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Suggested citation 

Ontario Centre of Excellence for Child and Youth Mental Health (2016, January). Best practices to support youth with 

FASD in residential settings. Evidence In-Sight. Retrieved from http://www.excellenceforchildandyouth.ca/resource-

hub/evidence-in-sight-database.  

Overview of inquiry 

Youth living with Fetal Alcohol Spectrum Disorder (FASD) in residential group settings require specialized supports and 

interventions. An organization dedicated to promoting essential community services is interested in learning what 

practices and guidelines exist to best support these youth and attend to their specific needs. 

 

This report provides a high level overview of FASD and its assessment, diagnosis and treatment practices. Discussion and 

recommendations specific to residential settings, justice-involved youth and youth in care are presented. For more 

detailed information, links to publicly available reports are also provided. 

 

Fetal Alcohol Spectrum Disorder (FASD) 

Fetal Alcohol Spectrum Disorder (FASD) collectively refers to the range of diagnoses related to prenatal alcohol 

exposure. Symptoms and effects include growth deficiencies, unique facial anomalies and central nervous system 

dysfunctions which can permanently affect cognitive, behavioural, social and emotional development (Morton 

Ninomiya, 2015; McLachlan, Wyper, & Pooley, n.d.). Bluntly stated by Brown, Connor and Adle (2012) as their 

introductory statement, youth with FASD are brain damaged (p. 770).  

 

Youth with FASD have complex clinical presentations as they often experience concurrent mental and physical health 

problems, and may have histories of trauma, with exposure to adverse environments involving criminal activity, 

substance abuse and a lack of basic provisions (McLachlan et al., n.d.). The effects of prenatal alcohol exposure on 

adaptive and social functioning combined with adverse childhood experiences and environmental exposures can 

manifest as mental health issues, aggression and conduct problems, challenges with school and employment, 

interactions with the law, addictions, inappropriate sexual behaviour and often, dependent living situations (Morton 

Ninomiya, 2015; McLachlan et al., n.d.; Brown et al., 2012).  

 

Assessment and diagnosis 

Morton Ninomiya (2015) presents the debate on the value of the FASD assessment and diagnosis. Compared to other 

developmental delays and their medical diagnoses, FASD is unique for a number of reasons. First, FASD is considered 

preventable and irreversible (Morton Ninomiya, 2015) leading to great stigma, blame and shame for the mothers. 

Second, FASD is an umbrella term referring to a number of neurological disorders and is not recognized in the Diagnostic 

and Statistical Manual (DSM 5). As such, not all health professionals consider it a legitimate diagnosis. Third, FASD can 

manifest and present in many different ways depending on variables such as the volume, frequency and timing of 

http://www.excellenceforchildandyouth.ca/resource-hub/evidence-in-sight-database
http://www.excellenceforchildandyouth.ca/resource-hub/evidence-in-sight-database
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prenatal alcohol exposure, early childhood environments, co-existing conditions and other determinants of health 

(Morton Ninomiya, 2015).  

 

Without the diagnosis, children and youth with FASD are often mislabelled as having a learning disability, Attention 

Deficit Hyperactive Disorder (ADHD), Oppositional Defiance Disorder (ODD) or simply being non-compliant. Families who 

seek a diagnosis are therefore often looking to confirm or legitimize behaviours and developmental concerns and gain 

access to needed supports and services. Receiving a diagnosis and accessing treatment, however, is neither simple nor 

easy; not all medical professionals are trained to screen and diagnose FASD, the diagnosis is not considered definitive 

since it is not recognized in the Diagnostic and Statistical Manual (DSM 5), and interdisciplinary teams are not readily 

available in every province or territory to conduct assessments. As mentioned above, there is also great social stigma 

attached to the diagnosis with mothers being blamed for causing the problem. Additionally, while early interventions 

are recommended for FASD to mitigate behavioural challenges, diagnostic testing has not been designed for children 

under the age of seven (Morton Ninomiya, 2015). 

 

An additional challenge to assessing and diagnosing FASD, is the likelihood of concurrent disorders such as: ADHD, 

schizophrenia, depression, bipolar disorder, substance use disorders, sensory integration disorder, reactive attachment 

disorder, separation anxiety disorder, post-traumatic stress disorder, traumatic brain injury, borderline personality 

disorder and other medical disorders such as seizures and heart abnormalities. To best support the person and optimize 

treatment outcomes, however, it is important that all issues are identified and simultaneously addressed (Gillen & 

Dubovsky, 2012). 

