend to be described in terms of irritability,
hyper- or hypotonicity, depressed growth parameters,
compromised state regulation and possible developmen-
tal delays. Emphasizing only commonalities, however,
suggests that a homogeneous group of drug-using
mothers and drug-exposed babies exists. In fact, the
opposite is the case. Drug use includes many patterns
that range from occasional casual use of low doses to
episodic intake at high doses or thce compulsive usc
associated with drug dependency. The differences
between use and addiction and the causes underlying
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them have different implications for parenting capacity.
Moreover, not all babies exposed to drugs in utero will
be affected, nor will those who are affected be affected
in the same way. Stereotypes can blind us to the unique
characteristics that both infants and mothers bring to
their relationships despite the impact of drugs.
Treatment efforts must recognize, respect and support
individual differences while addressing the very real
risks that these mothers and infants face.

Focusing the treatment effort

Whether she is treating a single drug-involved dyad
in a mixed practice or is working in an environment
where drug use is the norm, the clinician must make
a series of decisions about the type and focus of
treatment. The complexity of drug use virtually
guarantees that these decisions will have to be made
in the absence of sufficient information.

First come decisions about whom and what to treat.
Whatever their specific drug exposure experience, drug-
exposed infants are likely to have.health problems (low
birthweight, complications of prematurity) and to be
more difficult and demanding, and less responsive and
rewarding, than even “difficult” healthy baties. Drug-
exposed babics tend to be compromised in their
capacities for state regulation, participat ion 1n the subtle
give-and-take of interaction, and communication about
their states and needs through smiles, frowns, Cries
and eye contact. These biologically vulnerable infants
are born to mothers who face Health and cmotional
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problems of their own and who are also compromised
in their relational capacities and ability to understand
and respond to their infants’ needs. Thus these infants
experience 4 double jeopardy: biologic vulnerability due
to drug exposure that is exacerbated by inadequate
carctaking (Parker, Greer, and Zuckerman, 1988). The
multiple needs of infants and mothers produce a strong
impetus to treat mother and baby separately. However,
the true clinical challenge is to provide interventions
to support the mother and protect the infant, while
additionally promoting positive mother-infant interac-
tion and the formation of a positive relationship.

Treatment strategies are further complicated by the
cumulative occurrence and complex interaction of
mothers’ health behaviors and psychosocial factors.
Depressed mothers and those with dual diagnosis”
require special atterition. True addiction calls for even
more intense and comprehensive intervention.

Observations from a recent study (Zuckerman, et al.,
1959) suggest that depressive symptoms in women and
associated health behaviors may be an important link
between the social environment and infant outcome.
Not surprisingly, the study found that depressive
symptoms were more likely to occur among women
with a low level of social support and a high number
of life stresses. Women with more depressive symptoms
were found to be more likely to smoke cigarettes, drink
alcohol, and use cocaine—possibly as a form of self-
medication, a way of coping with unhappiness and
stress. These women also had poor weight gain during
sregnancy Such poor health behaviors in combination
arve likely to lead to poor outcomes for newborns, and,
of course, sick, difficult babies may further stress
parerdts and increase depressive symptoms, which have
adverse effects on the developing child.

Liforts to interrupt such a process must consider a
woman's emotional and mental health, economic
citcumstances, and social context. Well-intentioned but
unrealistic inlerventions may simply set women up to
fail. Tt a potentially harmful health behavior serves as
a means ot coping with depressive symptoms or life
stresses ar s, as in poor weight gain, itself a symptom
of depression, providing information about the risks
of poor health behaviors during pregnancy is unlikely
by itself (o improve women'’s health and pregnancy
outcomes. Interventions that identify women's existing
coping strategues, help develop more healthful ones, and
focus on reducing stress and depression in the context
of a therapeutic relationship may help women master
feelings of helplessness and change their behavior.
Efforts to reduce aicohol consumption among heavy
drinkers during pregnancy that have used this kind of
counseling approach have demonstrated beneficial
effects to the newborn. An intervention characterized
by emotional support and behavioral strategies to help
pregnant women reduce cigarette smoking resulted in
an increase in birthweight among their newborns
{Zuckerman et al, 1989). -

The “dua! diagnosis” woman has both a drug problem
and a psychiatric problem. A pregnant woman who is

6

schizophrenic and is addicted to cocaine, for example,
may find that her psychiatric condition is an’ obstacle
to her effective participation in drug treatment.
Although she will have difficulty communicating with
and relating to others, staff in most drug treatment
programs may not be able to identify her difficulties
as signs and symptoms of schizophrenia; her mental
illness will go untreated, and her drug treatment may
also be ill-fated. Women with borderline personalities
frequently have difficulties with drugs as well. The
Detoxification Program at the District of Columbia
General Hospital estimates that 25 percent of patients
treated have dual diagnoses.

When drug use is in fact addiction, intense and
comprehensive intervention is needed. Jessup and
others (cited in Jessup, 1983) suggest that pregnancy
and motherhood are psychologically loaded issues for
chemically addicted women, many of whom feel that
motherhood is the only socially acceptable role
remainirg to them and the only avenue open to
achieving feelings of self-worth (Finnegan, 1979;
Rosenbaum, 1981). The most difficult psychological task
during pregnancy for chemically addicted women, who
tend as a group to have poor self-esteem, is the
management of guilt and regret about drinking or drug
use. If a woman'’s child is born ill or in withdrawal and
the mother attributes the abnormality to her drug use,
her guilt may be very great indeed, but it may not be
expressed directly. In addition, actions including failure
to form an affective bond with theinfant, neglect, abuse,
and abandonment may each be products of unconscious
processes (Fraiberg, 1975). Practitioners must be well
trained and caring individuals who can support mother-
infant interaction and promote the mother’s capacity
to become the protector of her infant. Intervention must
acknowledge the simultaneous needs for drug treat-
ment and good infant care. It must recognize individual
dynamics that may impair the mother-infant relation-
ship (Fraiberg). It must address barriers to formation
of a working alliance. (Seligman and Pawl, 1985).

Impact on helping professionals

The increased concentration of drug-exposed infants
in neonatal nurseries, early intervention programs and
foster homes has created new problems for helping
professionals. The prevalence of drug-exposed babies
has changed the very nature of many human services
jobs, with interventions that were once limited to
infrequent, high risk situations becoming the norm,.
The already difficult care of medically fragile, ill, or
developmentally delayed infants who may start life with
extended hospital stays is further complicated by issues
of parenting ability, resources in the home, and basic
safety. Follow-up is ofen difficuit. Protective service
referrals and out-of-home placements (often involving
frequent moves and a series of primary caregivers for
the infant) become routine interventions. Social
workers, NICU staff, discharge planners, and early
intervention specialists cope with heavy caseloads,
spend a disproportionate amount of time searching for
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and contacting parents, and struggle to establish some
sort of working alliance with them. For many prac-
titioners, the change in responsibilities and in their
perceived effectiveness of their work bring high stress,
decreased job satisfaction and the need for new coping
strategies.

Recognition and ongoing discussion of the special
difficulties faced by professionals who treat drug-
exposed infants and their families are critical to the
delivery of quality care. The array of feelings aroused
by the work must be acknowledged. Early rescue
fantasies can give way to feelings of helplessness and
anger. Particularly in work with infants, these feelings
are compounded by a sense of urgency related to the
awareness that the babies stranded in hospitals or
bouncing between foster homes are in developmental
periods critical for the development of attachment,
affect, self-regulation, and cognition. Professionals may
wrestle with their own feelings of attachment to babies
who have been entrusted to their care, and find it
difficult to maintain feelings of empathy, concern or
helpfulness for mothers without becoming judgmental
or even, unknowingly, punitive. For professionals
accustomed to feeling effective in their work, these
feelings can be intolerable. But recognizing them is a
critical first step toward forming a working relationship
with a family or implementing a treatment plan.

Whatever their emotional state, few professionals
have adequate preparation or resources to handle such
a large proportion of high risk cases. Service delivery
progiares must allow for ongoing supervision, consul-
tation, and peer support so that problems, feelings, and
particularly troublesome treatment issues can be
chared. Caseloads must be monitored by supervisory
staff and staff members’ concerns about their caseloads
respected if feelings of ineffectiveness and burnout are
tu be prevented. As frontline workers, foster parents
2ls¢ need support. In-service training and staff
education on drug effects, drug treatment, infant-
patent interaction and high-risk dyads are essential
supports for those who are supporting babies and their
familins

A conceptual framework to assist clinical and research
efforts

“Deficit models” are as dangerous in addressing the
needs of drug-exposed infants and their families as they
are in thinking about any group of children or adults.
A deficit mode! for drug exposure in utero assumes
that the baby has experienced some neurochemical or
other fundamental damage to the organism’s capacities
for self-organizing and self-righting {(Washington,
1975). Symptoms of drug exposure such as impaired
self-regulatory capacities, hypertonicity, and respira-
tory difficulties are also observed in full-term, otherwise
healthy babies who have not been exposed to drugs.
Yet any difficulty of the drug-exposed infant is
attributed to the single cause of drug exposure, and
the complexities of the impact of drugs on parents and
children are deemed beyond understanding and
preventive interventions, beyond professicnal help. The
defict mode! can be uscd to rationalize giving up on
drug-exposed infants and their mothers.
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A “risk model,” on the other hand, recognizes that
fetal exposure to drugs compromises or jeopardizes
developmental processes but that organismic an
environmental forces can contribute to positive
developmental outcomes. Prospective studies of risk
have repeatedly indicated that developmental outcomes
are the product of both constitutional make-up and
environment, and that a dynamic, transactional model
is needed (Sameroff and Chandler, 1975; Werner and
Smith, 1982).

The challenge for researchers and practitioners
becomes one of learning how better to help drug-
exposed infants with compromised capacities reach out
to the world, and to support their families in creating
a world worth reaching for.
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The Development of Young Children
of Substance-Abusing Parents:
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Addiction is a tragedy that affects the personal lives
of substance abusers, their ability to be parents, and
theit children’s development. Drugs and alcohol affect
the developing {etus; prenatal drug exposure and
parental impairment from chronic drug abuse both
affect the developing child. Our research on the
developmental sequelae of prenatal drug exposure and
the effects of being reared in a substance-abusing family
is informed by the patterns, questions and methods of
normal child development. But our efforts to reach,
assist, and understand substance-abusing families and
their voung children over the past seven years have
been anything but ordinary.

Unique issues in working with substance-abusing
families

The foundation of informed and illuminating research
sbout the developmental effects of both prenatal
vaposure Lo illicit drugs and postnatal impact of living
in a fanuly that abuses substances is the provision of
clinical services that address the prevalent survival
neecds of substance-abusing women and their children.
Chneal services are necessary not only on ethical
srounds, but are the primary means of maintaining
subjects in a research study. Substance-abusing parents
are unstable, move frequently, lack telephones, fail to
keep appointments, and drop out of sight when abusing
dlicit drugs. Friends and often family collude with the
cubstance-abasing person’s flight from representatives
of authority structures such as universities, medical and
legal systems. We have found, therefore, that it is very
important not only to pravide clinical services but to
provide them through an intervenor who is able to
eotablish an ongomg, stable, nurturing, and non-
threatening relationship with the subject.

