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ABSTRACT

A conference entitled Prevention of FASD: Addressing Pregnancy and Addiction was organized by the Prevention 
Subcommittee of the FASD Stakeholders for Ontario. The conference took place at the BMO Institute for Learning 
in Scarborough, Ontario on March 9-10, 2006 and was funded by the Public Health Agency of Canada. The 
objective of the conference was to examine the root causes of women’s alcohol use during pregnancy, including 
addiction and mental health problems, and ways to support women with significant alcohol problems or addictions 
in pregnancy. 
	 A pre-conference Policy Forum on March 9th from 4:00 to 9:00 pm focused on systems of care and policies that 
impact the development and delivery of programs and services to high risk women and children. An expert panel 
was tasked to consider how these systems and related policies might be integrated to improve women’s health and 
prevent Fetal Alcohol Spectrum Disorder (FASD).
	 Conference Day on March 10th focused on indicated prevention which is directed to the care of pregnant 
women who have significant alcohol problems or addictions, and who require more than information, advice or 
brief interventions in order to change their alcohol use in pregnancy. The goals of the conference were to increase 
understanding of service providers who have contact with pregnant women with significant alcohol use problems, 
of their role in the prevention of FASD; share information about evidence-based strategies for support of pregnant 
women with significant alcohol problems, including the elements of effective models of care; and promote the 
importance of an integrated and comprehensive response to women’s health and FASD prevention. 
	 This report summarizes the highlights of the March 9th pre-conference Policy Forum and each of the invited 
lectures presented by panellists. It also summarizes the points raised during an open discussion period. The report 
concludes with a summary of the recommendations made over the course of the conference.

Moving Systems to Improve Women’s 
Health and Prevent FASD: A Policy Forum 
brought together a panel of six experts, 

each of whom was asked to speak to a specific “system 
of care” and its relationship to FASD prevention.
	 Dr. Peter Selby, Clinical Director of Addictions 
Program and Head of the Nicotine Dependence Clinic 
at the Centre for Addiction and Mental Health, spoke 
to the issues and challenges of addressing addiction 
and mental health concurrently. Margaret Leslie, 
Director, Early Intervention Programs, Mothercraft 
(Breaking the Cycle), spoke to issues related to 

outreach for high risk women. Susan Jack, RN, PhD, 
School of Nursing, McMaster University, addressed 
violence against women. Sharron Richards, Chil-
dren’s Aid Society of Toronto, discussed child 
welfare issues. Colleen Ann Dell, Assistant Professor, 
Carleton University and Senior Research Assoc., 
CCSA, spoke to key issues surrounding surveys and 
surveillance for research purposes. Nancy Poole, 
Research Consultant on Women’s substance Use 
Issues, BC Women’s Hospital in Vancouver and the 
BC Centre on Excellence for Women’s Health, was 
the discussion moderator.   
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Summary of Panel Presentations

Susan Santiago of the Motherisk Program opened 
the evening Policy Forum by welcoming the 100 
delegates and panellists and briefly describing the 
Forum’s objectives. In her remarks, Ms. Santiago 
referred to three tiers of FASD prevention. The first 
is universal prevention that is usually directed to 
the general public in the form of public awareness 
campaigns, alcohol control policies such as increased 
taxation, responsible service and beverage warning 
labels. 
	 The second tier, selective prevention is usually 
directed to women of childbearing age who consume 
alcohol. Selective prevention measures involve 
screening tools (such as the T-ACE and TWEAK), 
referrals to counseling and brief interventions.  
	 The third tier is indicated prevention. Aimed at 
pregnant women who have significant alcohol use 
problems, this third tier of prevention requires access 
to comprehensive and integrated services designed to 
prevent or reduce harms associated with alcohol or 
other substance use in pregnancy. Ideally, indicated 
prevention pays attention to the social and economic 
conditions that influence prenatal alcohol use, such 
as housing and food security, access to primary 
health, prenatal care, and addiction treatment, and 
supportive personal relationships free from violence. 
Indicated prevention (rather than universal or selective 
prevention) was therefore the central theme of the 
conference.  
	 “The challenge,” Ms. Santiago concluded, “is 
finding a way to access and integrate the systems of 
care represented by our panellists and many of you 
in the audience, in order to deliver the support and 
care that many women need.” She also acknowledged 
that while it was unlikely that solutions to those 
challenges would result from a 4 or 5 hour discussion, 
the evening’s proceedings would table important 
issues and help promote deepening consideration and 
discussion in Ontario and elsewhere.  
	 Nancy Poole of the BC Centre of Excellence 
for Women’s Health then took the podium as first 
presenter and Forum moderator and set the stage 
for the evening discussion. Ms. Poole described the 
increasing attention to prevention of FASD in Canada 

