
    1Castro-Avila AC, et al. Arch Dis Child 2026;0:1–8. doi:10.1136/archdischild-2025-329287

Original research

Prevalence of fetal alcohol spectrum disorder and its 
relationship with levels and patterns of alcohol 
consumption: a scoping review
Ana Cristina Castro-Avila  ‍ ‍ ,1,2 Veronica Mary Dale  ‍ ‍ ,2 Holly Essex  ‍ ‍ ,2 
Susan Golder  ‍ ‍ ,2 Laura Jefferson  ‍ ‍ ,2,3 Trevor Andrew Sheldon  ‍ ‍ ,4 
Kate Pickett  ‍ ‍ ,2 Karen Bloor2

To cite: Castro-Avila AC, 
Dale VM, Essex H, et al. 
Arch Dis Child Epub ahead of 
print: [please include Day 
Month Year]. doi:10.1136/
archdischild-2025-329287

	► Additional supplemental 
material is published online 
only. To view, please visit the 
journal online (https://​doi.​org/​
10.​1136/​archdischild-​2025-​
329287).
1Carrera de Kinesiologia, 
Universidad del Desarrollo 
Facultad de Medicina Clínica 
Alemana, Santiago, Chile
2Department of Health Sciences, 
University of York, York, UK
3Centre for Primary Care & 
Health Services Research, 
The University of Manchester, 
Manchester, UK
4School of Medicine, Queen 
Mary University of London, 
London, UK

Correspondence to
Dr Ana Cristina Castro-Avila;  
​ana.​castro@​york.​ac.​uk

Received 26 June 2025
Accepted 4 April 2026

© Author(s) (or their 
employer(s)) 2026. Re-use 
permitted under CC BY. 
Published by BMJ Group.

ABSTRACT
Objective  To explore prevalence estimates of fetal 
alcohol spectrum disorder (FASD) in high-income 
countries and the relationships between levels and 
patterns of alcohol consumption during pregnancy and 
FASD.
Methods  Two scoping reviews of observational studies. 
We searched Medline, EMBASE, Maternity and Infant 
Care, and the Incidence and Prevalence Database 
until June 2024. Two reviewers screened studies 
independently using predefined criteria to address our 
two questions and extracted data on study design, 
diagnostic criteria, methods of collecting drinking history 
and details about levels and drinking patterns.
Results  We identified 41 relevant studies. Most were 
conducted in the Americas region (n=15) and had 
a cross-sectional design (n=26). The US Institute for 
Medicine diagnostic criteria were most frequently used 
for case ascertainment (n=22). Prevalence ranged from 
5.8 (95% CI 4.6 to 7.1) to 170 000 (95% CI 161 000 to 
178 000) per 1 000 000 general population. Estimates 
of associations between drinking levels/patterns and 
having a child diagnosed with FASD varied substantially. 
The lowest OR (95% CI) was 1.8 (0.3 to 12.2) for women 
who drank 1–1.9 drinks per drinking day compared with 
no alcohol and the highest was 61 (18.9 to 195.5) for 
women who drank any amount of alcohol during 
pregnancy compared with women who did not drink at 
all.
Conclusions  FASD prevalence estimates in high-income 
countries and the risk of different levels and drinking 
patterns varied widely due to the use of different 
diagnostic criteria, sampling and alcohol consumption 
collection methods. Improving alcohol consumption 
collection methods will help enhance diagnostic certainty 
and the identification of at-risk groups.

INTRODUCTION
The WHO1 recommends that pregnant women 
should not drink any alcohol to minimise risks to 
their baby. The guidelines highlight potentially 
negative lifelong impacts of alcohol on a devel-
oping fetus, known under the term of ‘fetal alcohol 
spectrum disorder’ (FASD). FASD presents as a very 
heterogeneous combination of physical, mental and 
behavioural problems, including learning difficul-
ties, being the main feature neurodevelopmental 
impairments.2 This results in individuals with FASD 

needing more healthcare and educational support 
and may lead to disproportionately appearing in the 
criminal justice system.2 The severity and nature of 
FASD are associated with the frequency, quantity 
and timing of alcohol consumption, but as research 
on the effects of low levels of drinking in pregnancy 
is difficult to interpret, national guidance takes 
a ‘precautionary’ approach that advocates total 
abstinence.3