Substance abuse undermunes normal patterns of
interaction and alters conventional priorities (Howard,
in press). The families we have worked with, who are
poor and are chronic polysubstance abusers, have
multiple legal, social, and medical problems. They often
come from a history of impovenishment, abuse, and
intergenerational chemical dependence. One mother,
for example, told us how her mother taught her to
shoplift and then to sell the stolen goads on the street.
This mother was introduced 10 heroin by her own
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father. (In fact, a significant number of parents
experienced their first exposurc to drugs and alcohol
through their own parents’ encouragement.) Another
mother told us that when she was upsct as a child her

mother would mix her a drink and say, “Drink this
it will make you feel better.” A third mother stated
that her own father “shot me up with heroin when
1 threatened to call the cops on him.”

Clinical services that address the survival nceds of
substance-abusing women and their children must form
the foundation for research about the deoclopmental cffects
of prenatal drug exposure and the impact of living in
a family that abuses substances.

Parents who are addicted to drugs have a primary
commitment to chemicals, not to their children
Disruption and chaos in the houschold often result in
the neglect or disregard of the child’s needs. For
example, a three-month-old baby in one of vur research
projects was found underneath a bed by a neighbor.
The baby’s parents and friends were high and
consequently nat merely inattentive to the baby's needs
but completely unaware of the baby’s presence. Another
mother explained her inability to keep medical
appointments for her child because she was out “chasing
the bag”—thatis, looking for drugs. Yet another mother
explained her pregnancy by stating that "1 need this
baby to help slow me down, ta keep me off the streets”.

Chronic drug use can impair and distort a parent’s
thaughts and perceptions. Chronic use of nund-altering
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.Histor'y of Our Work with Substance Abusing
l-'amiligs ; ’

The UCLA Department of Pediatric’s introduction
to substance abusing families grew out of the UCLA
Suspected Child Abuse and Neglect (SCAN) Team.
Newborns exhibiting withdrawal symptoms from
prenatal exposure to drugs were required by
California law to be reported to the Child Protective
Agency as possible child abuse cases. The SCAN
Team enlisted our expertise in child development to
identify atypical behaviors that might be indicative
of drug exposure and withdrawal, and to assess the
impact of the parental addiction on family function-
ing. A protocol was developed to identify severity
of dysfunction in both the infant and the family in
order that recommendations could be made to the
courts about the medical, ecnironmental, and
developmental needs of these children.

From this initial participation in SCAN, beginning
in 1981 we developed clinical service projects, an
interdisciplinary training project, interagency
training projects, and a research study of the
developmental effects of prenatal exposure to illicit
drugs. These projects had a different focus from
traditional programs that target substance abuse.
Our emphasis was on the processes of development
in the children, the effect of the family environment
on the children, and the effect of wider social systems
on the children’s development rather than a medical
model focused on the addiction itself.

The clinical services projects included a three year
early intervention program, PROTECT, funded by
the Department of Education, Handicapped Child-
ren’s Early Education Program (HCEEP Grant
024AHS50027) that subsequently spawned a state-
wide interdisciplinary and interagency Outreach
Training Grant (HCEEP Grant HO24E80008). Since
by this time we were familiar with the nature of
substance abuse we made the goals of the interven-
tion purposefully basic and realistic: 1) ongoing health
care for identified infants and siblings, 2) develop-
mental assessments and appropriate community
referrals for the identified infant and siblings, 3)
education to the biological parents, foster parents,

and extended family about fetal and infant develop-
ment and the special needs of drug exposed infants,
as well as basic information about child nutrition and
safety, 4) counseling for crises and management of
daily problems for the biological parents, foster
parents, and extended family, and 5) coordination
and collaboration among all agencies involved with
the identified family.

The multiple needs of the substance-abusing
families necessitated both interdisciplinary and
interagency cooperation. In order to facilitate the
goals of intervention, three professionals were
assigned to each family: a social worker, pediatrician,
and public health nurse. During a 12 month period
these professionals worked with an average of 5
agencies per family and contacted families an average
of 52 times. This need for interdisciplinary and
interagency collaboration alerted us to the need for
specific training, for a wide range of professionals,
focused on the issues related to substance abuse.

A project for interdisciplinary training in the area
of child abuse, including substance abuse, was
implemented for students at UCLA in the graduate
departments of psychology and education, and
professional schools of medicine, dentistry, public
health, law, social work, and nursing in order to
prepare these new professionals to respond to these
issues as they enter their chosen fields (Child Abuse
and Neglect Interdisciplinary Training Grant,
Department of Health and Human Services 90-CA-
1343). At the same time, training for interagency
cooperation between case workers in the Department
of Children’s Services and nurses in the Los Angeles
County Health Department (Training, Education,
and Management Skills: Meeting the Needs of Infants
Prenatally Exposed to Drugs, TEAMS) was made
possible through funding from the Dcpartment of
Health and Human Services (90-CA-1194)

The research findings from the carly intervention
project provided the preliminary data for a research
grant from the National Institute on Drug Abuse
(NIDA Grant RO1DA4139) to study developmental
patterns in children prenatally exposed to phency-
clidine (PCP) as a primary drug of abuse in the
mother’s substance-abusing history.

drugs can interfere with memory, attention, and
perception. Mothers in our studies have had difficulty
remembering their own children’s birthdates.

Safety is anissue for family members, for professional
Jtaff who make home visits, and most of all for the
children of substance-abusing familics. Drive-by
shootings and violence where drugs are used and sold
are daily occurrences in their neighborhoods. Further,
children are often in danger because their addicted
parents do not function as protectors and advocates.
Infancy professionals who have been trained to
acknowledge and respect that parents have a primary
leadership role n their children’s lives must learn to
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understand that the substance-abusing parent is often
unable to assume this primary protective role. The first
goal of professionals, therefore, is to keep the child
visible ip the community i order to monitor the child's
<afety in a dangerous drug culture

Unique qualities in the clinical and rescarch staff
Because turnover in staffing interferes with the
formation of nurtunng, non threatening, relationships
with substance-abusing families, continunty in the
clinical and rescarch staff becomes essential to success.
Just a< several characteristics of the drug culture and
substance-abusing families are unique, the demanding
nature of the needs and problems in fanihies requires
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a staff of clinical and rescarch professionals who
themselves possess specific and unique qualities.
Dedicated, stable, and focused professionals who have
personal maturity and inner strength, who can be
realistic and creative in the face of overwhelming social
tragedy, and who have a personal humility that
motivates them to organize their relationships to
subjects and colleagues from a stance of respect, help
reduce attrition in both the subject families and the
professional team. Some members of our staff have
scen the destructive impact of the drug culture upon
family members or friends; others have gone to great
lengths to become fluent in the language of street, gang,
and drug culture in order to better understand families’
descriptions of their life experience. The staff are united
in common goals and take problem solving in stride.
As one community staff member asked, “How would
we know we were alive if there were no problems?”

In our projects, staff turnover has been negligible
and our research subject attrition rate minimal. in their
relationship with stable intervenors, the subjects
experience the rudiments of trust sufficiently to
.ometimes maintain contact with their intervenors
when they are in difficulty. When the intervenor-
subject relationship does not result in maintained
contact, the intervenor’s own knowledge of the
community and the community’s trust of the intervenor

anables her to locate the subjects who have gone into
hiding.

Unique problems in research on children of substance-
abusing families

Locating subjects is only the first step in collecting
data at reasonably consistent times. It is often necessary
for the intervenor not only to provide transportation,
but also methodically to structure the addict’s activities
in order to get the subject to the laboratory for
assessment. The intervenors in our study not only
arrange to accompany and transport the subjects to the
laboratory, they often must arrive at the subjert’s home
up to 90 minutes before departure in order to wake
mothers, and organize their own preparations and their
(hild’s diessing and feeding. In their cars, our
intervenors keep diapers, formula, children’s clothing,
women's Jothing, combs, shoes, and personal toiletries
to use as needed to ensure arrival at the lab at the
appointment time.

These extraordinary efforts are not limited however,
to laboratory visits. Observations in the home are
equally vulnerable to failure. Subjects who are addicted
forget, aren’t awake and ready, and leave. If they have
failed to tell their network of other drug abusers and
sellers about the appointment, they are preoccupied
with activities of the addiction, and observation is
impossible. When home observations are made for
rescarch purposes, the intervenors must also act to
ensure the subject’s readiness. In substance-abusing
families advance preparation is necessary for the
collection of data and is critical to the safety of the
research staff. It is essential that drug dealers and
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abusers not be surprised or interrupted by people
outside of the drug culture.

The accomplishment of both home and laboratory
assessments is governed by a knowledge of families’
daily lives. Qur subjects are both drug-abusing and poor.
Assessments cannot be done on the first or fiftcenth
of the month when AFDC or welfare checks are
received. Cashing and protecting the check from theft
(and often from other family members) and spending
the money are the priority on these days. Asscssments
are also not scheduled on Fridays and Mondays because
of the anticipation of, preparation for, and recovery
from weekend activities. The window of time for home
observations is late morning to early afternoon. It is
too dangerous for the research staff in the late
afternoon and evening because of darkness and
increased gang activity after school dismissal.

When home observations are made for research
purposes, advance preparation is critical to the safety
of staff. It is essential that drug dealers and abusers
not be surprised or interrupted by people outside of the
drug culture.

Members of the clinical and research staff do not
take unnecessary risks in the community by carrying
purses, wearing jewelry that looks valuable, dressing
in a manner that would be construed as sexually
provocative, stopping at service stations, or using public
telephones. At the same time they are careful to greet
each person encountered in order to diffuse antagonism
to those considered to be outsiders because they do
not reside in that immediate neighborhood. Even with
these precautions, some neighborhoods are still too
dangerous for any outside person to enter. In our
current research project we have had to drop six families
who wanted to remain in the study because incidents
associated with drug activity, including guns. shootings,
mental disorders, and known gang membership put our
staff in personal danger. These difficulties notwith-
standing, the knowledge gained from home observa-
tions, exposure to the drug culture, conditions of inner
city living, and an awareness of the character of daily
life events experienced by the children and their families
is essential to generating meaningful research hypo-
theses about developmental process in this population,
and to understandable interpretation of the compiex
findings.

Even when appointments are kept, the quality of
disorganization found in the subjects’ daily lives is also
evident in the laboratory. Research assistants generally
need to focus on organizing the mother as much as
or more than organizing the child. It is not uncommon
for substance-abusing mothers to have difficulty
remembering simple instructions or to exhibit difficul-
ties with attention and perception. For example, in a
structured labaratory teaching task that required the
parent to teach her child how to do a puszle designed
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for three-year-olds, the parent struggled without
success to orient a triangle so that it would fit into
its appropriate spot. The mother then turned to the
experimenter and said, “You need to get a file to fix
this piece so it will go in.” Parents often seek the
researchers’ attention for themselves or fail to attend,
soothe or help their children feel comfortable in the
assessment situations. Some mothers who have
recently taken drugs fall asleep during the laboratory
assessments.