over the past decade, and the emerging understanding 
of FASD prevention as a women’s health and social 
justice issue. Work to understand and influence women’s 
substance use in pregnancy was discussed in relation 
to: media and policy discourse related to women’s 
substance use; developments in our understanding of 
women’s substance use, and experience of trauma, 
stress, and income/housing security; as well as the 
emergence of harm reduction approaches to addiction. 
These opening remarks also established the framework 
for the discussion by co-panellists who were asked to 
consider the following questions:
•	 Does the system that you work in or study address 

women’s health in the context of alcohol use and/
or FASD?

•	 What policies impact your system’s response to 
women’s health and/or FASD?

•	 Could bridging your system and services with 
others improve women’s health and pregnancy 
outcomes?  

•	 Are there policy concerns that might impact such 
integration?  

Need for a “woman-centered” shift in policies: 
Nancy Poole

In 1996 Winnipeg Child and Family Services requested 
assistance from the courts to involuntarily secure a 
young Aboriginal mother (subsequently known as 
Ms. G.) who continued to sniff solvents during her 
pregnancy and who child welfare workers felt unable 
or unequipped to help. In August 1996 a judge of the 
Manitoba court of Queen’s Bench ordered that Ms. G. 
be detained in a health care facility because of concern 
about her mental competence. Ms. G. was pregnant and 
frequently sniffed solvents, a practice that was deemed 
potentially harmful to the foetus. The decision was set 
aside on appeal, and then that decision was appealed 
to the Supreme Court of Canada. The Supreme Court 
upheld the appeal court decision, which reconfirmed 
previous decisions – the foetus is not a person with 
rights in law. They referred the work of determining 
approaches to this serious social concern, however, to 
the legislature. 
	 The Ms. G. case served as a catalyst for policy 
discussion. It also sparked important debate that often 
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became polarized around the rights of the woman 
versus the rights of the child, rather than addressing 
the needs and rights of the mother-child unit in an 
integrated way. The case highlighted the need for 
enhanced understanding and identification of risk 
factors surrounding pregnant women who are addicted 
to alcohol or other substances, and exposed the gaps 
in our systems of care. Barriers continue to exist 
in promoting a paradigm shift in policies related to 
alcohol use in pregnancy. These include the negative 
portrayal of women who use alcohol in pregnancy, 
especially the ascription of intent and choice to 
alcohol use in pregnancy by women who are addicted. 
While awareness of issues that contribute to women’s 
alcohol use during pregnancy has improved in recent 
years, there is much more work to do to increase public 
and professional understanding of these issues, and to 
decrease the stigma and judgment that is still directed 
at women using alcohol during pregnancy. More 
innovative approaches to the delivery of integrated 
care such as Breaking the Cycle in Toronto, Sheway in 
Vancouver, and home visitation programs are needed 
to improve outcomes for both mother and child.  
	 There is also more work to be done to integrate 
our understanding of women’s experiences of trauma 
as central to their mental health and substance use 
issues. The value of women-centered policy has to be 
explored in order to shift the prevention and treatment 
systems of care for substance-using women. The 
United Nations has identified certain priority objectives 
in overcoming barriers to success. The first is the 
need to attend to gender and national drug strategies, 
that recognize diversity of race, and ethnicity among 
women. The second is the need for political advocacy 
linkages and networking at various levels and within 
services to avoid another “Ms. G.” case. The UN also 
underscored the need to continue to develop evidence 
based interventions and knowledge transfer. 

Addiction and mental health: Dr. Peter Selby

How well are the addiction and mental health 
systems responding to alcohol and drug use, and 
related mental health problems among women who 
use during pregnancy?