The UK has high rates of alcohol consumption, 
binge drinking and prenatal alcohol exposure. In 
2023, the Organisation for Economic Co-opera-
tion and Development (OECD) reported that UK 
women were the biggest binge drinkers among all 
member states, with 26% of adult women drinking 
at least six drinks in a single session at least once a 
month.4 A 2015 study suggested that three-quarters 
of women in the UK consumed some alcohol during 
pregnancy, with a third reporting binge drinking at 
least once.5 The scale and impact of FASD in the UK 
are believed to be ‘grossly under-recognised’,6 and 
this has prompted discussion about whether and 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ The global prevalence of fetal alcohol spectrum 
disorder (FASD) in the general population is 
estimated to be 7.7 per 1000 people, with the 
European Region having the highest prevalence.

	⇒ Although FASD is linked to alcohol during 
pregnancy, relationships between the level and 
patterns of drinking during pregnancy and FASD 
remain unclear.

WHAT THIS STUDY ADDS
	⇒ We identified wide variation in study design, 
sampling methods, diagnostic criteria for case 
ascertainment and drinking history collection 
methods, all of which affect the precision and 
accuracy of the prevalence and risk estimates.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Future research and practice should focus on 
improving alcohol consumption collection 
methods because these are key for an FASD 
diagnosis and establishing whether there is a 
level of alcohol consumption during pregnancy 
under which the risk of FASD is almost zero.
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how to undertake a new study to estimate the UK prevalence 
of FASD.

To inform this discussion, we were commissioned by UK poli-
cymakers to conduct two scoping reviews of research: estimating 
the prevalence of FASD in high-income countries (review 1) and 
exploring the relationship between levels and patterns of alcohol 
consumption during pregnancy and FASD (review 2).

METHODS
Our two scoping reviews follow the principles of the PRIS-
MA-ScR (Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses Extension for Scoping Reviews) statement.7

Search strategy, selection of studies and data extraction
We conducted a search in December 2022 and updated it in June 
2024, using Medline (1946 onwards), EMBASE (1974 onwards), 
Maternity and Infant Care (1971 onwards), and the Incidence 
and Prevalence Database (IPD). Maternity and infant care is a 
database compiled by the Midwives Information and Resource 
Service and provided through OvidSP. The Incidence and Prev-
alence Database provides epidemiological data for over 4500 
diseases and is accessible through subscription only via Clarivate.

The search had three facets: the outcome (fetal alcohol spec-
trum disorder), the exposure (drinking during pregnancy) and 
the aim of the study (aetiology or epidemiology of FASD). We 
reviewed the reference lists of reviews identified in our search 
for potentially eligible studies. The search strategies used are 
available in the online supplemental material.

We retrieved all records and entered them into an EndNote 
library for removing duplicates, and then imported them into 
Covidence for screening. We took a two-stage approach to 
screening. At the first stage, we reviewed titles and abstracts 
against predefined criteria, and labelled records as to whether 
they would answer the question for review 1 or review 2. The 
full selection criteria are provided in table 1. In summary, for 
review 1 we included observational studies in high-income 

countries that had sampled the general population to determine 
the prevalence of FASD using any diagnostic criteria available 
(see online supplemental table S1 for reference). For review 2, 
we included observational studies that sampled participants from 
the general population, had assessed maternal alcohol consump-
tion during pregnancy and their offspring had been assessed for 
FASD. At the second stage, we screened the full text of all poten-
tially eligible studies. In both stages we used two independent 
reviewers with differences arbitrated by a third reviewer.

For review 1, we extracted information on the country where 
the study was conducted, sample size, years of recruitment, 
diagnostic guidelines, methods of sampling, case ascertainment 
(ie, active, passive surveillance), collection of maternal drinking 
history and whether assessors were blinded to maternal drinking 
history. For review 2, we additionally extracted details on level 
and patterns of drinking during pregnancy. Two independent 
reviewers conducted all data extraction. Quality assessment 
of the included studies was not conducted as the focus of this 
review was to scope the current literature.

We summarise, for illustrative purposes, the FASD preva-
lence estimates of the included studies (including subgroups 
such as pFAS, ARND and ARBD when available) using all chil-
dren initially screened as the denominator. This is because some 
studies implemented a tiered approach to screening, reporting 
only the prevalence for those children who consented to partici-
pate, and assuming those who did not consent had a prevalence 
of zero cases.