Current findings from our ongoing research

Our current research is designed to extend our
understanding of the developmental sequelae of
prenatal drug exposure and the cffects of being reared
in a substance-abusing family. We wanted to discover
where normal processes of development had been
altered and which developmental processes seemed
resilient to the impact of a dysfunctional prenatal and
postnatal enviroment. In determining issues for
assessment we were guided by two principles.

e First, ihe effects of prenatal drug exposure would
be found in a continuum that ranges from mortality,
to anatomical dysmorphology, to more subtle behavioral
cffects; severity of effect and rate of occurrence in the
population would be inversely correlated (1988,
September, Prenatal abuse of licit and illicit drugs.
Proceedings from the conference of the New York
Academy of Sciences). Our observations and knowledge

Drug-exposed toddlers score within the low average
range on structured developmental tests, but they show
striking deficits in free play situations that require self
organization, self initiation and follow-through.

of normal child development taught us that develop-
mental and intelligence tests alone would be inadequate
in demonstrating the subtle deficits that would be most
common in these children.

® Secondly, we recognized that the alternative
postnatal rearing environments in which prenatally
drug exposed children are placed would mitigate or
exacerbate the adverse effects of in utero durg
exposure. We understood that haphazard placements
by the courts, which resulted in some children bring
reared in foster homes, some with extended family, and
other with their biological mothers, presented a natural
experiment for disentangling the cffects of prenatal and
postnatal environment (Rodning, Beckwith, & Howard,
in press).

In our first empirical study we compared 18 prenatally
drug exposed 18-month-old toddlers to a sample of high
risk preterm toddlers (Beckwith, 1988) who were of
earlier age and lighter weight than the drug exposed
children, of similar low socio-cconomic status, ethnicity,
and single parent houscholds. We looked at the
children’s intellectual functioning, quality of play, and
security of attachment to the parent or parent figure.
High risk preterm children were specifically selected

Zero to Three june 1980

as a comparison group since previous studies have
implicated poor prenatal care and difficult perinatal
events as the source of negative developmental
outcomes from prenatally drug-exposed children
(Chasnoff, Schnoll, Burns, & Burns, 1984; Lifschitz,
Wilson, Smith, & Desmond, 1985).

The drug-exposed toddlers had significantly lower
developmental scores, but were still within the low
average range. Because standardized developmental
assessments imposed an external structure in which
an examiner directed the tasks for the child, the children
apneared more competent than we clinically judged
them to be. Our clinical observations led us to include
within the research assessments an unstructured free
play situation that reguired self organization, sclf
initiation, and follow-through without the assistance
of the examiner 1o guide the task. In that context, the
drug-exposed children showed striking deficits. The
drug-exposed children had significantly less represen-
tational play than the high risk preterm children. Play
for the majority of drug-exposed children was
characterized by scattering, batting, and picking up and
putting down the toys rather than sustained combining
of toys, fantasy play, or curious exploration. Repres-
entational play events, such as combing hair, stirring
a pot, and sitting a doll at a table, were significantly
less frequent and less varied in the drug exposed group
than the comparison group.

When we looked at the Strange Situation paradigm
(Ainsworth, Blehar, Waters, & Wall, 1978), we found
a similar pattern of average scores yet very deviant
behaviors. The drug-exposed children did not have a
significantly higher percentage of insccure attachments
than either the preterm sample or that ¢xpected in a
poverty group. However, the drug-exposed children did
not show the strong feclings of pleasure, anger, and
distress in relation to novel toys and the caregiver’s
departure and return that the attachment assessment
was designed to clicit. Moreover, the majority of drug-
exposed children had insecure attachments character-
ized by disorganization rather than organized patterns
of avoidance or ambivalence. The antecedents of the
disorganized classification need to be carefully under-
stood both in the parent-infant interaction and in
possible bivlugical factors within the infant.

In comparing sccurely and insecurely attached
children within the drug-exposed group, we found that
the insccurely attached children had significantly fewer
play events and poorer quality of play than the sccurcly
attached children. Even though the securely attached
drug-cexposed children had more play events than the
insccurely atiached, both groups were still more sparse
and disorganized than the preterm children. Since a
link between representational play and language
acquisition has been demonstrated in other studies
{Bretherton, (981, Largo and Howard, 1979), we also
anticipate problems in language development tor the
drug-exposed children at later ages.

The data from that initial study, and the preliminary
findings from our present research project showed that
prenatal drug exposure increased the initial risk evident
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at birth by extending the organic, physiological effects.
1) into emotional developtnent in affect regulation; 2)
into social development in the organization of relation-
ships; 3) and into cognitive development in the
representational and symbalic aspects of children’s play.
The rearing environment, through fostering secure
sttachment, mitigated the impact of prenatal drug
exposure on development to some degree, but did not
climinate the cffects entirely.

Clinical and research implications

Children of substance-abusing parents are living in
unstable, often dangerous environments, cared for
inconsistently by parents impaired by chronic drug
abuse. Postnatal environmental factors and the
possibility of biological impairments pose grave risks
to their healthy development. While resiliency and
change are always possible for the child and for the
oadult, resiliency cannot be taken for granted.

Developmental effects of the multiple adversities that
children prenatally exposed to drugs and growing up
in substance-abusing families experience daily will have
an increasing impact on the educational, medical, social
welfare, and justice systems in our society. This burden
will only increase as the numbers of children in these
circumstances increases. Clinicians and researchers now
face the challenge of identifying the services that will
prevent and remediate this social tragedy. Communities
that are only now organizing their systems of law
¢nforcement and drug treatment to deal with addiction
in adults must turn their concentrated attention and
expertise to these vulnerable children as well.
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Psychological and Behavioral
Effects in Children Prenatally
Exposed to Alcohol

Anun Pytkowicz Streissguth, Ph.D.

Robin A. LaDue, Ph.D.

Alcolio! is now recognized as a terato-
genic drug . meanmg that prematal cxpo-
site can cinne adverse effects to the olf-
aprng. Origmally, teratogenic drugs were
thought of m terms of their ability o n-
duce physical nistformations n allspring.
Put now it is recognized that teratogenic
diugs can canse death, malfonnations,
prowth deficieney, and tunctional dehicns
VWilson 19771 Iitleiences i the dase,
tnng sl conditions of cxposure. as well
as ditlerences i idividual sensitivity. ac-
count 1o ditterential outconies. Yhindieds
of studies usiay faboratory aninls under
controlled conditions have condirmed the
teiogematy of alcohol even though
other conditions such as walnatrition,
eanng conditicas, and wse of other drugs
often covary with alcoholism in huwian
bemps.,

Same teratogenic diags are also recog-
nred as acurchehavional teratogens in that
prenatal exposare can produce tunctional
nupainment and ahnotal hchavior in aff-
spring (Vorhees and Butcher 1982). lor
drugs that praiuce ncurobchavioral cf-
leets, the functional delicits are usually
prxhced at lower fevel of expisure than
tlese reequired to produce physical aatfor-
mations - Aleahiol has been called i ot
Comurnly used nenrobehaviosal witogen
tHutclungs 198y,

‘Ihe childicin most severely atfected by
prenatal cxposure 1o alcohol are (hose
with a diaginsis of fetal atcobul syiirome
(FAS)  These children ae growth deti-
crent, have a cluster of physical maltor-
niatns including a characteristic lace and
they have a high risk of being intcllectu-
ally hamheapped. Chrogse alcoholic
mothers who continue to driok during
prepnancy are at increased risk lor having

6 Alcohol Health and Research World

children with FAS. A recent 10 year
followup study of the liest chifdien given
this dragniosts (see article begmning on
page 131 indicates that the mtellectual del-
wits and the academic and hehavionad
handicaps contimue mto adolescence. fetal
alcoliol syndronie has been tenmed the
most lrequent tertopenic cise ol e ntal
retardation in the Westain World (Clasten
and Simith 1978).

The present pager will fust sumnuatize
the animal literanue on aleohol a2
ncurobehavioral teraogen {a prenatal -
ducer of detects) and thien will discuss the
cpincal and clincal Tindgs with re-
speet ta the psyehologiaal and behavional
cileets i childien prenatally expesed 10
aleahol.

Neurabehavional elfects ol terogenic
(malloration aducing) digs are dith-
cult to establish in fumans because belav-
jor has so iy deterunnants and often is
dillicult to measuie. However, carctully
controlled stadics on laboratory animals
fuve shown thint prenatal alcobol exposure
can produce a vanety of ncurobehavioal
eltects includmg hyperactivity . decreased
learning ahility, poor locomotion,
incomdination ., developmental delays,
suchig and leedig dilficntues, and -
sponse inhibntion (Abel ct 1URY,;
Streissguth sl Mattin (9K Sueissenth
1983). Animal studics are smportant f
wirdersisding the behavioral gid psych-
Jopical consegquences ol prenaticl alcobol
cxpunurc in lunnans ad for wentdying
the undeslymyg ceutial nervous systes k-
fects. Alcohol ctfects on the brain have
been showa i studies of hippocanypid
changes (West et al. 1984), decreased cer-
chetlar weipht (Borpes and §owis J9R2).
decreased totat brain sveight (D7 and
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Sunmson 1980, and tusctional develop:
went of the anduory pattiwav in the
bramatem (Petgrew and Hutchmson
1U%4). The tmdings of ‘Taylor and col-
leagues (198 supgest that 1cpalation ol
horone systems niay abse be impated by
menatal alcohol eaposie and that some
of the aberrant belavional ctieets asson
ated with alcohol umy be hormonally
nweddsatesd.

General conclusions trom the aninat 1e
search on prenatal alcohol clfects nchude
the followmg: (1) There s a dose
response elatiouslnp between thae it
wide of the dose and the seventy of the o
lect (Boggan wwl Randall 1980y (2
behavioral elfects ae obsersed at levels of
exposiire oo low s prxluce mationma
trons atud prowth deiciency (Buggan aned
Rawdall 1980, Abel et al 1953 ¢4 the
timing ol the cxposure 1s s mporta i
tor 1 the clleets prontuced Sulik 1980,
and (4) Yarge individual difcicimes exist
i vulnerability to damage from i given
dose of alcoliol (Chemott 1977 Ssanbary
and Crumpacher 1977)

‘Ihe seniider ot s paper will discass
thice types ol alcohol-gelated ellects on
the behavior and perfonnan ¢ ol et
tally expesed childeen:

i 1 Behaviotal problems of chihlien with
thie letal alcohol sydrome,

1 1 Behavioral problems o cinldien of al
caholic nuhiers, inespectne o the diag
s FAST and

1 1 Behavioal dessaiions in duldien ot
maderate te heavy dnnking mothers

Behavioral and Developmental
Problems of Children with Fetal
Alcoha! Syndrome

Childien recervang a duigmosis ol fetal
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Figure 1. Common facial characteristics

seen in children having the fetal alcohol

syndrome. The characteristics on the let side are those most irequently sean in
the felal alcohol syndrome. Those on the right side are less specifiz. Source:
Litlle and Streissguth 1982, “Alcohol, Pregnancy and the Fetal Alcohol
Syndrome™ Unit 1n Alcohol Use and s Medical Consequences: A
Comprehensive Teaching Program for Bivmedical Education. Project Cork of
Dartmouth Medical School. This slide/teaching library unit is available from
Milner- Fenwick. inc.. 2125 Greenspring Drive. Timonium, MD 21093).