Dr. Peter Selby is the Clinical Director of Addictions 
Program and Head of the Nicotine Dependence Clinic 
at the Centre for Addiction and Mental Health. Dr. 
Selby began by presenting a case that was reported in 
the American press. 
	 The case: A young woman with a self-
acknowledged alcohol use problem presented to the 
emergency department at her local hospital to give 
birth and reported her alcohol use. When born, both 
the young woman and her new baby boy were found 
to have high levels of alcohol in their system. The 
young woman was arrested and criminally charged for 
gestational alcohol use and her child was subsequently 
taken away, diagnosed with FASD by non-medically 
qualified personnel (the town Sheriff). The response 
to the situation was one of continuing anger by the 
media and the authorities at the young woman for her 
“callous act” of alcohol use during pregnancy.
	 This American case exemplified the lack of 
understanding that society affords the reasons and 
risk factors behind gestational alcohol use and 
highlighted the scarcity of prevention resources aimed 
at addressing the problems that predispose women to 
prenatal alcohol use.
	 A great deal of research on the consequences 
of alcohol use during pregnancy, as well as the risk 
factors predisposing women to gestational alcohol 
use, is currently available. However, despite the 
knowledge of the risk factors as well as the availability 
of validated screening tools to detect alcohol abuse 
during pregnancy, failure to implement these and other 
resources results in the relegation of society and the 
healthcare system to a reactive and reactionary role.
	 While Dr. Selby highlighted underlying psychiatric 
illnesses as strong risk factors for gestational alcohol 
use, the relationship between the two has only recently 
received attention. As a result, our mental health 
system is presently ill-equipped for the treatment 
of alcohol use during pregnancy. Moreover, when 
women with addiction and mental health concerns 
present to mental health centres, the contexts in which 
their concerns arise are largely ignored. The result is 
a lack of detection of alcohol abuse issues and lack 
of adequate management of these patients’ respective 
illnesses. Similarly, while the presence of sexually 
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transmitted diseases (STDs) and HIV have also been 
clearly identified as risk factors for prenatal alcohol 
use, patients presenting with them are rarely identified 
as “at risk” for gestational alcohol use and thus are 
almost never adequately managed.
	 Another challenge associated with alcoholism 
during pregnancy is the lack of understanding among 
health professionals of the concept of addiction as a 
disease. The result is the vilification of women who 
use alcohol during pregnancy and the labelling of 
these women as problem-patients by their physicians. 
The problem is made worse by policies that require 
health care professionals to report at-risk women 
to local authorities. Ultimately, the enforcement 
of such policies and stigma attached to a group of 
already burdened patients results in a decrease in self-
reporting of alcohol use, which in the current health 
care environment, is critical to the early detection of 
alcohol exposed pregnancies.
	 Dr. Selby proposed that strong connections 
between mental health and addiction treatment be 
established to facilitate more effective management 
of patients in whom these illnesses are co-morbid. A 
bridge between systems, such as Toronto’s Breaking 
the Cycle or Vancouver’s Sheway were cited as 
examples. Dr. Selby envisions a system in which a 
woman presenting with mental illness or a history of 
personal trauma (e.g. rape) immediately receives a 
women-centred intervention that includes appropriate 
screening, counselling and treatment for alcohol 
use (given the risk of pregnancy). He believes that 
such a proactive approach would help to prevent the 
downward progression to addiction. Dr. Selby further 
recommended revisions of the policies surrounding 
the reporting of gestational alcohol use.
	 Current challenges to the implementation of 
the above recommendations were also discussed. In 
particular, regionalization of funding for specific areas 
and groups was cited. Dr. Selby expressed concern for 
the lack of motivation to treat patients requiring more 
time and effort (versus healthy patients) that may exist 
under such a model. He also highlighted an uncertainty 
regarding the quality of care that at-risk women would 
receive if elements of the Canadian healthcare system 
are privatized.

	 Dr. Selby concluded that the focus should shift 
from developing and funding each of the individual 
components of the mental health and addiction 
response systems, to a strategic integration of the 
two. Only through strong partnerships between men-
tal health and addictions services can an adequate 
response to at-risk women-in-need be mounted.

