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Introduction 
Annually, researchers associated with the Prevention Network Action Team (pNAT) of the CanFASD 
Research Network search the academic literature for articles related to Fetal Alcohol Spectrum Disorder 
(FASD) prevention. The findings are organized using a four-level prevention model used by the pNAT to 
describe the wide range of work that comprises FASD prevention. The annual literature search is intended to 
update those involved in FASD prevention in Canada, so that their practice and policy work may be informed 
by current evidence. The members of the pNAT also have the opportunity in monthly web meetings to 
discuss the implications of the findings for their work.  

Search Methods 
Six databases were searched using EBSCO Host for articles published between January and December 2021. 
All searches were limited to articles published in the English language. Articles were further screened for 
relevance to the FASD pNAT and non-relevant articles (e.g., diagnosis of FASD) were removed from the list. 
Articles were then categorized into one or more theme, as presented below.  

https://canfasd.ca/wp-content/uploads/2016/09/PREVENTION-of-Fetal-Alcohol-Spectrum-Disorder-FASD-A-multi-level-model.pdf


Search Results 
Ninety nine (n  = 99) articles were included from our searches. Four (n = 4) articles were assigned to more 
than one category and four (n = 4) were attributed to more than one country. Table 1 provides an overview of 
the number of articles found in each topic area by country and demonstrates that in the past year, research 
on FASD prevention published in English was most often being generated in the United States of America 
(US), Canada, the United Kingdom (UK), and Australia. 

 
Table 1: Studies identified by topic and country 

 Number of Studies 

Country 
Prevalence 

and 
Influences 

Level 1 Level 2 Level 3 Level 4 Other Total 

Australia 2 1 3 0 1 2 9 
Brazil 2 0 0 0 0 0 2 

Canada 4 1 1 3 2 6 17 

Ethiopia 4 0 0 0 0 0 4 
Germany 0 0 1 0 0 0 1 
Greece 0 1 0 0 0 0 1 
Israel 1 0 0 0 0 0 1 

Italy 0 0 1 0 0 0 1 

Japan 2 0 0 0 1 0 3 

Lebanon 0 1 0 0 0 0 1 

Lesotho 1 0 0 0 0 0 1 

Malaysia 0 1 0 0 0 0 1 

New Zealand 0 1 0 1 0 0 2 

South Africa 5 0 1 0 0 1 7 

South Korea 1 0 0 0 0 0 1 

Sweden 1 0 1 0 0 0 2 

Switzerland 0 1 0 0 0 0 1 

The Netherlands 2 0 1 0 0 0 3 

Uganda 2 0 0 0 0 0 2 

UK 1 3 7 1 0 1 13 

US 9 1 13 2 4 7 36 
  37 11 29 7 8 17 109 

 
  



A. Prevalence of, and influences and factors associated with, alcohol use in 
pregnancy 

Thirty-five articles (n = 35) explored the prevalence of, and influences and factors associated with, alcohol 
use during pregnancy. The majority of the studies were cross-sectional (n = 18), followed by cohort (n = 6), 
qualitative (n = 3), case control (n = 2), mixed methods (n = 2), editorial (n = 1), systematic review and meta-
analyses (n = 2), and scoping review (n = 1). 
 
Factors that influenced alcohol use in pregnancy included:  
 

• Knowledge of the harms of alcohol use 
during pregnancy [1-9] 

• Level of education [2, 10-15] 
• Partners’ influence  [1, 2, 6, 8, 16, 17]  
• Social acceptability of alcohol use [2, 3, 

6-8, 18] 
• Employment and income [1, 12-14, 16-18] 
• Influence of family and friends  [8, 12, 13, 

16, 19] 
• Age [10, 11, 13, 20] 
• Gender-based and/or intimate partner 

violence [3, 6, 13, 17] 
• Parity and gestational age [10, 13, 20] 
• Depression [1, 12, 15]  
• Access to trusted and equitable care and 

resources [3, 6, 21] 
• Race [11, 13, 19] 
• Stigma [3, 6] 

• Preconception alcohol use [2, 16] 
• History of mental illness, substance use, 

and/or smoking [15, 20] 
• Sexual practices/behaviours [17, 22] 
• Alcohol addiction and dependency [3] 
• Trauma and other stressors [6] 
• Adverse Childhood Experiences (ACEs) 