microcephaly

short palpebral
fissures

fiat midface

indistinct phitirum —

thin upper lip

P epicarithal folds

low
__— nasal bridge

minor
ear anomolies

"™~ micrognathia

Courtesy of Stieissquth et af

alcohol syndiome have a tnlogy of symp-
tons mchiding: (1) growth deheceacy and
nncrovephially; (20 dysmorphie character-
whies (aunor physical anonahies); and (3)
central nervous system (CNS) dystune-
won Thesr mothers ate usially chronie al-
colinlics wha were abusing alvohol during
the pregrancy (Clarien and Smith 1978;
Clareen 1981, Delaene 19770 Magewsha
1978). Faguee ) depiets the meost frequent
tacial characteristics. Fpure 2 shows
wonre clnldren with 1etst alcohal syndronke
(FAS) Hearnt detects ocenr m W=30 per-
cent of the paticnts with FAS. The e
quency ol other congenital mattonmations
i clevited as well (Clarren aud Snnth
19751

trenatal alcohiol expasure pracduces &
spectimn ol oltspring cliccts, trom those
that ase chicatly observable i the mdi-
vidual chuld et as FAS) to those regqur-
mg stanstical stushes on groups of chil-
dien i ocder o establish the selationship
hetween exposire and effects. Claldren
with @ dugnosss al the full letal alcohol
synadrome ., usuably bora to the most chron-
wally alcohahc mothers, Gall at the far end
of the exposure continuiim. Clubdren hamn
to alcoholie mothers can have a range of
aleohol related eticets, but only the axnst
severely attected are diagnosed “fetal al-
cohiot syndeame.” Others are variously
called “partial fetal alcohal symdrome,™
“mild letal aleobol syndrome,” “gosaible
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or prohably tetal alcoho! syndrome.™ or
“tetal akeohat elleenn” depending on ihe
predilection of the exanngicr.

Most studies show that there are ap-
progumately e as nany children called
Cmildly atlected™ as Useverely afected.”
Ctuldren wath fetet alcohiol syndrome are
the ot severely ltected: they are the
most growth dehicient, and most
dysmorphic, d the most likely 1o be
mentally tetarded (Stcrsguth et al.
197855, Clukhien with anly sonwe of the
charactenstics of the tetal alcohol syn-
deome wmay have inteltectaal tunction
within the notmal mge  Howeves, they
can_samlest a vanety ol maladuptive b
levions axd e subtfe CNS effects. m
Cding Tearmng disabihines, speech wnd
Linpnage problenn, hypeictvity. and
atientionial uoblems  Although FAS s
well detmed. consderable confusion pres
cntly exists reganding these “pastial”™ ¢l
fects and maore sescarch s needed 0 this
arca.

CNS damage asseciated with fetat ateo-
hol syndrome is primardly ol prenatal on-
set amd is mamfest by varying degrees ol
mental retardation At birth, infants with
FAS are often trenmlous, sritable,
overreactive W somds, and have feeding
ditheufites. The fulure 1o thrive and the
weik such. charactenste al many such in-
fants, have been described in detail by
Van Dyhe and colleagues (1982). g
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wlancy, hypotonia {a condition o’ dimm
whice muscle toney and delisyed develop
ment are often noted. T the preschood
years children with FAS olten are
hyperactive, nattentive, impulsive, tear
lens, and demorrtrate poor neer inction
{Stecissguth e ab. 19780, Newral tibe de-
fects mplying mgny t the embiyo dur-
ing carly CNS formation) have been uoted
in several cases (Clarren 1981 Fnediman
1982). In cases that have gone 10 autopny
Uones and Smith 1973 Magewski 1981
Clarren et al. 1978; Peitter cval. 1979,
diminished brain growth has been noled,
as well as abnarmialiiics of brain
development.

Aental handicaps are probably the most
dehilitatng sspect of tetal aleohol expo-
sure. Although sfow desclopisent and
wiental retardation hiive tregquently been
desenbed as citaraeteristics of FAS, stand-
ardized 10Q tests have not always been
cartied out m gl stadies o carly
report on 20 chibkdien with 1FAS diagnoses
ol varymng degiees of seventy (Sucnsguth
ot al. 19780, the average 10 was 65
however. wide differences of intellectuid
function were numpest, with Qs anging
trom 1§ 10 105 (see fipure 3. Thas,
wounid not be advisable 10 mahe a tirm
prediction of nentd ctindation just be-
cause an infant fad a diagnosis of FAS.
the aforementianed study . séventy ol
growth deficiency and dysnonphology
wete significantly selated to 1Q. with the
most severely aflected patients generally
having the lowest 1 scares e avetage
10 of vaous saples of persons with
1-AS will depemd on the age at testing. the
fands o0 tosts adminstered, end the nim-
sier 1 which the simmiple wiss obtinned
While retarded nentd development is
well secognized as an important featine o
IFAS. 1ccent work trom Bedin
(Stembiansen et 2! 19820, 198253 has e
vealed i wide spectiinm ol disencers tha
sipmhicathy ditterentrted cunlden with
FAS Bom i contial group of notnal clal
dicn. mehichng heid and Body rockang.,
stereatvped behavioas, speceh and eanng
impairnent. chaness, ditheulty w ith
peers. axd mamagement problems. This
sty (ose of the few wath o matched con
trol group) also contirm the activity . il
ing. sleeping. and attentional problems
that haave been desenibed wepeatedly m
case reposts of cluldren wah AS

The long-term intellecual ontcone tor
paticnts with FAS has been ol some con-
cem to us, We have carned out two siall
follownp studies of chnldien whe were
reevaluated § to 4 years alter reeeving i
diagnoss of fetal ateshol syndiome
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Psychological and Behavioral Effects in Children Prenatally Exposerd to Aleohol

N

Figure 2. Children with the fetal alcohol syndrome. All three of these children show several of the common features
associated with FAS including the indistinct philtrum, short palprebral flissures, epicanthal foids, and low nasal bridge. Note
the dillerences in vatious of these features as they relate to racial background. Source: Jones et al. 1973.

r

(Streissgath et al. 1978q. Darby ¢t al.
19%1). b the tonnes study. we tound that
these patients as a group. did nut shoew
any remarhable change in 1Q over time.
However. four individuals showed consid-
crable change in one difection or another
(see Frgure 4). The snwll sample sie
= 19) did not permit systenatic ¢iani
nation of cuviromnental factors associated
with farge changes wm 1Q scomes., altivough
deereased hyperacuvity with increasing
age way have permitted 3 nore valdd test
of muclligence in some chuldren. Social
and coetional Muproveincnt weee softke-
tunes apparent cven in the absence of
clear 1 changes particularly when the liv-
g sitwition hiwl improved. Our chnical
saple included two young nxen who had
been diagnosed as mentatly retarded (vn-
known cliology) as carly as 2 years of
ape. Later, at 20 amd 21 yeass, when the
chagmosis ol FAS was made. they hid 10
of §7 and 67, Althouph they arc socially
engaging, they hiave miastered only cle-
snental reading and writing skills. We an-
nepate that both will continue to need
sheltcied cavigonnwents.

fosub et al. (19K1) have alwo reperted
on the longeer jolloovup of three sb-
lImgs with FAS The two clder siblisges

8 Alcohol Hicalth and Research World

had 1Q°s m the mildly retuded range n
late adolescence, while the youngest ic-
mained moderately retarded. fosub’s lind-
ing is w keepug with our clinmcal nupres-
sion that successive FAS children of o
given mother, will te wmcrcasmgly al-
lected as long as the mother continucs o
abuse alcobol. Dehacne and colleagues
(1981), n France, have made the sanw
obwervation.

1n another recemt separt from our fab
Dby ot al. 1981). we focused on the
proguosss lor chiddres with a dagnoss of
EAS at bigh or withn the list lew
wronths of tife. Out ot a siuple of ceht
such sutants fotlowed fop 1.5 10 6.5 yens,
aiely o child @he ene with the least se-
vere physical chatactensties of FAS) had
an 1Q within nosmal lnats at tollowup
“Thus, childees wie ae diagnosed wath tiw
full symchome at birtl appear 1o e a
group st at fisk jor o developgwent.
Anothier shori-term outconie stinly
(Golden ¢t al. 1982) cxanuned 12 clukbien
with posaible fetal alvehiol etlects dap-
aosed a hith Cases wete ansertaned
trom medical recorls g watcrual al
cohol abuse and fom physical exammia
tion of the nconate Conttals weie
matched on gostational age, wx. and tace.
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(Vhey weie not mached fos smoh g,
mother's age. or paity ¥ AUL2 months of
age. the miants of alcohol-atmwsing
mothers were sigmficantly delayed
phvsical growth and in mental and motor
developmient i comgigisen with contiofs
Recently, we completed a long Wwnn
10-year follownp stindy (sce story begm
ning on page 13) of the tirst 11 cluldien
given a diagnosis ol 1FAS back wm 1973
(Sticissguth ¢t al. 1985, Jones ct al
1973). Two of the clilicn were dead nd
ane wis ot located The ety eight
(ot whom sx were teempers) icnamed
growth deticient for hegln and tor head
encumiference However, the gais tall of
whom lad eached memuche at the appio
priate aged wee ne longer prowth-
defierent with sespeet to werght Thes
stiuly stgpests that the phiysical nangesta
pons of FAS m the pnbescent person iy
wot necessanly include growth deticicney
tor weight. The adotescent guls o thes
study were shost inul overweeht, which
changes therr ovetall appeaapee a poud
deat from the thin, alimost cnvcrated. ek
they ofien hid when yostog, We behew
Biat this change moabpose tasue that
charaetenizes some itolescent gty wath
1FAS may be one tactor that scosats tor
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Figure 3. 1Q in 20 children with fetal alcohol syndrome: A clinical sample (n == 20).
The figure shows the relationship between Q scores and the severity of
diagnosis. The more severe the diagnosis, the lower the 1Q score and the more
cognitive deticits are noted. Snurce: Streissguth et al. 1978b.

Severity of Diagnosis (N) . X0 Range of 1Q
Mild & Very Miki @ 82 60 to 105
Moderate (6) 68 59 to 81
Moderately Severe {5) 58 15 to 89
Severe (5) 55 41 to 69
Summary {20) 65 15 to 105

“Data rom Stensguih Heman & Samh, 1978

the 1ckatively small nunber of adolescents
who have been identihied 1o date.

Lo of these oagmal children with
IFAS were clearly mentally handicapped
on totliowup, fusctiomng intellechially m
e bordethine: 1o severely-regarded range
ol antelligence (1Q scotes af 20 16 57).
These cnllien all were living n protected
envionments ad attending special clisses
for the rwetaded. They will always need
Jichiered envuiionnients. They manifested
poor judgment, were indiscrinunately
inendly, and had not changed much in 1Q
seores acrass e, $agure 5 shows one of
these cldren photographed at four ditler-
ent ages AL ot these severely atlected
childien had heen i excellent, stable fos-
ter o adoptive homes tos at Jeast § years.
Two hidd never Tived wath therr natural
wnthers: the other two had a history of
neplect andion cnld abuse whide living
with then alcoholic mothers, The degree
to wineh carly adverse conditions contrih-
uted o then Later mtellectuad handicaps
Gt be detetnimed However, environs
wental mprovemcnts were isewnated
with conmderable npovenwent m therr
wr Ll and cmotional behavior though not
i tney wtcliedtual functioning.