Outreach for high risk women: Margaret Leslie

Ms. Leslie is the director of Early Intervention 
Programs at Mothercraft/Breaking the Cycle, a 
comprehensive, community-based program in Tor
onto involving seven partner organizations who 
collaborate to serve the needs of pregnant women 
with addiction problems and their young children. 
Breaking the Cycle (BTC) is delivered through a 
single-access model, with pregnancy outreach and 
home visitation components. Ms. Leslie’s clinical 
experience over the past 20 years in the areas of 
prevention and early intervention has helped her 
and her staff develop a deeper understanding of the 
characteristics and life circumstances of women 
using alcohol in pregnancy and their inability to stop 
within the context of their lives.
	 Ms. Leslie presented the findings of a survey 
of the most common characteristics of women with 
substance use problems served at BTC:  
•	 Family history of prenatal substance use
•	 Severe histories of trauma
•	 Low level of education
•	 Poverty and homelessness
•	 Mental health problems
•	 Domestic violence
•	 Drugs of choice: alcohol and cocaine

	 She stressed that isolation and social exclusion, 
as well as marginalization and alienation from people 
and relationships, both personal and professional, are 
most profound in this population. Positive intervention 
recognizes the need to:
•	 Engage women using substances in pregnancy 

and decrease isolation
•	 Help them access support such as food, 

transportation and company
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•	 Increase their knowledge and awareness of 
available community resources

•	 Promote use of services such as primary health 
care, prenatal care, safe housing and medically-
supervised withdrawal management programs

•	 Increase the woman’s involvement in future plans 
for herself and her expected infant

•	 Enhance efforts to build integrated and responsive 
community referral networks.

	 Ms. Leslie described strategies involving the 
care and treatment of women using alcohol in 
pregnancy that are helping to prevent FASD. The first 
step is outreach. Although pregnancy is a time for 
many women to consider change in their alcohol or 
substance use, pregnant women who use substances 
do not typically seek or access addiction treatment.  
	 Barriers to effective care for pregnant substance-
using women include: stigmatizing, judgmental and 
blaming attitudes towards pregnant substance users; 
women’s fear of criminal prosecution, mandatory 
treatment, and loss of custody of their children; lack 
of gender-specific programs designed to address both 
the complexity of needs and experiences of pregnant 
substance using women, as well as the needs and 
experiences of their child(ren) together. The goal 
of most pregnancy outreach programs should be to 
facilitate engagement with women earlier in pregnancy 
in order to promote maternal, fetal and child health 
outcomes. Ms. Leslie stressed how important it is to 
recognize that the circumstances that bring women 
to the use of substances during pregnancy also 
make it difficult for them to stop using or access the 
appropriate resources.   
	 Engaging a woman on issues of substance use, 
pregnancy and her subsequent role as a parent is the 
first step and can be extremely effective. This can be 
further facilitated by:
•	 using a respectful, non-judgmental and women-

centered approach
•	 using motivational interviewing strategies, in a 

nurturing context
•	 accepting harm reduction goals

	 Evaluation of the BTC pregnancy outreach pro
gram found that engaging women earlier in pregnancy 

resulted in positive outcomes including reduced 
substance use, improved prenatal and neonatal health 
outcomes, and decreased mother-infant separation at 
birth. These results were primarily due to outreach 
efforts linking women to a web of resources such as 
the T-CUP program� and providing access to medical 
care, safe housing, medically-supervised withdrawal 
management programs and voluntary contact with 
workers from child welfare regarding their progress 
in pregnancy.
	 Ms. Leslie concluded that the challenge at hand 
in practice and in integrating policies is to find a way 
to keep the woman, the foetus, and the child in mind 
simultaneously and with equal respect and value.