 

A formal, empirically validated, forensic FASD screening tool does not exist leaving many agencies to develop their own 

measures for internal use. The FASD Youth Justice Project in Manitoba, for example, created a brief screening tool for 

youth ages 12 to 18 with confirmed prenatal alcohol exposure. This tool examines issues such as failure to comply, lack 

of empathy, poor school experiences, difficulties with institutions, inability to connect actions with consequences, 

unaffected by punishment, takes a follower rather than a leader role in crimes and engages in risky crimes with little 

payoff. In British Columbia, the Asante Centre developed a screening tool in consult with local probation officers. The 

Youth Probation Officer’s Guide to FASD screening and referral can be found on The Asante Centre’s website: 

http://www.asantecentre.org/_Library/docs/Youth_Probation_Officers_Guide_to_FASD_Screening_and_Referral_Printe

r-Friendly_Format_.pdf. There is also the Fetal Alcohol Behaviour Scale which examines 36 empirically based behaviours 

across seven categories: communication, personal manner, emotions, motor skills, social skills, academic functioning 

and physiological functioning (Brown et al., 2012). 

 

In order to conduct a multidisciplinary diagnostic assessment for individuals with suspected prenatal alcohol exposure, 

at least three different professionals trained in FASD are required. Ideally a neuropsychologist would conduct 

comprehensive testing, a social worker or psychologist would perform a lifelong functional assessment and investigate 

prenatal alcohol exposure, and a medical doctor would review these assessments, conduct a physical exam and make a 

diagnosis after ruling out other possibilities. While multidisciplinary assessments conducted in FASD clinics are 

http://www.asantecentre.org/_Library/docs/Youth_Probation_Officers_Guide_to_FASD_Screening_and_Referral_Printer-Friendly_Format_.pdf
http://www.asantecentre.org/_Library/docs/Youth_Probation_Officers_Guide_to_FASD_Screening_and_Referral_Printer-Friendly_Format_.pdf
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considered the gold standard, the reality is that with limited resources and capacity, primary care and mental health 

practitioners are often the ones diagnosing and coordinating care (Brown et al., 2012). 

 

Residential services and FASD 

For youth with FASD living in unstable or adverse environments with inadequate community supports, residential 

services can offer valuable structure, consistency and protection (Brown et al., 2012; Gillen & Dubovsky, 2012). For 

family members, residential programs can also provide needed respite (Gillen & Dubovsky, 2012). Additionally, there 

may currently be youth in residential programs with FASD who do not have a diagnosis but may benefit from having one. 

As mentioned above, youth with FASD may be mislabelled or misdiagnosed, leaving the underlying neurological issues 

undetected (Gillen & Dubovsky, 2012). Since problem behaviours associated with FASD can vary across settings and 

situations, they can also be difficult to asses. For example, upon admittance into a residential program, youth may 

appear to function well, so if and when issues arise, the behaviours may be mistaken as intentional misconduct (Brown 

et al., 2012).  

 

Due to brain impairments, youth with FASD experience significant challenges with reciprocity and social banter, making 

it difficult to interact with peers and develop friendships. These challenges often continue as youth age, leading to 

immature behaviour and overall functioning comparable to younger children (Brown et al., 2012). Often these youth 

have low self-esteem coupled with a strong desire to fit in (Gillen & Dubovsky, 2012), leading to dangerous activities and 

outcomes such as lying and exaggerating their abilities. Youth with FASD also tend to be easily manipulated and coerced, 

putting them at greater risk of physical and sexual abuse by others and engaging in criminal activity. They may not 

understand the harm and hurt cased by stealing, rule breaking, lying or touching others inappropriately (Brown et al., 

2012).  

 

Youth with FASD can also experience challenges with language processing, paying attention, remembering and following 

multiple directions, thinking abstractly and sensing time. Expecting youth with these challenges to function similar to 

their peers in residential settings is therefore problematic for both the young person and staff members. Other 

problematic issues with residential programs for youth with FASD is that they typically enforce a universal reward and 

consequence system and treatment is based on the idea that youth must take responsibility for their actions and learn 

by experiencing the consequences (Gillen & Dubovsky, 2012). The group-based nature of many interventions is also 

challenging due to the issues described above and the likelihood of peer contagion (Brown et al., 2012). Ultimately, the 

underlying brain damage of youth with FASD needs to be understood and taken into account (Gillen & Dubovsky, 2012) 

with programming focusing on behavioural therapy; modifying and replacing problem behaviours with appropriate ones 

(Brown et al., 2012).  