The remanung fous onginal children
with tetal alcohol syndrome were
tuntioning miclicensally i the borderline-
o dull-normal range ot intelligence (1Q
KO KO3 at the 10 year followup. They at-
tended repular classes but received special
remedhat help and nnoring daring the pa-
mary school years and had often been kept
back a year m school. Schoolwork way in-
creasmply difticult hy the time they
reached middie schoot, and school attend-
ance wans beconting a problem for the two
hiving in the feast supporive cnviron-
ments Al al these four children had

=0
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learned the mechanics of reading and
spelling and were Larly independent in
daily hife, although at least two appear 1o
be at rsk for social aml emotional
problems.

A continuing guestion in assessing fe-
tarded functioning in children with FAS

has been the degree to which the mental
impairment derives from prenatal cthanol
exposure rather than to the unfavarable
enviropnent eften provided by the alco-
holic ither who continues 1o drink.
While this issuc cannot be resolved in all
cases, some children with FAS have been
raised untirely in excelient foster and
adoptive homes and yet have continued to
be retarded (Streissguth ct al. 1978b;
Olcgard ct al. 1979). Furthermore, the de-
gree of mental retardation m elder chil-
dren with FAS seems to be more directly
a reflection of the chronicity of the
mother's alcoholism during pregnancy
than of the carctaking cavironment.
(Streissguth ct al. 1985; Steitthausen
1982a, 1982b; Aronson ct al. 1981).
Thus, when a diagnosis of fetal aicohol
syndrome is made ai birth, the prognosis
will reniain guarded, at least through the
carly schoc! years, panicalarly in those
children who arc the most dysmaocphic and
the most growth deficient. Close survel-
lance ol the needs of bath wother and
child should assure that the child has a be-
nign cavironment in which to develop

M

Figure 4. 1Q of children with the feta! alcohol syndrome tested on two occasions,
1 to 3 years apart. 1Q scores from test #1 are represented on the abscissa, those
from test #2 are along the ordinate. Circled points represent changes of one

standard deviation or more for the tests given. Source: Streissguth et al. 1978a.
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Psychological and Behavioral Effects in Children Prenatally Exposed to Alcohol

Figure 5. Child with fetal atcohol syndrome at day 1. 8 months. 4.5 years, and 8

years of age. This child was diagnosed at birth (Jones and Sinith 1973) and has

spent all his life in one foster home where the quality of care has been very good.

He has received various types of remedial help. including corrective lenses and

ear tubes, and was placed in special education programs. His 1Q has remaingd

stable at 4045 and he has been hyper

active and hyperdistractable throughout

chilthood. Source: Streissguth et al. 1984c.

e

the best of his or her abilities.

In vur 10-year followup of the cight
osiginal children with an FAS diagmesis,
we fonnd that three of the eight mothers
had died of alcohol-related causes heiore

10 Alcohol Health and Rescarch World

the children enteted sehool The three
chitdren bom to these mothers were
among the Jour nrnt severely Bamdi-
cappredd children in the stwly Thus, one
can see that both the childien and ther
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nuhers arc at rish when FAS s diag-
nosed in a newbon. On the otlier hand,
the carctaking envitomnents of cven the
mildly alfected childten should he cue
fully monitored, as these may he the chil
dicn for whow the prognosis is bestif ap-
propriate interventions arc avintable.

Intants with FAS and FAE are at rek
tor failuee to thiive aind tor sutfenng neg
sct o abuse when they live in alcoholie
cavironments  Furtheumone, then e
sucking ability, medical problems, and
hyperactivity all may mhe them difticnlt
to manage. As they pet older, the v
nation ol these chaldien’s alert, responsive
manner wath theis defwets i pudyment and
Jeaming makes it potenkaly ditheal b
carctahers to set realistic expectations
Strong support systesnis are nuponan for
such lamilies.

We usually find great impovement g
cmtional developent and socil luac
tiomng when hildien with oth full and
partial FAS have swble and suppogtive
living arrangements (Stucissguth ot al
1978h; Aronson ct al. J9RD) Tmproved
behavior, wiich often oceurs even i the
absence of changes in 1Q, shonkd not be
ignoted simply becanse it s more duthenh
to measure and gquantty. The needs ot the
individual fanuly miy range lrom support
and alcoholism treatment for the natmal
mother to removal of the child from @
meplecting or abusing enviiounkent. Sup-
port in behavioral management and aci-
demic plarning for the cuctakers is al
most always necded. whether they be the
natural parents, aatutal selatves, fostar
parcnts, adoptive parents, o1 a single pa
cnt raising the child alone  Jiy managamg
the individual child with FAS, we recom
mend giving cvery opportunity ion tull de
velopment of the child’s potenual

Behaviorst and Developental
Problems in Children of Alcolwlic
Mothers

Not alt children of aleolohe mothers
have FAS amd pot all have developimental
o hehavioral problems. Very Jew siudies
have aklressed the gquestion of what po
portion of alcoholic mothers have cinldien
with FAS. “Tis question s compley I
cane the mswer wall depemd on how s
vercly aleebudic the mothers e and on
charscteristics that scem 1 pat some
wothers at higher ik than ofbers tor hav
ing an attected chuld 10 o clear tha
some children of alcobolic nuthors hase
developmental amd belas sosal problens
apart hine e mophological amd grawth
changes associated with TAS T 1904,
two studdics of cluldien of alohiel




mothers wete eported, one from Russia
(Shaypn 197-4) and one from Scattle
tlones ot al 1970, Shuuygin reported on
42 chaldien born to 14 alcohohe mothers
w Russta. The 19 otlsprng borm piar to
the watliers” aleoholism displayed disor
dets that were prinanly “vegetative, cnn-
tonad, aned beliavional = with symptom on-
st al 9 o HE years of age and symplom
wenmssion with improved social circum-
Gances O thie ather hand, many of the
23 cluldren who were born atter the
wothers became aleoholic had “prafound
unpannents of the CNS that were mani-
test catly in mlaney.” Fourteen of these
23 were memally retarded with concomi-
Gunt mallornaatons and charactistics aof
AN,

The study by Jones and colleagues of
oftsprng of alcoliohic mothers wtilized
data paihered for the Permatal Collabora-
nve Sindy of the former National Institute
of Neorological Discases and Blimdiess.
Al -ahiohe and control mothers were care-
ity watched on & vanery of factors that
conkd e exprected to ntluence outcanie,
Fhese wete socioccononie status, face,
materual cducation, age, parity, narital
stane, and hospatal of arth, However, the
alculiolic mithets were severely chronic
aliohiohes, and both groups of mothers
were from low socioeconionic levels and
wete pootly cducated Diata were gathered
prospec tively 1o a “blind” rescach design
(1 e.. exammers and authors had no
fnowledee of maternal history at the time
the duta were gathered ) Compared with
attsping of 46 control mothers, offapring
ut 23 alcoholic mothers had a higher rate
of miant mortaliny (17 pereent vs. 2 per-
conn), a tughee meidence of groveth defi-
cteney, ad a lngher proportion of retro-
speenvely chissiied FAS (32 pereent for
this sample v 0 pereent). Intelhgence
testing ot age 7 indicated thit oflspring of
the e abooholies hud significantly
Jower 1) scotes than the control children
K1 vs 95 Fmthenmore, 44 percent of the
hldien of alcobohe mehers had 107 be
low 79 compared wnh only 11 pereent of
the contrals  As 1) scotes are abvo influ-
coced by gencte tactors, these child 1Q
«ores should not be generalized to all
clnldren of alcoholee mothers, as this was
a select proup. However, this study paints
up the added ipact of prenatal atechol
exposure upon cluldren who are alrcady at
fish. Acadenne functioning (reading,
spebling. and arnhimetic scores) were also
sigmfivantly Jower than notmal for the
children of alcoholic nurbers in this
stindy.

A reeent update by Aronson and col-

leagues {1981) ot an carher study
(Olegard 1979 presents data from a retro-
spective study of 99 clukdren born te 30
alcohalic mathers. Compared 10 expeeted
ponns, they foand a S-lokd iwrcase in low
birth weights, a 10 Jold increase i infants
called “smpll”™ for gestational age at deliv-
ety, and twice the mmber of preterm de-
hveries. In terms of ONS dysfuction, 35
percent had borderline mental retardation
(1Qs of 70 10 8S); 13 pereent had mitld 0
severe mental retardagion (1Q below 701
SO pereent had symptoms af brain dam-
age: and SO pereent had psychosocial
problems. Early placenent and continned
residence in single foster homes did mot
significantly affeet intelligence or symp-
toms of bran damage but did result in
reducing the freguency of prychosocial
symploms, A subset of these children of
atcoholics compared with a well-matched
control group had sipmbicantly lower 1Q
scores and perceptual age, mpared motor
tunction. and persistent prowth deli-
cieney Twao tecent publications from this
group sanmmarize theis fudmgs on &
cample ot 103 offspring of these 30 alco-
holic mothers. Arenson and colleagues
(198S) discuss the pereeptual and
behavioral outcomes; Kyllerinan and col-
feagucs (1UKS) discuss their growth and
motor perlonnance.

Learming disabilitics in children with
normal §Q have been reparted in one clini-
cal study of children of alcoholic nkhers
(Shaywitz ¢t al. 1980). Delays in onset of
speech have alse been reported clinically
(Shaywits ¢t al. 1981). In gencral, the
arca of language problems in children of
alcoholic mothers has not been well stud-
jed. 1t 1s mot clear at this point whether the
observed delays are sunply related w0 the
childrens' developmental delay and intel-
lectmal handicap or to specilic language
disabihties. Further research 1y needed i
this arca.

Magewsks and colleagues (1978) in
Gennany, tepoting on chuldren tom to o
larpe number ol alcoholic mothers, fowd
that the proportion of children with “fetal
cmbyropathy™ (the descriptive term
preferred hy Majewski) was related to the
chronicity of the sathery” alcoholism.
‘Thus. in mothers with the most advanced
atd chronic alcoholisim. 43 pereent of the
offsprang hat fetal embryopathy. For
wonen whose alcoholism was in the “crit-
jcal” phase (according to the Jetlinek cri-
teria for diagnosis), the rate of fetal
cmbryopathy was 20 percent. An unpub-
listed study from our clinic, on 50 chil-
dren of recovered alcobolic women who
were drnking during pregnancy, SUECSs

that the proporian of children with FAS
may be fower than this in same graups of
alcoholic mothers. In vur Scattie sampic,
the wamien were nat only recovered ateo-
holics but were mostly well educated and
trom mickdle-class hackgromuds. ‘The
sanples deseribed by Jones, Mujewski,
andd Dehacne were mastly unemployed,
poorly cducated. and at high sk on many
ather varizbles, Factors associted with
individual vitnerzbility to alcoial have
not been thoroughly studied.