RESULTS
We identified 4014 unique records (3759 unique records from 
the first search plus 255 unique records from the updated search) 
that were screened at the title and abstract stage, reviewing 203 
full-text papers and including 41 eligible articles. Of these, 20 
reported prevalence estimates and 21 reported associations 
between drinking levels and patterns and FASD (figure 1).

Table 1  Inclusion and exclusion criteria

Inclusion Exclusion

Review 1: Synthesising prevalence studies

 � Population General population Specific subgroups of populations, such as people who have been 
convicted or children in alternative care

Outcomes Diagnosis of FASD, or disaggregated as FAS, pFAS, ARND and ARBD where the 
diagnostic guideline or case definition used to ascertain cases is specified

No prevalence data, reports on the prevalence of traits or conditions 
related to FASD (eg, the prevalence of externalisation behavioural 
problems without reaching a diagnosis of FASD)

Study designs Observational studies reporting the prevalence and a measure of uncertainty or the 
necessary information to calculate uncertainty (such as sample size or the number of 
cases)

Case reports, case series, editorials, letters and pre‐print reports

Setting High-income countries Low- and middle-income countries

Review 2: Synthesising studies of the association between levels and patterns of consumption and FASD

 � Population Pregnant women sampled from the general population Subgroups of high-risk pregnant women such as those with drug 
addiction

Exposure Levels of alcohol consumption and patterns of drinking during pregnancy, including (but 
not limited to) binge drinking, daily drinking or occasional drinking

Patterns or levels of alcohol consumption before pregnancy

Outcomes Offspring with a diagnosis of FASD, FAS, pFAS and/or ARBD Measures of detrimental effects of alcohol exposure without a 
diagnosis of FASD. Studies only reporting cases of FAS.

Study designs Original research. Observational studies Case reports, case series, editorials, letters and pre‐print reports.

Setting Any country No exclusion

Both reviews

Limits Published after 2000. English language. Animal or laboratory studies.

ARBD, alcohol-related birth defects; ARND, alcohol-related neurodevelopmental disorder; FAS, fetal alcohol syndrome; FASD, Fetal Alcohol Spectrum Disorder; pFAS, partial fetal 
alcohol syndrome.
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Study characteristics and findings
Review 1: prevalence studies
Most of the 20 included studies were conducted in the 
Americas region (n=9),8–16 followed by the European region 
(n=8)17–24 and the Western Pacific region (n=3).25–27 Most 
studies (n=11)10–16 19 20 22 24 used a cross-sectional design, 
five17 18 21 26 27 were retrospective registry-based, two used 
passive surveillance,8 9 while one used active surveillance.25 
Only one study was based on a prospective cohort.23

Online supplemental table S2 reports the characteristics 
of the included prevalence studies. Methods of sampling, 
collecting data on drinking during pregnancy and diagnostic 
guidelines used in the included studies are reported in the 
online supplemental tables S3 and S4. The US Institute for 
Medicine diagnostic criteria (editions 1996,28 200529 and 
201630) were most commonly used (n=7).12–15 19 20 25 This was 
followed by the most recent 2016 FASD Canadian guidelines 
31(n=4)10 22–24 and the 4-digit diagnostic code 32(n=2).16 26 
The remaining studies each used a different diagnostic guide-
line (n=7).8 9 11 17 18 21 27

Twelve studies9–16 19 20 22 24 assessed children between the 
ages of 4 and 9 years old, five studies8 23 25–27 included a wider 
range of ages from newborns to 17 years old, two studies17 18 
included only children under 1 year old and one did not report 
the age of children included.21

Five studies8 9 17 18 25 included national samples, 10 studies 
included regional samples,12–16 19 20 22 26 27 four city-wide 
samples,10 21 23 24 while one study specified the country but 
not at what level sampling had been conducted.11

Considering the variation in study design, diagnostic criteria 
used, age of children assessed and methods used to collect 
drinking history, prevalence figures ranged from 5.8 (95% CI 

4.6 to 7.1)25 to 170 000 (95% CI 161 000 to 178 000)23 per 
1 000 000 population (figure 2).