[15] 
• Relationship status [13] 
• Social supports [1], norms and 

relationships [6] 
• Pregnancy awareness  [1] 
• Personality traits (i.e., extraversion, 

openness to experiences) [23] 
• Proximity to alcohol establishments [8] 

and community infrastructure [19] 
• Religiosity [17] 
• Housing [11] 

 
An increasing amount of literature explored pregnant women’s views and experiences. A Ugandan study 
found that women in post-conflict settings may be more exposed to alcohol use during pregnancy as a result 
of brewing alcohol as a source of livelihood, participation in cultural festivities that are centred around 
alcohol and food, and having pregnancy induced cravings for alcohol [18]. A systematic review of qualitative 
research exploring the barriers and facilitators that influence alcohol reduction, abstention, and use in 
pregnancy found that social norms and relationships, stigma, trauma and other stressors, alcohol 
information and messaging and access to trusted and equitable care and resources greatly impacted 
women’s alcohol use and that structural and systemic factors related to alcohol use were widely 
underexplored [6].  
 

B. Level 1 Prevention 
Nine (n = 9) articles described Level 1 FASD prevention efforts. The studies were cross-sectional (n = 2), 
descriptive (n = 2), policy brief (n = 1), analysis (n = 1), mixed methods (n = 1), qualitative (n = 1), and a review (n = 
1). Two studies described the development of policies [24] and guidelines [25] on FASD prevention and 
management, and diet and lifestyle guidelines during pregnancy, respectively. Another review summarized 
and compared recent substance use during pregnancy guidelines from the Royal Australian and New Zealand 
College of Obstetricians and Gynaecologists, the World Health Organization (WHO), the Society of 
Obstetricians and Gynaecologists of Canada (SOGC), and the American College of Obstetricians and 
Gynecologists (ACOG). The authors found that all of the reviewed guidelines recommended appropriate 
counseling and screening with women regarding alcohol, smoking, and other substance use during the 
antenatal period; however the management options varied [26]. Two articles also described the #Drymester 
marketing campaign from Manchester, UK. The campaign was geared towards women ages 18 – 50 and their 
families. The messaging adopted ‘No Safe Time, No Safe Amount’ messaging which was positively received 



by over half the people who saw the campaign. Prior to the evaluation, 73% of participants felt that it was an 
important message and that increased to 86% among those who were pregnant [27].   
 

C. Level 2 Prevention 
Twenty-six (n = 26) articles described Level 2 FASD prevention efforts. The study designs included cross-
sectional (n = 6), qualitative (n = 5), systematic review and meta-analyses (n = 4), study protocol (n = 3), review 
(n = 2), cohort (n = 2), mixed methods (n = 1), descriptive (n = 1), statement (n = 1), and implementation studies 
(n = 1). Compared to previous years, the articles published in 2021 had less focus on the barriers to brief 
interventions, instead, the published articles focused on the frequency of screening and brief interventions, 
the tools used, or the efficacy of brief interventions. Several novel approaches were also introduced.  

One study described the prevalence of screening by state, year, substance, and prenatal substance use 
policies. The authors found that in states where there were laws designating prenatal substance use as child 
abuse or neglect, rates of screening were lower. Individual-level characteristics, including being younger, 
less educated, unmarried, Black, non-Hispanic, or publicly insured, and having a history of cigarette use pre-
pregnancy were associated with increased odds of prenatal substance use screening [28]. This was echoed 
in another study exploring the racial and ethnic disparities in prenatal and postnatal counselling of teen 
mothers, where Non-Hispanic Black teens were more likely to receive counselling on tobacco, alcohol, illicit 
drugs, or HIV testing compared to non-Hispanic white teens [29].  

Another study explored how women make decisions about alcohol use during pregnancy in light of 
conflicting information, controversy, and stigma regarding light or moderate prenatal alcohol consumption. 
The authors found that women’s decisions were influenced by the consistency of messaging they received, 
their social position relative to the source of information, and the strength of the relationship to the person 
providing information [5].  

Several studies examined the role of midwives in preventing FASD. The studies reinforced the relational 
midwifery model of care as supportive to having conversations around alcohol use in pregnancy, allowing 
midwives to tailor responses to meet women’s needs [30]. However, there remains a need to increase 
awareness of substance use in pregnancy efforts to increase empathy and acceptance on the part of 
midwives [31] and maternity care providers [32]. 