Thuss, it may well be that the prevalence
of EAS among alcohelic women depends
on a variety of other risk factors that are
only now being identified. Such variables
may include racial amd genctic factors.
Certainly. it is clear that the vulnerability
of the fetus is one important factor. Cases
of Tratermal twing (Chrstotfel and
Salafshy 1975; and unpublished cases
from our own clinical observatians) have
Jhown that twins can be ditferentially
alfected.

Some studics have suggesied that the
prevalence of FAS is refativety hapher
among certain groups of alcoholic women
such as the poor and noawhites. The ¢x-
totnt to which this apparcnt relationslup is
influenced hy other related factors such as
poor rutrition, use of akher drugs, or to
differcpees in actual drinking patierns his
not been clarificd. Larger studics of wore
diverse groups of alcoholic mathers will
be noeded to answer these questions. In
addition to the risk of FAS and fetal alco-
hol effects. it should be kept in mind that
the alcoholic famnily cnvironnient niy
jeosardize optimal offspring development
in other ways. Several reviews (cl-
Guebaly and Offard 1979; McKenna and
Pickens 1981) of behavioral problems wm
children of alcoholics conchde, in gen-
cral. that such childien are themselves at
risk for alcoholisn, accidental deaths, and
poor school amd job perfornance. Inevita-
hly. cach chikd's developuxatal eanconwe
represcnts an interaction between ns or
her genctic potential, prenatal exposure,
aml pastnatal expericnce.

Rehaviotal and Developmental
Problems in Children of Moderate- to
Heavy-Drinking Mothers

Wonicn who consume nxxlerate to
heavy levels of alcohol during pregnancy
have an increased risk of adverse peeg-
nancy outromes, depending on dose and
timing of cxposure and on individual sen-
sitivity factors. ‘The related studics are
usually large-scale epidemivlogic studics
in which some of the confounding vana-
bles can be statistically adjusted to assess
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subtle cffcets. Most such stadies have ex-
amined outcome vaniables that are casily
obtainable from hospital records such as
birth weight, birth length, head circumfer-
ewce, gestational age, morbidity. and wor-
tality. Several studics indiczie that moder-
ate to heavy drinking during pregnancy
increases the risk of decreased birth-size
parameters and increases the risk of spon-
tancous abortions and stillbirths, although
not all studics show significant cffects on
all vanables. Reviews of these studics arc
available clsewhere (Little ct al. 1982;
Streissguth and Little 1985).

Behavioral outcome studics of nwderate
prenatal alcohol exposure have been less
frequently carricd out beeause it is dilli-
cult to use behavioral outconies with
larger groups of infants and children.
tlowever, several investigators have stud-
jcd newborn infams in relation to prenatal
aleohol exposure. Quellette and Rosett
found significamtly increased malforma-
tions. jitteriness, weak sacking. and ab-
normal sleep pattierns (Ouchictte et al,
1977: Rasett ¢t ol 1979). Alcohol-related
distmbanee in sleep-wake patterns over
the tiest few mouths of lile have receatly
been reported in a new sample of childien
(Landesunin-Dwyer et al. 1983,

‘The Scattle longitudinal study has re-
ported a varicty of neonatal cffcets sipnifi-
cantly retated to increased alcohol use
cven when adjusting for other risk Gactors
such as maternal smoking, calfeine use,
parity. matcrnal cducation. and nutrition
which have been summarized elsewhere
(Strcissputh ct al. 1981 Strcissguth et al.
1984c¢). ‘The alcohol-related outcomes
bave included (1) slow hahituation to re-
dundamt sunuilation assessed with the
Brazehon scale (Streissguth et al. 1983);
(2) weak sucking and longer fatency to
tird suck, measured with a pressure
wranduscer (Martin ¢t al. 1979); (3) lower
Apgar scores, gicater aeed lor veatilatory
resuscitation and more hean rate
abnonuahitics (Streissguth et al. 1982);
and (4} increases in trenwns, hand-to-
mouth activity, head twros to lelt, and
nonalent wake stite, as well as decreases
m vigorons bedily activity (Landesman-

12 Alcohol Health and Research World

.Dwy.cr ct al. 1978).

Nconatal operant Jearoing wis signili-
cantly deereased in oftspring whase
mothers were both heavy drinkers and
heavy simokers (Martin et al. 1977). Liven
at & months of age. children of heavier ©
drinkers had small but statistically signifi-
cant decrements in mental amd motor de
velopment (Streissguth et al. 198t). They
also had continued decrements in height,
weight, and head circumference at
R-wonths (cven atter adjusting for many
other perinent variables) “Together, these
behaviorad stwdics suggest that maternat
alcohol constunption duing pregnancy s
related 1o higher risk of subtle CNS dys-
function in exposed otispring. The pres.
ence of some measurable adverse eflects
cvea priog 1o hospital discharge suggests
that these CNS cfleets arc of prenatal ori-
gin. Fudlenuore, most of these studies
have adjusted statisticalty for important
covariates such as maternal smokmg, par-
ity. and cducation.

tiven fewer studies of the long-term
behavioral sequelae of uxkletate prenatal
exposure ate available A 1eport from
Germany (Mau 1980) has documented uo
aleohol-related decrement. in develop-
mental landmarks, nenrological develop-
ment, of mallonuations. Aleohol use was
primanly defined as “dunks s hule cvery
day™: no standardized neurological oF pay-
clurlogical tests were used, developmentai
data were dertved from nsiernal diaries:
statistical analysis was by chi-square. it
scems unlikely that sabtle long-term cl-
fects wonld be observed usimg such gro s
measutes. Two separate kmger-tenn
followap studies of 4-year old children
whose mathers were primanly moderate
drnkers (Landessan-Dwyer et al. 1978
Strcissputh et al. §9R:4h) have shown sta-
tistically significant alcobol related decre-
ments 1 attention assessed - different
types of cupnrical sitnations alter statishc-
ally adjusting tor a vancly ol potentially
confoundmg varahics  One study
(Stecnsputh ct ab. 19840y has abw slawn
signiticant alcoholaclated decicents i
reaction tune, The importance of these
subtle aticntional vatiations m 3-year-old
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children lies in thetr presuimed association
with Jster CNS function ad in tcrius of
the implications for Liter icaining and
attentional debicits in school. From a bater
followup cvaluation of tke sank children
aleohol sctated cffects on attention and re-
action time are sull observable at 7 years
of age (Streissputh ot al. 19850

tn cvaluating the chiects of prenatal al
cohal expeasure., one should heep in nuid
that the assessment of exposute in nnans
is imprecise and denved by averaging
self-reports of women whaose individual
patterns of conswmption vary considerably
from wonnn o wonan aid from week to
weeh This, any referenee 1o “ounces pes
day” should be construed as only o pough
catimate. In reviewing the behavionad of-
feets of modetate to heavy prenaal alco
hol exposure, we have concluded el
where (Streissputh et at. 19830) thar the
cifeets are generally dose-sclated The
agnitude of the cltect ikl the shape il
magnitude of the dose response dininibu
tron appear to be a tunction of the o
come measured ankd the age of the assess:
ment. Increased risk o chinical
abnorality in the mdivehuat child 4
years of age scoms o occur at aound 2 o7
or mwre of absolute alcohol per day duing
pregnancy (Strcissguth et al 19840 ).
However. for the more subtle behavims
such as aticntional deticits and slow teac-
tion time. whese group clfects are ob
served, a monotonic slope s predicted.
suggesting that the greater the exposure,
the greater the effeet. |

This rescarch was orggmally pubdeshed iu
Spanish by the Valgrande Foundanon
Turn 10 page 71 for references.
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Bichavioral Sciences of the Unsversuy of
Washington in Seattle
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Behavior and learning difficulties in children of
normal intelligence born to alcoholic mothers

Chaldren referred 1o tie Learning Insorders Unip of the Yale- New Huaven Hospital were eveluated for

mdicanions of prenatal e poswee to ethanol. In a tatl papalation of 87 children, 15 were fownd to have

o lustory of muternal heavy drok iy durig pregnaney.

The 11 bovs and four girls runged in age from

A5 fo 18 vears. Berth werghis ranged from 1580 1 3050 g, medwan werght 2,213 g A i growih

acasiremtents were affected: head crcumference 6Fs <. tenth percennle. height 67 < tenth percentile,
werght 74% < nwentv-fifth percennle The claldren had a conpunm of dysmarphie featires of FAS.
with an mvesse relationslup noted heween age of presentuting and mtemsity of dysmorphie feapres. Al
I ntelligence w the average range { 1Q 82 10 113). vef on perienced persitent wcaderme fenlure. In

addon, ol shared problens of actoviy and attenteon regulaon. Our resndts suggest a continan of

tecttageme cffects of ethanol an the € "NS. Alcolal exposure ia ntero inay he an imporion. preventable

determmant of atientian deficit svndromes in chiddhood.

Sally E. Shaywitz, M.D..* Douald J. Cohen, M.D,, and

Bennett A. Shaywitz, M.D., New Haven, Conn.

A ¢ HARAC TERISTIC CLUS TR of features constitutes
the symptom complex termed the fewal alcohol syn-
drome.t * Core components of FAS center on indications
of .“) pte- and poslnalnl growth deficiency. (2) dysmor-
phogenesis manifest prumanily as short palpebral fissures,
bypoplastic philtrum. thinned upper veimilion, and mid-
facial hypoplasia, (3) ceutral nervous system dysfunction
presenting as mental deficiency of varying degrees of
severity. Of these, mental retardation has been considered
1o be the most disabling and consistent sequela of prenatal
exposure o aleohol.t and FFAS is now the third most
fiequent disorder in which retardation is a component.®
Thus. despite over 200 reports of FAS in the literature,
only rarcly has a child been described as having normal

Liom the Departments uf Pediatries. Newrplogyv,
Paveduatry, and The Yale Chidd Study Center, Yale
Umivensity: School of Medicine
Supported in purt by Grants from the National
Isusates af Health NS 12384, AA 0359, the
Nt Faundarion, Clinical Cenier Grant {RR-
0118}, the Nattonal Councdd on Alcaholism Gramt
cnd the Mental Health Chnval Resenrch Center No
1050 M- 31929,
¢ Kepeont mbdress Learmng Dovemders Una Depariment of
W digan s, 1T Ceker SO, Kew Hen, €1 LAY ]

Val 406, No 6, pp Q78982

intefligence, and of the 126 that have received standard-
ized testing. RS% scored below 1Q 70, We are awate of
only five childreu with FAS whao have achicved a scotem
the normal range, and only two of these reccived an 1)
above 9657

Ahbreviations used
FAS:  fuaal alcohal ssndiome
CNS:  centual nenvous sesiem

On the other hand. our own clinical expenence w a
learning disorders unit. as well as other repats, boeth
human® and animal.® * suggest that perhaps more subtle
manifestations of CNS dysfunction in the form of behas-
joral and learning difficaltics might be sipnificant het
frequently overlooked problems in childien expesed o
cthanol in utero. To cxplore this possibility, we exanined
a gronp of children referred for school diflicnltics dur
indications of prenatal exposurc (o alcohal. In this report,
we describe the growth, morphogenic featurces, copnitive
function. and school performance in such a cohon of
lcarning-disabled children of normal intetligence bom to
heavy-drinking wowmen. Qur findings suggest that chil-
dren botn to aleohulic mothers shonld be followed care-
fully through the carly school vears for the possibility of
learning difliculties, and conversely that children experi-
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encing schoal faiture should be cvaluated for indications
of prenatal expusure to cthanol.