Violence against women: Dr. Susan Jack 

Susan Jack, RN, PhD from the School of Nursing 
at McMaster University focused on violence against 
women as a significant and emerging public health 
concern in Canada. Of particular concern is the 
rising prevalence of Intimate Partner Violence (IPV), 
defined as physical, sexual and/or psychological 
harm by a current or former partner or spouse. Recent 
research has found a correlation between IPV and 
pregnancy. While debated in the literature, there is 
minimal evidence to support that the act of becoming 
pregnant is a factor that will initiate intimate partner 
violence, and in fact pregnancy may be a protective 
factor for some women. Still, the prevalence of IPV 
during pregnancy is estimated to be approximately 
6-7%. Dr. Jack also reported that women reporting 
violence during pregnancy are significantly more 
likely to have been victimized prior to pregnancy. 
Also, those whose partners were substance abusers 
were more likely to experience IPV. Not surprisingly, 
recent research has shown IPV experiencing women 
to be qualitatively similar to those engaging in 
substance abuse.
	 A number of deleterious health outcomes have 
been linked to IPV during pregnancy, the most 
concerning of which is increased maternal, fetal, or 
infant mortality. At present, however, there is a lack 
of data regarding long term negative outcomes such 
as FASD, in victims of IPV during pregnancy and/or 
their children.
� Toronto Centre for Substance Use in Pregnancy, 
   St. Joseph’s Health Centre, Toronto ON
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	 Dr. Jack highlighted a current controversy facing 
the health care system, with respect to its response 
to IPV. At present, there appears to be uncertainty 
with respect to the efficacy and appropriateness 
of IPV screening in all women by health care 
providers during any health care encounter. From 
the perspective of many clinicians and professional 
associations, the importance of screening and iden-
tifying women at risk for IPV is clear, given the 
tremendous physical, mental and financial burdens 
incurred by both IPV-affected women and society at 
large (including the health care system). However, 
there is currently a lack of good evidence to support 
universal screening initiatives. 
	 Currently, a large multi-centre randomized control 
trial is being conducted by researchers at McMaster 
to answer the question, “Does universal screening for 
violence against women do more good than harm?” 
The trial is designed to test the effectiveness of 
screening versus no screening in reducing violence 
and improving life quality. Some past studies have 
recommended caution against universal screening 
programs, given the obvious personal and family 
risks that may be incurred by IPV-exposed women 
when revealing the details of an abusive relationship. 
Specifically, focus groups conducted by the Violence 
Against Women Research Team at McMaster 
University, examining violence against women 
reveal that battered women are concerned about the 
actions of child protection agencies, reprisal violence 
from abusive partners and additional financial and 
emotional stress following revealed IPV experiences.  
Moreover, evidence regarding recommended fol-
low-up actions for women rescued from violent 
relationships is also lacking. Overall, a clear benefit of 
IPV screening programs has yet to be demonstrated.
	 Current evidence recommends structured, post-
rescue advocacy programs in which women are 
invited to stay in shelters, where counsellors are 
available to assist them in rebuilding their lives and 
ensuring adequate care for their children.
	 If the benefits of IPV screening are established, 
then future directions will likely center upon the 
education of primary health care providers with 
respect to IPV detection and management. Data from 
a recent survey showed that only 12% of physicians 

are likely to screen for IPV. Increased awareness of 
the role of various programs, such as child welfare 
agencies will also be important so as to facilitate 
their use by women requiring their support. Overall, 
a bridging of research and treatment efforts between 
epidemiologists and clinicians is necessary to ensure 
that quality answers are provided to the difficult 
questions regarding the screening and management of 
IPV that surely lie ahead.

Child welfare: Sharron Richards – CAST

Sharron Richards is the Manager of Community 
Development and Prevention Services at the Children’s 
Aid Society of Toronto (CAST). Ms. Richards con-
firmed that no legislative mandate currently exists for 
child welfare to provide services for pregnant women. 
Furthermore, the current legal status of the foetus poses 
a limitation for child welfare in issues surrounding 
FASD prevention as the child has rights to protection 
only once it is born. Once born, legislation in Ontario 
has mandated that the paramount purpose of child 
protection agencies is to promote the best interests, 
protection and well-being of children.
	 However, Ms. Richards identified a number of 
policies within her agency that reflected a growing 
recognition of the importance of support for families 
and expectant mothers in high risk populations, such 
as substance abusers. For example, she discussed her 
agency’s goal of improving the practice of educating 
the adolescent population regarding family planning 
and its implementation. She also spoke of her agency’s 
commitment to developing new policies to guide 
future practice and interventions involving substance 
abusing women and their children.  
	 Ms. Richards also summarized several modi
fications to practice within the child welfare system. 
The first is training about the causes and effects of 
fetal exposure to alcohol. Staff and foster parents 
are receiving introductory training about FASD, 
and advanced training related to case management 
strategies and screening for birth histories. Proper 
screening techniques and accurate history-taking 
methods at intake and throughout on-going services are 
gradually improving as their critical role in long-term 
outcome of the child is being recognized. A provincial 
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risk assessment model has been put in place to help 
determine each mother’s individual level of risk to help 
her gain access to pregnancy and aftercare programs 
most appropriate to her needs. Finally, Ms. Richards’ 
agency is implementing new approaches to outreach 
and engagement of high risk pregnant women, and 
exploring the use of unconventional methods to meet 
the needs of each individual situation.
	 Currently, CAS of Toronto is conducting a pilot 
project in collaboration with the Motherisk Program 
of the Hospital for Sick Children to conduct as early 
as possible, assessments of children in long-term care 
with suspected FASD. Early assessment will allow 
CAS to access appropriate intervention programs that 
may help prevent secondary disabilities.
	 Ms. Richards stated that system bridging is 
essential, and enhanced collaborative partnerships in 
the following areas are necessary for the welfare of 
the child:
•	 Diagnostic capacity
•	 Family support and intervention
•	 Community education and awareness
•	 Research and evaluation of implemented changes 