 

To better support youth with FASD, Pei, Tremblay, Pawlowski, and Poth (2015) identified four overarching principles of 

practice for service delivery:  
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 Consistency - in placement, relationships and approach to enable structured and dependable responses 

 Collaboration – from grassroots to policy development where all points of care are educated about FASD to 

promote common goals and a consistent message and approach 

 Interdependence - providing a life-long supportive role to help clients navigate changes and transition periods 

and develop competencies  

 Proactivity – anticipating needs and interventions and promoting control and a success focused trajectory  

 

Other recommendations and considerations when working with youth with FASD include: 

 offering consistent, repetitious, predictable routines to minimize unrehearsed decision making (Brown et al., 

2012; Gillen & Dubovsky, 2012) 

 developing contingency plans for non-routine, self-directed situations (Brown et al., 2012) 

 promoting social skills training with practice and role playing (Brown et al., 2012) 

 using verbal and visual cues (Brown et al., 2012) 

 offering single, short, and simple instructions (Brown et al., 2012; Gillen & Dubovsky, 2012) 

 having staff provide consistent responses with positive reinforcement techniques (Brown et al., 2012; Gillen & 

Dubovsky, 2012) 

 creating a reasonable and tangible rewards system (Brown et al., 2012) but not using visits as a reward for good 

behaviour (Gillen & Dubovsky, 2012) 

 providing one-on-one support (Gillen & Dubovsky, 2012) 

 connecting youth with a positive mentor (Gillen & Dubovsky, 2012) 

 modeling a range of emotions and their expressions (Gillen & Dubovsky, 2012) 

 evaluating use and effectiveness of medications (Gillen & Dubovsky, 2012) 

 creating chill out spaces and having time ins rather than time outs (Gillen & Dubovsky, 2012) 

 using supportive psychotherapy (Gillen & Dubovsky, 2012) 

 working with families, caregivers and significant others throughout to ensure behaviour modification techniques 

can be replicated at home and in the community (Gillen & Dubovsky, 2012; Brown et al., 2012) 

 

Youth with FASD should be viewed as neurologically impaired as the brain injury will always affect their behaviour. A 

case management approach with ongoing support and services is therefore needed to help individuals function at home 

and in the community. Interventions targeting communication and the ability to process and understand social cues 

should be offered to help youth develop the skills needed to maintain healthy relationships. Psychological services, 

educational and employment supports, financial management assistance, monitored skills groups and activities and 

assistance with tasks such as shopping and transportation should also be offered through an effective community-based 

support system both during and after residential programs. In order to provide these services, residential programs and 

staff may need to take the lead in coordinating networks of professionals such as pediatricians, neurologists, 

psychiatrists, psychologists, social workers and educators to extend services and care once youth with FASD are back in 

the community (Brown et al., 2012).  
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FASD, addictions and justice involved youth 

McLachlan et al. (n.d) specifically focus on best practices for youth with FASD and substance abuse problems who are 

involved in the criminal justice system. Researchers conducted a literature review, surveyed substance abuse treatment 

programs for promising approaches and held community-based focus groups with a panel of experts.  

 

The article discusses how programs that are ill-equipped to meet the needs of FASD youth can in fact be harmful by 

perpetuating shame, lack of confidence, marginalization and disengagement. The lack of specialized services and trained 

professionals in FASD, the siloed nature of substance abuse treatment and the failure to integrate service plans and 

transitions at discharge are examples of current practices that negatively affect treatment outcomes (McLachlan et al., 

n.d.). Authors also identified how youth with FASD often experience frequent failures leading to feelings of 

incompetence and a belief that they are set up to fail within treatment. Given that community-based services and the 

general health care system are often unable to properly support youth with FASD and help address their issues, there is 

a sense that the justice system is being used to house them (McLachlan et al., n.d.).  

 

Most programs surveyed in this report used a bio-psycho-social model with a focus on social skills and life skills training. 