METHODS

Sclection of sample. All children referred to the Learn-
ing Disorders Uinit of the Yale New flaven Hospital
between September, 1977, and June, 19758, were investi-
pisted for Istorical and clinical evidence of FAS. We were
able 10 dentily 15 culdren from a total population of 87
youngsters whose mothers had a lustory of alecoholism at
the time of pregnancy. Twa of the children were evaluated
because they were siblings of other paticnts in our study.
The 11 bovs and four girls ranged in age from 6 o 18%
years Deteinunation of maternal alvohohism duuing preg-
nancy was based cither on reparts by parents or on data
obtamed trom medical or social ageney revords. The
ldren were born to ten mothers, 6 of whom had dicd
() or were cunently hosprtalized (4) dor disarders related
to their alcobohism OF the cight hiving maothers, five were
divorced Tive of the children were shanng a home with
therr natiral mothers, but two of these were presently in
the vitre of surfogates while their mathers were undergo-
ing hospitalizatan (one {on
tion).

varices. one for detoxifica-

Al but vane of e children were white and lived n
prvate wibuiban homes, She was onr ounly pattent who
came from a welfare fanuly aud for wham the father's
whereabouts was  unknown. The remaunder of  our
paticuts’ fathers were all emplayed. Thar occupations
ranged from salesmen and self-employed businessimen to
middle and upper-kevel exceutives.

Diagnostic evaluation. In cach chuld an extensive histo-
y concerning pcrinnlal factors, family history, birth,
develapment. and behavior was imiraliy obtamned.
CUMNUGHTION Wi pcrfumml by one of s (8§ E

An
S)
assessing growth, morphogencess, amd central nervous
system tunction, and incinded both a geacial neurologic
evaluation and acuromatnrationial assessment. Cuogritve
function was assessed by standardized, age-appropriate
individual intelligence tests. In one instance, the Stanford-
Binet Form L-M scored with 1972 norms was adminis-
tered; another child was piven the Wedlisler Pre-School
and Primary Suate of Imethgenee the Wechsler Jatelhi-
gence Seale for Chikdien was admmntered o otber
children ages 6 to 16; children over 16 reccived the
Weehsler Adult Intelligence Seale. Fach child's school
record, mclding cliass placement. need for spectal ser-
vices, teacher’s abnervations, and gesults of any standard-
wed inteltectal or achicvement testng, wias obtained and
reviewed Mowt cluldren hid udergone seeent (withm the
past 12 momhis) pychometne testmg as part © the
referral process for special cducational services, If more

106

Behavior and fcarnmg diffrendnes in AN 979

Fable. Morphologic and psychologic characteristics in 18
children with the expanded fetal alcohol syndrome

Number affcited

Crowth deficiency

Prenatal (< 2,500 gm) 10
Posinatal
Height®
~ Fifth percennle 7
<. Twemy-fitth peicentile 6
Weight®
« Fifth percentile 4
< Twenty-filth pereentile 7
Hlead circumferencef
« Tenth pereentile 9
.. Twenty-fifth percentile S
t acial sugmatad 15
Short palpebral fissures§ 13

Associated findingsll
Juint anamalies 7
Hearing loss s
Renal anomalies ]
Catdiae anomalies 1
Intcllectual ability

1Q-80-85 \
1) 86-95 5
10 -96-113 9
X = 982

“hased o NUTES Crowth Charts, 1076
fBascd on Lanuer !

t.- 1wo prannnent dysmatphe features-shart up-turned mne, hypeoplas-
te plultrwm, broad nasal root. thinned upper vernulam, relaive progia-
thia in adiescence, epianthal lukls, hypoplastic maxilla

§Based on Uhouke *?

IBased vn Clusen and Smuh ¢

than one test was avadlzble for any paticnt. the most
recent sanre was ned. Thase patients fequiting additional
testing were seen al Yale New Haven Hospital by one of
s of asseciates i the departments of pediatrics and

pychiatry.

RESULTS (TABLE) -

Growth,

Prenatal. Birth waghts of the children ranged from
1580 1 3,150 g, with & median weight 2213 gm and
two-thirds of the patients under 250 pm One patient,
buth weight 2,013 gin, was estimated to be 3 10 36 weeky”
gcsmlinn; all other patients were considered term acconsd.
ing 1o parcnt report or hospital records.

Postnatad, Postnatal growtl chiaracteristios of our popu-
lation are shown 1w the Table; our cohort had a substan-
tial reduction in body weight, height. and bead urcumter-
ence? ¥ Cranial growth was markedly affected. with
thice children (2r%) below the third percentile and
another six between the third and temb percennles Hhcwe

10
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Figme. Paticnt with the expanded fetal alcohol syndrome. Note
the sluat palpebial tssuies, nudfadial hypeplasia, incieased
distipee from the nasal up 10 the vermithon border, and relative
propnatham,

wits one chinld at, but nene above, the ffnicetl percentibe for
ape. Height was sinularly atiected: 7715 (d7%9) ol om
patients were below the fitth pereentle for ape. and
another 407, at o below the twenty hith pacentle. Two
patenis, bath of whom wete umong the lower-burth
werght mtants, were now approaching the titweth percent-
e As with head cirenmterence. there wore no children
alune the fitueth percentile for age. Weght was least
aftected. hut the distribution was sl shewed towmnd
fower werphts, with 27% ol our paticnts below the fifth
percentile and an additional 47% at or below the twenty-
filth percenule

Anomalics. The patetits had unvolvement m all magon
aeas hiown o be associated with FAS and bore an
wmnstahable bheness thguie) o othens” deartbed in the
Iteratre, They uniformly demonstrated at least two
preomment dysmorphic faaal teatiies of PAS: small
padpebral fissares'' were fonnd w730 of the chilibien
Assactated dings incuded canipto- o clino-dactyly
(seven paticnts) and a wild conductive hieamg loss (five
paticnts). Single instances of renal and cardiace defects
were s noted. Althongh other children i the cohoit of
®7 had some mmor anomalies (nph-arched palate. low-
seb et single palmar crease) o nocase dul they
demonstrate the constellation of sbgmata clunacteristic of
hildien bogn to aleoholic mothers
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Central nenvous system. With the exception of mild
hypotonia in six of the paticnts, classic nemolapic exami
nation was unremarkable. Evaluation far the presence of
signs ¥ nemomatuational snepulinitics Colt agin®)
revealed four pa\:licnl\ with mixed cye-hand dominance
and two with ambidexterity. In older paticnts (over 1l
years) persistence of associated symmetric and asymael-
ric movements were scen. At all ages. the patients had
indications of varying degices of fine motor dysfunction
involving finger-thnmb testing. Computed tomography of
the brain was peiformed in ive patients and the resdis
were normal.

Intelectual functioning. Intelligence testing indicated a
mean full zeale 1Q of 98.2, with scores sanging between 82
to H3I. Thus, the overail range of perlonmanee of our
paticnts repsesents the entire specium of average intelly
genee.'* Thee was an cqual division aong the childien
wha obtained superior scores i cither the verbal o
performance scales. Similaly. when signiticant dincrepan-
¢y (1S points or more) oceusred between verbal and
perfomumcee Q. cach subtest gronup wis coquadly 1epre
sented at cach extieme. Of panticular interest was the
subtest profile with highest scores most frequeatly 1ecord-
cd in simikuitics. compichension. object assembly. and
bMock design. which was in contrast to depressed
performance on the coding, arithmetic. digit span. amd
information subtests. A single child was given the St
ford-Binet and achieved an 1Q of &6,

Significant wclationshaps involving apge and 10 (Spea-
mans tho = 0.47 220 0.05), and an inverse relationship
(tho = (L.58 /-
stigmata were noted. A possible interpretaion for this
finding is sinply that the older children in our cohont
presented thennelves to ns ata later age hecanse they

0.025) between age and woer phofogic

were less severely aflected. We did not note the pinitne
correlation between height and 1Q (tho = @ N poan
reported by Stucissgnth et al

School functioning. Common o all childien was the
carly expenience of school faifuie. Hyperacimity was
deseribed in all but ane of the patients’ school ieconds Sin
had a history of treatment with o were curtently ieven g
simalant medication. hnability to function withont inten-
sive one-torone o small group instruction, shortattention
span and distiactability were shared by the patient popa-
Jation wniformly. Comments such as “hehind ever sinee
he entered school™ “an itch” “cannot sit still, casly
distracted.” “never concentrates nnless direetly supervised
by a teacher.” “seems to have the shills yetis not learning™
were noted in all of these children's iecords. The sevanty
of schoal diflicutties was reflected in the caly relerral for
special education servives: 13 of our patients revemed
such reconumendations by the fiust grade and all were
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recommended for special services by the third grade.
Eleven of the children had been retained for at least one
year but were still experiencing school failure and thus
were subsequently referred for special educational nssis-
nce. Of the 13 children still in school, seven fequire
full-time special class placement, while four are in regular
classes with the additional support of learning disability
(o, Two children attend regular cliss one child who
has been referred for special education services and is
awanting class placement and another child who contingies
to experience school difticuities in his regular class-
Toom

DISCUSSION

Althongh the deleterious effects of maternal alcoholism
have been suspected sinee antiguity. the concept of fetal
alcohol syndrome had it ongins onty within the Tast
decade. bepmmng with the wark of Lemoine ot al' and
canimp 1o the attention of most pediatricians in this
country with the work of Ullenland? and of Jones and
assccrates. Our report differs from previous contributions
by cmphastzing that subtle cential nervons system impair-
wrent 1 the form o bebavioral and fearning dehicits may
aeent 1 childien of normal intelligence born to alcoholic
methers

For the most part, severe CNS dysfimction has been
considered s ane of the most consistent and disabling
companents af this syndrome. Thus, Clarren and Smith!
state, “Although not all persons affected are retarded,
rarely has an aftected patient displayed average or better
Wan average mental ability.” Hlowever, Lemaine et al’
desenibed hyperactivity together with problems in atten-
won and schaol behavior in children born 10 heavy-
drinking mothers, and Streimguth's reported diflicultics
on tests of achicvement, including reading, spelling, and
anthinctic, sometinies in the absence of severe morpho-
Jopic manitestations of fetal alcohol syndrome. Streissguth
et al have abso described a cluld with maderately severe
fetal aleohol syndrome and normal 1Q with both behavior
and learnmg ditlicubties. Our findings provide further
suppurt for the belief that milder degrees of CNS dysfunc-
ton ate (requently cancountered in the oflspring of aleo-
holic wonten, and suggest considderation of an expansion
of the concept of fetal alcohol syndrome to inchule
behavional and learmng deficits as manifestations of CNS
mvolvement, Such a broadened perspective is of practical
sipniticance in that appreciation of the full spectrum of
NS disabilitics that might refica cthanal terstogenicity
reguires examination for subtle findmgs that may not fend
themselves to carly recagnition or to satisfying quantilica-
non. These abaormalities may ocear in children of normal
mtciligence and miay be apparent only when the child

Rehavior and kearmng difficultics in LAY 981

must utilize higher cognitive processes o meet academic
demands in a classroom situation.

in our role as physicians closely associnted with a
learning disorders unit, we are particularly sensitive 1o
the frequency with which learning difficnities arc ascribed
10 environmentally determined emaotional and social tac-
tors in the offspring of alcolivlic women, with little or no
consideration given to the possibility that poor schoul
performance may feflect a learning disability. Our find-
ings suggest that rather than focusing solcly on the
intractable home situation of children born to aleoholic
women, consideration of a referral for cvaluation and
possible special cducation placement as a learning dis-
ahled child be made.