in child welfare practice.

The challenges to policy integration include: 
•	 Child welfare time frames
•	 Tensions between child welfare and substance 

abuse sector (welfare of mother versus welfare of 
child)

•	 Information sharing and confidentiality
•	 Child welfare mandate focuses on the protection 

of the child as the primary concern, paramount to 
all other issues

•	 Regional differences in service or program 
availability to serve families

•	 Differences in funding sources.

Research, surveillance, surveys:  
Dr. Colleen Ann Dell

Research in the field of FASD plays a pivotal role in 
answering key questions and motivating us to address 
new ones. FASD-related research:
•	 Improves results, treatments, policies
•	 Disseminates information and raises awareness

•	 Moves the FASD field forward by raising important 
questions and challenging existing assumptions.

	 There is insufficient research surrounding gender-
specific addiction and women-centered treatment 
programs. To improve research on pregnant women 
and substance use, we need to focus on both the 
key elements of research and research approaches. 
Research practices should be modified to ensure 
that the research is of value to women. Knowledge 
dissemination is another crucial element of research 
practice, where application is necessary to have 
beneficial outcomes for society.
	 Dr. Dell confirmed the essential need to bridge 
systems and integrate services to improve women’s 
health and pregnancy outcomes. She stressed the 
need for leadership, and challenged researchers and 
practitioners to think outside the box for success.

TALKING THROUGH THE ISSUES

With only five hours for presentations and group 
discussion, organizers decided to limit Forum atten-
dance to 100 presenters and delegates. Participants 
included social workers, addiction counselors, child 
protection workers, public health nurses, physicians, 
community program coordinators, prevention and 
front-line outreach workers, FASD consultants, HR 
managers, prenatal educators, policy advisors, and 
researchers.	
	 An experienced and committed group, Forum 
delegates contributed many thoughtful and thought-
provoking observations during the open discussion 
session. While there were no easy solutions to the 
important issues raised during the panel presentations, 
there was consensus that present policies and practices 
needed to evolve towards a model that seeks to provide 
a continuum of care to the mother and child.

Waiting for evidence based research  
to inform practice 
A public health nurse expressed concern about 
relying solely on prescribed practices, since even 
practices based on evidentiary research may not be 
appropriate in all situations. For example, although 
research suggests that screening for intimate partner 
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violence (IPV) may do more harm than good, does 
that evidence then justify “a do nothing approach”, 
effectively turning a blind eye toward pregnant 
women at risk? After all, not investigating these 
risks would constitute professional misconduct as 
there appears to be no obvious harm in incorporating 
routine questions about IPV during routine prenatal 
visits. Have studies on IPV calculated a harm 
reduction, benefit-risk ratio?

Response: Dr. Jack acknowledged the importance 
of screening but also stressed the importance of 
identifying both the benefits and unintended harm that 
may arise from universal screening and that a balance 
between both should be reached. She stated the need 
to consider IPV and substance abuse “holistically” 
when considering how to help women.
	 Dr. Jack also reported that a new study grant being 
developed to address IPV would address substance 
abuse in the home as well as employment issues of 
partners. This proposed study will attempt to address 
all the issues associated with IPV holistically and on 
multiple levels. 