Concrete treatment approaches, family involvement and alternative therapies were also used. Common treatment goals 

included better quality of life, increasing skills and knowledge, improving family relationships, physical and mental 

health, cultural awareness, employment outcomes, reducing harm and justice system contact, and lowering recidivism 

rates. Despite most programs mentioning the use of FASD friendly techniques such as accommodations or adaptations, 

only six programs surveyed provided FASD specific programming, materials or resources. Additionally, more than half of 

the programs surveyed reported that clients must abide by rules to stay in treatment, even though rule-based treatment 

has not been proven to be effective for youth with FASD (McLachlan et al., n.d.).  

 

McLachlan et al. (n.d.) identified some promising practices for substance abuse programs for justice-involved youth with 

FASD including: 

 

Pre-intervention 

 comprehensive assessments and intake procedures to determine individualized functioning and needs 

 

Program modifications 

 individualized, strengths-based, creative, flexible approaches, with a de-emphasis on rules 

 culturally-informed and gender sensitive  

 sensitive to neuro-behavioural challenges  

o less insight-based approaches, verbal strategies, use of concentration/attention/memory 

o more skill-building, extra support to ensure understanding, multimodal learning, integration of senses 

and physical learning, concrete ideas, teaching memory strategies 

 enhance motivation rather than mandate youth to attend 
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o recognize signs that youth are willing to engage in treatment 

o involve youth in treatment planning and goal setting 

o emphasize building trusting relationships 

o allow pro-social relationships from outside treatment to attend 

  emphasize structure, routine and predictability 

  reduce stigma and labeling and enhance positive self-views and confidence 

  focus on transition planning throughout treatment 

o enhance community supports following program completion 

o develop long-term life plans with youth 

o consider alternative therapies, including working with animals, sports, yoga, etc.  

 focus on building pro-social life skills to replace maladaptive habits  

 

Environmental modifications or considerations 

 a multifaceted and comprehensive approach with strong consideration of various social and environmental risk 

and support factors underlying substance abuse 

 360-degree support and inter-agency collaboration  

 family, peer and community engagement 

 non-threatening, safe, secure and accessible treatment settings  

 family and caregiver support 

 continued and comprehensive staff training  

o address the neuro-behavioural challenges and adverse outcomes associated with FASD 

o support up-to-date knowledge and prevent burnout 

 use of mentors and integrated case workers specializing in FASD 

 incorporate FASD content into clinical training programs  

 

Other recommendations to enhance service delivery include more stable program funding, more intensive 

programming, greater access to screening, assessment and diagnostic services and the provision of wraparound services 

(McLachlan et al., n.d.). 

 

Children and youth with FASD in care 

A report by Badry and Pelech (2011) for Alberta Centre for Child, Family & Community Research presents findings from 

an evaluation of promising practices implemented by Alberta Children and Youth Services between 2009 and 2011 to 

address the needs of children and youth with FASD in care. Four project regions were selected to implement the 

practices, with one region used as a comparison.  

 

Promising practices implemented in the four regions include:  

 smaller caseloads allowing for more time with children with FASD with high needs 

 frequent contact and visits with the child and foster parents/caregivers 
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 providing children/youth with FASD in care with permanent and stable placements 

 having transition plans on record by a youth’s 16th birthday to establish services and supports within the adult 

disability service system 

 screening and assessing suspected cases of FASD 

 providing a minimum of 48 hours respite per month per child/youth 

 developing collaborative support plans with caseworkers, foster care support workers and foster parents 

 ensuring foster parents and respite care providers have a minimum of 12 hours of training prior to placement 

 advanced training on FASD and expert consultation for case plan conferences/reviews for both caseworkers and 

foster parents/caregivers  

 

To evaluate the promising practices and their implementation, a total of 16 focus groups were held with caseworkers 

and foster home support workers as well as foster parents to gain insight into their experiences with the project. Key 

messages from these focus groups along with practice implications are provided in the report. Some of the messages 

include: 

 children and youth with FASD have distinct needs related to the environment 

 support during any transition (i.e. change of caseworker or placement), is required 

 problem behaviours impact the child in the home, school and community and need to be managed on a daily 

basis 

 relationships with caseworkers and monthly visits support stability 

 communication, FASD training, expert case consultation and respite are all important 

 

A complementary final report was also developed providing greater detail on the training aspects of the project (Badry, 

2013). A series of courses and training days were delivered on casework practice, casework supervision, placement 

management including foster and group care, child development, recognizing brain based behaviors associated with 

FASD and how protection-based decisions made for children have lifetime implications. For more detailed information, 

both reports can be accessed from: 