Review 2: studies of associations between levels and patterns of 
drinking during pregnancy and FASD
Most of the studies identified were conducted in the African 
region (n=10),33–42 followed by the Americas (n=5)43–47 and 
Europe (n=4).48–51 One study was conducted in the Western 
Pacific region (Australia),52 and one compared samples from 
South Africa and the USA.53

The characteristics of the included studies are reported 
in online supplemental table S4, while details of sampling 
methods and diagnostic criteria used are in online supple-
mental table S5. Most studies (n=15)33–41 44 46–48 51 53 used a 
cross-sectional design, while three45 50 52 were registry-based 
and another three42 43 49 were prospective cohorts.

Similar to prevalence estimates, editions of the US Institute 
for Medicine diagnostic criteria were the most commonly 
used (n=15).33–42 44 46 51–53 Each of six studies43 45 47–50 used a 
different diagnostic guideline (see online supplemental table 
S1).

Methods of measuring alcohol exposure are summarised 
in table  2. Most studies (n=13)33–40 42 44 45 51 53 reported 
whether the participant drank at any point during pregnancy 
followed by measures of quantity expressed as either drinks 
per drinking day (n=9)35–41 44 53 or average number of drinks 
per week (n=4).33 35 36 49 Others reported drinking frequency, 
for example, the number of drinking days per week (n=6). 
Generally, drinking patterns were described using a combina-
tion of quantity and frequency measures (see online supple-
mental tables S6 and S7).

Figure 1  PRISMA-ScR (Preferred Reporting Items for Systematic Reviews and Meta-Analyses Extension for Scoping Reviews) flow diagram. FAS, 
fetal alcohol syndrome; FASD, fetal alcohol spectrum disorder.
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There was substantial variation in estimates of the association 
of having a child diagnosed with FASD and drinking levels and 
pattern (figure 3). The lowest OR (95% CI) reported was 1.8 
(0.3 to 12.2) for women who drank 1–1.9 drinks per drinking 
day compared with never drinking,38 and the highest was 61 
(18.9 to 195.5) for women who drank any amount of alcohol 
during pregnancy compared with none.33 Five studies38–40 44 53 
reported increased odds of having a child with FASD when 
alcohol consumption during pregnancy was two or more 
drinks per drinking day. Additionally, three studies35–37 found 

increased odds of having a child with FASD when alcohol 
consumption was three or more drinks per occasion.

DISCUSSION
Prevalence
Our first review found a wide range of estimates of FASD prev-
alence in the general population of high-income countries, 
notably affected by study methodology. Large sample studies 
based on surveillance (passive or active) or analysis of birth 
registries (which assessed children aged <1 year) estimated 
FASD prevalence to be less than 1 per 1000 children. These low 
estimates may reflect substantial under-reporting. Birth registry 
and cohort studies benefit from prospective data collection 
across a wide range of indicators of health and well-being, but 
the diverse range of symptoms of FASD requires detailed assess-
ment and specialist interpretation, which would be unfeasible in 
a large-scale study of a country’s general population. Active case 
ascertainment studies of smaller samples of school-aged children 
enable detailed assessment, with specialists looking specifically 
for FASD markers, and thus generally estimated a much higher 
prevalence, although prevalence estimates still varied from 6 per 
1000 to 80 per 1000 population.

The method of collection of maternal drinking history and 
data imputation explain some of this variation. Only one active 
case ascertainment study collected drinking history prospectively 
and assessed children between the ages of 0 and 15 years old, 
finding a prevalence estimate of 72 cases per 1000 children.23 In 
contrast, studies that collected maternal drinking history retro-
spectively reported prevalence estimates between 5.0511 and 
50 cases12 per 1000 children. Imputation methods also affect 
estimates, for example, assuming zero cases of FASD among 
participants who did not consent yielded much lower prevalence 
estimates than assuming an average probability of FASD in the 
non-consenting population.10 13 14 19 20

Figure 2  Prevalence of fetal alcohol spectrum disorder (FASD) estimates reported by the included studies. ACA, active case ascertainment; CDC, 
Centers for Diseases Control and Prevention; IOM, Institute of Medicine. *Analysis of confirmed FASD cases. ‡Analysis of sample 1 from Midwestern 
region. §Analysis of sample 2 from Midwestern region. ‖Analysis of sample 1 from Pacific Southwestern region. ¶Analysis of sample 2 from Pacific 
Southwestern region. ¥Analysis of sample 1 from Rocky Mountains region. ¦Analysis of sample 2 from Rocky Mountains region. ˆAnalysis of sample 1 
from Southeastern region. ±Analysis of sample 2 from Southeastern region.