Benefit of capacity building among aboriginal 
pregnant women
A home visitation worker based in an aboriginal 
community where there are high levels of alcohol 
and substance use spoke about the potential benefits 
of capacity building among aboriginal pregnant 
women. As part of her job, she facilitates the building 
of personal relationships with and among women in 
the hope that they will eventually become open and 
comfortable enough to disclose sensitive information 
in a non-professional context. Using this strategy, she 
has been able to obtain information that has been very 
useful in connecting women with appropriate services. 
The worker noted that many of her clients were keen 
to become more involved in helping other women.

Response: Nancy Poole agreed that capacity building 
is an excellent idea and that by offering support to 
the mother, the baby and all those around them, only 
positive outcomes are likely. In Ms. Poole’s opinion, 

home visitation is undoubtedly an excellent outreach 
method of building community capacity. Mary 
Berube described a new program called ‘Maternal-
child health programming’ created to support mother, 
baby and everyone around them. Capacity building in 
this project involves supervised visits from “lay home 
visitors” who are trained extensively in techniques to 
help support women experiencing IPV and engaged in 
substance abuse.

Concerns about taking the case history
While building FASD diagnostic capacity is obviously 
important, there is a growing concern regarding the 
process of taking a case history. One delegate raised 
the following questions:
•	 What is the next step after mom has acknowledged 

alcohol/substance use in pregnancy?  
•	 What are the legal implications to the mother of her 

responses – can this information be subpoenaed?  
•	 Can details provided by mom to help her child 

now be used against her given that there is no 
control over the context of the information? 

Response: Sharron Richards of CAS Toronto ack-
nowledged this predicament and suggested ways 
to address it. Welfare staff should be trained to ask 
questions in a nurturing manner where the welfare 
of baby is central. Workers should also be trained 
to understand the mother’s history and level of risk, 
in order to be able to refer the mother to appropriate 
support services. Improved follow-up of the mother 
after she has given birth and integration of services 
could help meet the mother’s needs and protect her 
interests. However, Ms. Richards also acknowledged 
that any child record can be subpoenaed and that 
there is no guaranteed protection for the mother.  
	 In response, a delegate with a legal background 
acknowledged that while the prospect of subpoenas 
can be extremely threatening, if records are 
subpoenaed, front-line workers are not automatically 
required to hand over all documents immediately. 
Rather, all workers have the right to question 
the relevance of the documents or records to the 
proceedings in court.
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	 Ms. Leslie cautioned, however, that not asking 
women sensitive questions at the initial welfare 
worker’s visit could be disastrous. “Is it really ethical 
to miss an important, perhaps the only window of 
opportunity for providing help to the woman with 
possible mental, health or violence problems for 
which [she] may desperately require help? If prenatal 
history is kept a secret then how do we help ensure the 
proper welfare of this child?”
	 A suggested solution was to provide the mother, 
prior to the commencement of the history taking 
process, with control over how much information 
she would divulge and with a list of the potential 
consequences of the information that she provides. 
Such an approach would allow the mother to make 
an informed decision regarding self-disclosure 
based on her understanding of the implications of 
providing certain information, and would eliminate 
concerns raised by intake workers documenting the 
information.     

Limited resources in rural areas
The issue of limited resources in rural areas 
continues to be a problem. An outreach worker 
from a small community commented that while a 
mother’s needs are great, they are often ignored due 
to a lack of available resources/services. Despite 
the fact that some mothers are prepared to seek help 
for their respective addictions, support workers are 
forced to refer them to urban centres for support. 
In this worker’s opinion, the compartmentalization 
of funding for first nations combined with budget 
constraints are the main barriers to the successful 
treatment of maternal addictions.

Response: Dr. Selby suggested that front line workers 
might begin to overcome this issue by developing 
other resources. “Why not train families to care for 
families in need who have alcohol or other substance 
abuse issues in their homes? Everyone benefits when 
a mother is brought into and surrounded by care.

Legislative focus on the welfare of the child
A delegate who was an Ontario MPP and adoptive 
parent stated that his focus was first and foremost on 
the welfare of the child. He mentioned his personal 

view was perhaps biased as he himself had adopted 
a boy with FAS who eventually passed away. The 
delegate felt that he, his adoptive son and their 
family suffered greatly as a result of the poor choices 
that his son’s birth mother had made. He pointed out 
that statistically, among the number of mothers who 
were provided help and services, the success rate 
(as defined by a decrease in substance abuse and 
a decrease in negative pregnancy outcomes) was 
discouraging. While he agreed that it was important 
to break the generational chain of FASD, as a 
provincial politician, his concern was that despite an 
increase in funding to the relevant support programs, 
high-risk mothers may not be capable of adequately 
caring for their children. 
	 The delegate’s comments prompted another 
participant to remark that mothers who are not helped 
are more likely to repeat risky behaviours (e.g. 
substance abuse) during subsequent pregnancies, 
leading to increased human and financial costs to 
society. In reply, the delegate acknowledged that there 
is a need for better understanding by the legislature of 
the potential long-term impact of not aiding vulnerable 
high-risk women.