 

http://fasd.alberta.ca/documents/FinalReportFASDCoPLFW2012-2013.pdf 

http://fasd.alberta.ca/documents/FASD-COP-Final-Report-2011.pdf  

 

FASD strategies for caregivers 

The Edmonton and Area Fetal Alcohol Network’s (EFAN) Child and Youth Working Group (n.d.) produced a resource 

titled FASD Strategies, not Solutions to support caregivers in managing behaviours associated with FASD. This resource 

provides simple and concrete ideas for improving behaviours and outcomes of children and youth with FASD. Also 

highlighted is the need to change providers’ understanding of FASD and their interpretation of related behaviours. For 

example, non-compliance is often viewed as intentional, with the youth doing the behaviour on purpose, being stubborn 

and trying to seek attention. A more accurate interpretation would be to understand that the youth is struggling and 

having difficulty translating verbal directions into actions. Other topics covered in the resource include: the 

http://fasd.alberta.ca/documents/FinalReportFASDCoPLFW2012-2013.pdf
http://fasd.alberta.ca/documents/FASD-COP-Final-Report-2011.pdf
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environment, structure, support and supervision, assessment and support, sensory dysfunction, guiding child’s 

behaviour, choice making, impulse control, communication, calming techniques, transitions and specific considerations 

for justice involved youth as well as age-specific strategies. The resource can be downloaded from the Alberta Human 

Services website: http://www.humanservices.alberta.ca/documents/FAS0040-strategies-not-solutions.pdf.  

 

Staff training 

Most resources identified training and the adaptation of practices to support youth with FASD as a need. In the study 

focused on substance abuse and justice involved youth, expert consensus was that ongoing support and training should 

be provided, and there should be staff competent in FASD at all points and levels of care. Authors also suggested that 

staff have a role to play in reducing the labeling and stigma associated with FASD and addictions (McLachlan et al., n.d.). 

In another article, training was also mentioned for community-based providers to assist with diagnosis, coordinating 

community resources and providing ongoing case management and follow-up care (Brown et al., 2012).  

 

Gillen and Dubovsky (2012) specifically call for residential staff training and the creation of a manual to support those 

working with youth with FASD. The proposed manual would address: 

 the need for a paradigm shift  

 modifying approaches even prior to diagnosis 

 how to identify a person with FASD 

 strengths and abilities of individuals with FASD including an understanding of the brain and how brain damage 

impacts behaviors  

 discussion of misdiagnosis and co-occurrence in FASD 

 how to utilize a true strengths-based approach 

 how to approach rules and regulations for a person with FASD 

 a process for prioritizing interventions and developing appropriate approaches for individuals with FASD 

 recognizing that improving outcomes for a person with an FASD improves outcomes for families, agencies, and 

systems 

 

Limitation and next steps 

The literature available on this topic was limited. No academic articles specific to youth with FASD in living in group 

homes were found, and limited resources from the grey literature were available. Within Canada, most of the 

information available comes from British Columbia and Alberta. Based on the literature reviewed, there does appear to 

be a consensus that youth with FASD need specialized services and supports in order to successfully participate in and 

benefit from treatment. Robust examples of specific programs for youth with FASD and their effect is lacking. Greater 

research and evaluation in this area is required.  

 

http://www.humanservices.alberta.ca/documents/FAS0040-strategies-not-solutions.pdf
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Report context 

This Evidence In-Sight report involved a non-systematic search and summary of the research and grey literature. These 

findings are intended to inform the requesting organization, in a timely fashion, rather than providing an exhaustive 

search or systematic review. This report reflects the literature and evidence available at the time of writing. As new 

evidence emerges, knowledge on evidence-informed practices can evolve. It may be useful to re-examine and update 

the evidence over time and/or as new findings emerge.  

 

Evidence In-Sight primarily presents research findings, along with consultations with experts where feasible and 

constructive. Since scientific research represents only one type of evidence, we encourage you to combine these 

findings with the expertise of practitioners and the experiences of children, youth and families to develop the best 

evidence-informed practices for your setting.  

 

While this report may describe best practices or models of evidence-informed programs, Evidence In-Sight does not 

include direct recommendations or endorsement of a particular practice or program. 

___________________________________________ 
 

Search terms 

We used the following terms or combination of terms to find literature pertaining to: Fetal Alcohol Spectrum 

Disorder(s), FASD, youth, group homes, residential treatments/programs/services/care, staff, best practices, training and 

education  
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