Table 2  Number of studies per type of drinking behaviour measure

Total no. 
of studies 
reporting 
measure

No. of studies 
reporting 
measure by 
trimester

Did you drink any alcohol?

 � Yes/no 13 11

Quantity

 � Average number of drinks per week 4 0

 � Average number of drinks per day 1 0

 � Average number of drinks before or after 
pregnancy recognition

2 0

 � Units per week or grams per day 2 0

 � Drinks per drinking day 9 6

Frequency

 � Drinking days per week 6 4

 � Drinking days (categorised daily, per month) 2 2

Binge drinking

 � Yes/no 6 4

 � Number of binge episodes 1 0

Other risk classification 4 1

FASD, fetal alcohol spectrum disorder.
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Estimates also vary by the populations being sampled and 
sampling methods. A clear example of their impact on preva-
lence estimates is provided by two studies that were excluded 
from this review because they included high-risk populations. For 
instance, the FASD prevalence estimate of children in foster care 
is reported to be 188 (95% CI 123 to 281) per 1000 people54; 
and among children and young people in alternative child care 
settings, it is reported as 169 (95% CI 109 to 238) per 1000 
people.55 In comparison, the estimate for the general popula-
tion is 7.7 (95% CI 4.9 to 11.7) per 1000 people.56 Although 
this estimate has multiple limitations, such as combining prev-
alence estimates derived from rates of alcohol consumption in 
pregnancy and prevalence estimates derived from active case 
ascertainment studies, if we take this number as a good approx-
imation to the prevalence of FASD in the general population, 
the estimates in foster care and alternative child care settings 
are at least 20 times higher. In the case of the first review, most 
studies sampled children from mainstream schools without 
mentioning whether attempts were made to recruit children 
from settings with a higher risk of FASD such as those in alter-
native child-care settings or those attending schools for children 
with special needs. This implies that many of the prevalence esti-
mates reported in this review may be underestimates, and future 

prevalence studies should make every effort to include popu-
lations with different risks of FASD. The neurodevelopmental 
impairments that are characteristic of FASD are more evident as 
children age, and therefore, the age of children sampled also has 
an impact on estimates. Considering that this review included 
prevalence studies of children of any age, the prevalence esti-
mates here presented are at best minimum estimates.

For this prevalence review, we included any study measuring prev-
alence of FASD as a diagnosis or as an umbrella term, as long as 
the diagnostic guideline or the case definition used to identify cases 
was specified. As a consequence, we identified six different sets of 
FASD diagnostic criteria (see online supplemental table S1), which 
makes comparing and interpreting estimates of prevalence of FASD 
difficult. Coles et al compared five methods for diagnosing FASD 
in a sample of 1581 individuals attending a clinic for alcohol and 
drug exposed children.57 The prevalence of FASD in this sample 
ranged from 4.7% when using the CDC criteria58 to 59.6% when 
using the revised IOM criteria.29 Additionally, Coles et al found a 
fair agreement (Cohen’s kappa: 0.37) between the two most used 
diagnostic criteria (ie, revised IOM criteria30 and the Canadian FASD 
guidelines).31 In a later study, Coles et al compared the most recent 
versions of these two clinical guidelines,30 31 finding ‘slight agree-
ment’ based on a Fleiss Multi-rater Kappa of 0.12.59 In light of this, 

Figure 3  OR (95% CI) of fetal alcohol spectrum disorder by level and pattern of drinking.
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future studies should focus on using or developing a standardised 
diagnostic guideline that could in future be used worldwide.

Association between levels and patterns of drinking during 
pregnancy and FASD
Our second review found a wide range of risk estimates for levels 
and patterns of drinking during pregnancy and an FASD diagnosis. 
Again, this was related to the substantial variation in the methods 
used in the studies. Only three studies collected maternal drinking 
history prospectively42 43 49; and they were all conducted in different 
countries and measured drinking patterns differently. Among the 
remaining studies, exposure to alcohol was measured as the quan-
tity of alcohol consumed (eg, grams/‘units’/drinks), frequency (daily/
weekly/monthly/binge), and timing during the pregnancy. In three 
studies,47 48 52 a risk category was used.

Although alcohol consumption during pregnancy is key for a 
diagnosis of FASD, all the studies relied on self-report of drinking, 
which is affected by guilt, social desirability and memory bias. The 
most reported measure was collected retrospectively as a ‘yes or 
no’ answer to the question ‘did you drink during pregnancy’. Not 
only does this question not inform the relationship between levels 
and patterns of drinking and FASD, but it could be interpreted very 
differently between individuals.