Four studies described preconception interventions for Indigenous communities. In the US, authors 
described Asdzáán Be’eená program, a teen pregnancy and substance use prevention program for Navajo 
girls and their female caregivers [33] and Native CHOICES, a culturally tailored version of Project CHOICES 
[34]. An Australian study described MAMA-EMPOWER, a multibehavioural change app being developed to 
support Aboriginal and Torres Strait Islander women during preconception and pregnancy. 
  

D. Level 3 Prevention 
Seven (n = 7) articles described Level 3 FASD prevention efforts. The study designs were qualitative (n = 3) 
and reviews (n = 4) inclusive of a scoping review (n = 1). Studies described the role of Indigenous doula 
collectives [35], wraparound programs [36], pharmacological interventions [37] and physical health 
interventions for pregnant women with substance use concerns [38]. One UK study compared maternal and 
neonatal clinical birth outcomes among women accessing different model of maternity care. Compared to 
specialist models of care, mother-baby dyads receiving standard maternity care were less likely to have 
skin-to-skin contact directly after birth. Community-based antenatal care was seen to significantly decrease 
preterm birth and low-birth weight. The findings reinforce that community-based care may further improve 
outcomes for women at increased risk of health inequalities [39].  

 
 



E. Level 4 Prevention 
Eight (n = 8) articles described Level 4 FASD prevention efforts. The majority of studies were qualitative (n = 
5), followed by a systematic review (n = 1), implementation study (n = 1), and a Cochrane review (n = 1). Two 
studies evaluated the role of motherhood as a barrier and facilitator to engagement in substance use 
treatment. Both studies reported that while children and women’s responsibilities as mothers were 
important motivators to accessing treatment, women also feared losing child custody by disclosing 
substance use and that few live-in programs accommodated children [40, 41]. Other studies reported on 
Indigenous doula collectives (also described in Level 3 prevention) [35], community and hospital-based 
wraparound programs [36, 42], and home visiting programs [38, 43] 
 

F. Other – stigma, ethical issues, and systemic approaches 
Seventeen (n = 17) articles described stigma, ethical issues, and systemic approaches. The majority of 
studies were qualitative (n = 6), followed by commentary (n = 3), reviews inclusive of narrative and scoping 
reviews (n = 3) , editorial (n = 1), cross-sectional (n = 1), symposium (n = 1), and mixed methods (n = 1). Several 
studies described how stigma and shame are operationalized by women, their families, the public, and 
institutions that they access [44, 45]. This was further explored in a scoping review examining how stigma 
was enacted at the individual, interpersonal, institutional, and population levels [46]. Several studies also 
explored the role of pregnancy-specific substance use policies and the associated adverse outcomes [47, 
48]. One study described how providers, despite perceiving themselves to be providing care without 
judgement, may require further training on trauma-informed practice and cultural humility in order to reduce 
harm in patient interactions [49].  

Another study examined the role of wine mom culture and the discourses surrounding motherhood. In the 
analysis, alcohol consumption was seen as a central theme of being a ‘modern mother’. The authors note the 
pervasiveness and normalization of wine mom culture may have health and sociocultural implications on 
women’s alcohol use [50]. 

Lastly, several studies explored Indigenous understandings of FASD and FASD prevention. The findings 
reinforced the importance of community values, healing, and understanding the broader context of systemic 
factors as a means of address FASD. Multilevel prevention should prioritize Indigenous culture, support 
intergenerational healing, and focus on non-stigmatizing approaches as a means to reduce future alcohol-
exposed pregnancies [51]. 
 
 
 
 
 
 
 
 
 
 
 
 
 

For more information about FASD prevention research see https://canfasd.ca/. The authors may be reached 
at cewh@cw.bc.ca.   

The full annotated bibliography is downloadable from  https://canfasd.ca/topics/prevention/ or 
http://bccewh.bc.ca/category/post/maternal-health-and-substance-use/ 

https://canfasd.ca/
mailto:cewh@cw.bc.ca
https://canfasd.ca/topics/prevention/
http://bccewh.bc.ca/category/post/maternal-health-and-substance-use/
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