An increasing body of cvidence™ suggests a relation-
ship between parental alcohol abuse and the develspment
of disorders of activity and learning in their offspring as.
jor example, in the symptom complex currently desig-
nated attention tleticit disorder™; this relationship is not
exclusively mediated by social expericnce. Our dita
indicate a constellation of mild dysmorphic featuses of
fetal alcohol syndrome, findings of hyperactiviy and
pensistent school learning ditlicultics in childsen with
narmal intellipence bom to heavy-drinking  wothern.
Alcohol exposnre in utero miy be an jnportant, prevent
able detenminant of atention deficit syndiomes in chikd-
oo,
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APPENDIX B:
LETTER FROM PRISON: A Cocaine-Addicted Mother

'The following letter was written by a mother who was incarcerated for a robbery she committed, while
pregnant, to support her cocaine addiction. She wrote the letter as a testimony for Parent-to-Parent of Florida, to
be used in hearings with Florida legislators. Today she has three children and has overcome her drug problem.

March 25, 1987

Dear B.T.,

How are you doing? I hope as your eyes fall upon these words you are in the best of health and happiness. I
am doing fine. I am so sorry it took me so long to write to you. It might be too late for this letter, but I hope it's not
and I hope this is what you wanted.

Well, it started when I realized that I was pregnant. By me smoking cocaine heavily, I didn’t realize that I
was three months. I thought I was two months. And when I did, the first thought was I didn’t want to be pregnant.
1t was the last thing I wanted. 1 wanted to smoke and I knew I had no business smoking cocaine while I was pregnant,
so I thought of the next thing and that was of having an abortion, but the baby’s father didn’t want that. He wouldn’t
pay for it and got upset with me for even thinking about it. I still didn’t want to have a baby. 1 felt like it was going
10 slow me down or stop me from smoking. I adn’t want to stop and so I didn ’t, I kept right on smoking.

At this time, I wouldn't tell anyone, only the father knew. I wouidn’igo to the doctor either. I had just made
up in my mind that I was not having any baby. One night I started having pains in my stomach and I thought I was
having a miscarriage. I wouldn’t say anything about the pains, I was trying to wait until I saw blood until I went to
the hospital. Then they couldn’tstop me from losing it. But the pains got so I couldn’t bear them and it was also
making it hard for me to breath so I told the father to call the ambulance for me. Anyway, I went to the hospital and

at first they didn’t know why I was having pain and was so short of breath. After a little while I threw up and the pain
went away and | could breathe again.

_ While I was waiting for them to tell me why I was having these pains, I had given them a urine sample and
they ran tests onit. Shorily after I threw up they came back and told me I was pregnant and the pains were only gas pains
so when I threw up, it relieved the pain. Ihad just eaten something that disagreed with my system, that was all. I

said to myself, Hell, 1 know I am pregnant and you meant to tell me that I am not having a miscarriage. You know,
it seems like I was so upset with them.

In the meantime, I was beginning to shov so I had to tell sooner or later. I finally made up my mind to go
to the doctor and by this time I thought I was about five months. The doctor I went to had delivered my last child and
she knew me pretty well. By me smoking all the time I didn’t have money to pay the bill. The father had insurance
on me from his job, so she took that. When she checked me she kept on asking if I was sure how many months I
was. I told her yes, I was sure. So she decided to have one of those things (I don’t know how to spell it) where it tells

you how many months you are, what you are carrying and how many you are carrying. Just to make sure that I really
was how many months I was saying.

It turned out that I was more. 1also found out thatI was carrying twins. Justas she wasabout to take the guider
off she spotted another head. I told her it was a mistake, check again, it can’t be true. 1didn’t wantone baby, letalone

-

two. Whatam I going to do with twins when I am staying out and smoking cocaine. I just didn’t want any babies.

Now I go home and tell the father that I am carrying twins and we decided to tell my mother. She got upset
because she knew I was smoking heavy.

After a month or so I started liking the idea that I was going to have twins. I would stop smoking for awlhile
and then start again after. My doctor aked me if I was using any kind of drugs and I told her that I was only smoking
pot, butthat wasall. She told mel needed to siop smoking it and ! lied and said I would, but I didn’tstop smoking cocaine
or pot.
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One day when I went to pick up the father’s paycheck, I smoked itall up. 1wanted more cocaine, butdidn 't
have any money. So I robbed a store to get more money 1o smoke some more. I was still pregnani. I was caught at
3:00 that following morning and I stayed in jail until lunchtime on Tuesday. They let me go because I was a high
risk of going into early labor, that is why they let me go on my own recognizance.

My doctor had me come inand did a full check up on me and asked me why I was smoking cocaine and said
that it could harm my babies. But it just went in one ear and out the other. Well, one Friday morning I started
smoking, but not that much. Atabout 6:00 that Saturday morning I went into labor and wen to the hospital. My
doctor asked me if I had been smoking and of course I lied againand told her no, I haven’t been smoking since I robbed
the store. Then she did an x-ray on me and told me she wanted 1o see which way the babies were lying and whether or
not they were in a downward position. They were. Then I got scared and happy too because now I really did want the
babies. I had the first baby and heard itcryand all of a sudden it didn't make any more noise and the doctor goes
to do all kind of things tn it. I ask what is the matter with it and am also trying to push the other twin out. He won't
come so | have to have a C-section and they are still trying to work with my first baby. I am waiting to have the C-section
and the other baby’s heart stops beating. Everything seems to be going wrong now. 1 just don’t know how to take it
or acceptit. So finallyl have the C-section and the other baby came and he had no heart beat when he came.

When I finally came to, they told me that my babies were having a lot of problems and l started thinking
about all the cocaine I had been smoking throughout my whole pregnancy. To me, 1 knew that is why my babies were
having problems and suffering like they were.

They were both rushed to Shands Hospital and put on breathing snachines. They couldn’t breathe for
themselves and the doctor didn’t think they were going to make it. 1justknew thatif I hacin’t been smoking while I was
pregnant, they would have been alright. I hated myselffor that because of my stupid,dumb self mess up my babies lives.
So one of my babies got 1o where he could breathe by himself. That was the first one T., and they took him off the

_machine. The second one, G., never did make it off the machine. They called for me to come to Shands and 1 did.
They told me that G. was dead and that the machine was doing all his breathing for him and that he was in a deep
coma and was not coming out of it. They wanted to unplug his machine. I said no at first. I wanted to avoid the
issue, the thought of unplugging G's machine. I told the doctor to wait and maybe he would come out of it, and to
please give him some more tims. He said that there was no use, the baby was dead. It was so hard to hear that. So
me and the father went back the next day. I watched him unplug the machine and watched my baby die.

1 felt like I pulled the plug. I killed my baby smoking cocaine. I wassoangry, but notangry enough to stop
smoking cocaine.

T. was doing fine. He had a set-back, but he was doing good. 1 tried so hard to make him al least make it
as | lostG. 1went home that day and just said, Why, God, why? Why didn't he just take me instead of him?

T. was getting better, so they transferred him to Tallahassee at T.R.M. Hospital. I went and stayed a
weekendthere so I could learn how to take care of his special needs. I was trying andsodetermined to make him sarvive.
There were certain things that the doctors said he wouldn’t be able to do. And some of the things they said he would
not be doing ke did them. I was so happy when he did some of them. But I was still smoking and hadn’t learned my
lesson yet. The pediatrician that was seeing him was very happy with his progress. He was gaining weight and
everything. I was so proud of myself for doing so well with him. I 100k 7. to the doctor and he had gained some more
weight and he had a light cold. But it was not unusual that he have a light cold because he will always keep one because
of his problems. Other than that he was doing just fine.

That was on Friday, March 21. On Saturday morning, March 22, 1 was wakened up by my other older son
at about 7:30 to feed him. I went to fix T's formula to feed him and he was still asleep, or so 1 thought. I couldn’t
wake him up, so I tried to listen for a heartbeat and couldn’t hear one. I rushed him to the hospisal and I waited and
waited. After about20 or 30 minutes the doctor came out and told me my baby was dead. They couldn’t revive him.

I was in shock. 1 felt like somebody had just slapped me in the face. I cried out and said, No, notagain! Not T,
God - You took one, wasn't he enough?!

Y~
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I had to tell the father and he felt like it was my fault that he died and so did I. 1just couldn’t understand what
wentwrong. 1 had justtaken him to the doctor Friday evening and this was Saturday morning. What the hell kappened
between thenand now, please tell me. He was doing so good. At least I thought so, and so did the doctor. All
I knew was that the doctor had told me that T. wasdead and 1 justwantedto be by myself. 1didn’t wantanybody around

me or anythking. Some how or another I felt like it was  nightmare and when I woke up it would be over with, but it
wasn't.

I was due to go to court that following Monday, but the State Attorney delayed it. They said they were sorry
and they would wail until after T's funeral. 1 wanted them to take me to court then. 1 just wanted to go get away from
home, get away from home and everything and everybody.

The day came when I had to put T .away. I went to the graveyard and the funeral director askedi)’we wanted
(o see him one last time. 1 didn’t want to look, I just wanted to remember him as he was. But then, there was a part
of me that did want 10 see him. 1 didn’t though. As I watched them put himin the ground and cover him with dirt,
1 felt like a part of me was being put in the ground and covered up with him. Right then and there 1 said to myself
cocaine would never take anything else from me and that was the last straw.

That was the bottom. I loved and still do love him. I will never forget them. Right now I have accepted the
fact that my babies are gone. Rut I have not accepted the fact of the way they died. I will always feel responsible
in a way for my twins' death. Because it took the death of my babies to make me stop smoking cocaine. Not jail or
prison, but my babies' death. 1 am now trying to handle and deal with it. Iam trying to beitér myself for my other
children and for me as well. Cocaine almost destroyed me but when I came to prison I gota second chance. I thank

God for that. Butl have got to accept my feelings aboutT. and G.. I have not quite recovered yet butI am on the road
to recovery.

B.T., I hope this is what you wanted and it helps you. Itdid me some good to write this because I know I
still have problems about T.and G.and I need to deal with them and stop pushing my feelings aside or in the back of
my head somewhere. I learned the hard way and I wouldn’t want to see anyone go through what 1did. I mustbe going
now, but I hope to hear from you soon. Take Care.

Love,

113