The variation in measures of alcohol exposure makes it difficult to 
estimate a threshold below which there is no risk of FASD. This is in 
line with the findings of a previous review in 2018.60 However, as 
figure 3 shows, five studies found that the odds of having a child with 
FASD were statistically significantly higher in women who drank two 
or more drinks per drinking day; however, this is not associated with 
a measure of frequency or timing, and therefore, it is not possible to 
make an evidence-based recommendation.

Although there is uncertainty about a threshold of prenatal 
alcohol consumption above which the offspring is more likely 
to be diagnosed with FASD, it is plausible that higher alcohol 
consumption during pregnancy may be associated with more 
severe cognitive and behavioural impairments. Evidence from 
a systematic review of 23 quasi-experimental studies found 
that prenatal alcohol exposure had a likely causal detrimental 
effect on cognitive outcomes.61 Jacobson et al, pooling data 
from six longitudinal cohort studies including 2236 preg-
nant women and their offspring,62 found evidence of an 
inverse relationship between alcohol consumption and cogni-
tive function, executive function and IQ. Levels of alcohol 
consumption were also positively associated with behavioural 
problems.62 The effect of alcohol consumption was smaller in 
middle-class participants, however, indicating that there are 
other mediating factors in this relationship such as maternal 
nutrition, drinking patterns and the postnatal environment.

More recent studies have shown inconsistent evidence on 
the relationship between low-to-moderate prenatal alcohol 
exposure (ie, most common definition is less than seven units 
per week, but countries define units in different ways63) and 
neurodevelopmental outcomes,63–65 which can be at least 
partially attributed to methodological differences in how 
exposure and outcomes are measured. This highlights the 
need for consensus on the best method to collect an accurate 
alcohol drinking history66 and standardised diagnostic criteria 
for FASD ascertainment.

Strengths and limitations
Our article focuses on informing the debate around how 
FASD prevalence is measured and the association between 
drinking levels and patterns and risk of FASD. Considering the 

comprehensive search we conducted, we are confident that we 
have not missed eligible studies. However, because of the study 
design, it is not possible to provide pooled estimates for preva-
lence or risk of FASD for different levels and drinking patterns. 
Additionally, the quality of included studies was not assessed, 
and therefore, should be interpreted with caution. One limita-
tion of our study was that the definition of FASD cases was based 
on what the included studies reported, and in consequence, case 
definition was variable across studies.

Implications for practice, research and policy
The question as to whether there is a ‘safe’ limit for alcohol 
consumption during pregnancy remains unanswered. There-
fore, focus should be placed on helping women who are finding 
limiting their alcohol consumption difficult, equipping health-
care professionals to have an informed discussion about alcohol 
consumption as early as possible during the pregnancy and rein-
forcing the message of alcohol risks.67–69 Research exploring 
what pregnant women ask about alcohol drinking in social media 
shows areas where advice could be focused: the risk of drinking 
before pregnancy recognition, the tension between the public 
health message of complete abstinence and their real-life expe-
rience of ‘a pregnant friend who drank throughout and their 
child is fine’, how to deal with social situations where drinking 
alcohol is expected (eg, weddings, celebrations, Christmas), and 
the uncertainty about consuming alcohol by mistake in food or 
low-alcohol content drinks.70

This paper focuses on ways to describe the size of the problem 
and the risk associations. Future research could also focus on 
the development and refinement of effective, cost-effective and 
acceptable interventions to reduce alcohol consumption during 
pregnancy. Popova et al conducted a systematic review and 
meta-analysis, finding a moderate effect of brief interventions on 
achieving/maintaining abstinence at any point (OR 1.56; 95% CI 
1.15 to 2.13), but no statistical difference in AUDIT scores or 
drinks per week.71

Our paper, while failing to provide a precise estimate of FASD 
or a clearly defined relationship between level and patterns of 
drinking and FASD, nevertheless reveals the substantial scale 
of this problem. Although there may be value in improving 
the precision of the estimates, for example using statistical 
modelling to account for the effect of different methodolog-
ical choices, investment in researching effective ways of helping 
pregnant women to reduce or abstain from drinking is likely to 
yield better health and societal benefits.
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