Response: Dr. Dell brought the focus back to an 
added barrier to the resolution of this issue- society’s 
prejudice toward or lack of understanding of the nature 
of the issue itself. “Why should a hip replacement be 
more important or justifiable than a substance abusing 
woman’s life?”  

Fast-tracking diagnosis of children in care
A question was raised as to the risks versus benefits 
of fast-tracking the diagnosis of children who are in 
the care of CAS. How would rapid diagnosis impact 
the birth mother? Would the guilt of a positive FASD 
diagnosis drive her into relapse? 

Response: It is important to support the birth mother 
during this time and help her understand the assessment 
process. Nancy Poole suggested that a “mother-oriented” 
social worker rather than a “child-oriented” worker be 
a member of the diagnostic team and be prepared to 
address the mother’s needs, thereby reducing concerns 
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of relapse. Similarly, a domestic violence assessment 
team should be included as part of the welfare system 
to facilitate risk reduction in the home.

Perception of women who use versus men who use 
One delegate noted that a substance abusing father 
can still be considered a good parent while a mother 
in a similar situation is considered a bad parent. How 
we view substance use has to change.

Sharing successes
One final delegate comment noted that positive success 
stories are rarely publicized or shared. Reflecting on 
successes to-date while continuing to discuss barriers, 
can help those involved in seeking solutions retain 
hope of success.

 
CONCLUSION

Delegate response to the Policy Forum objectives 
and discussion was overwhelmingly positive. In their 
evaluations delegates noted that the Forum provided 
current, progressive information and approaches, as 
well as an excellent opportunity to interact with people 
from different disciplines. They also noted that the focus 
on policy promoted open discussion on the multiple 
risk factors associated with FASD prevention. Others 
appreciated the chance to network and the recognition 
that the experts, “don’t have all the answers and that by 
discussing, we can find solutions together.” 
	 When asked to consider Forum weaknesses, 
delegates lamented the lack of time and restricted 
number of participants. Many would have appreciated 
more discussion of cultural diversity and substance 
abuse across socioeconomic groups, while others 
wanted more information on practical strategies for 
working with affected populations. Many observed 
that the panel would have been more complete if it had 
included representatives from Justice, Corrections, 
Education and provincial/federal legislatures. 
	 Other comments reflected the competing int-
erests that make policy development in this field 
so challenging, and yet so necessary. For example, 
one delegate wrote: I feel to some degree that CAS 
[Children’s Aid Society] was once again dismissed 
and devalued with regard to the work that CAS 

tries to do with these mothers and children in some 
of the comments of the presenters i.e., …references 
to “more mother focused, possible approval versus  
a negative child-focused approach (paraphrased).  
I don’t think ‘negative’ + ‘child-focused’ belong in 
the same sentence.”
	 When asked to consider how their practice and 
services might change based on the Forum discussion, 
delegates wrote that they would think more broadly 
across programs and work towards an interactive, 
integrated approach that would incorporate col-
laborative services with other agencies.  
	 Delegates were also asked to consider and describe 
their own, individual next steps. Among the replies 
were expressed intentions to: 
	 Include more of a focus of advocating for more 
trauma work with women. To be more conscious of the 
need to assist women on expanding informal systems 
– enlarging their views of family. To mobilize external 
support which are effective/responsive to the needs of 
women and their potential unborn children.
	 Be more involved an all aspects of participants’ 
lives not just what’s relative to pregnancy. However, 
everything is related to pregnancy as I’ve now found 
out. More proactive in finding services and resources 
for women.
	 Try to be more proactive in reaching out to other 
community professionals in this field to come together 
in a collaborative manner for the best interests of the 
client. I would encourage expectant mothers with 
mental illness to maintain their medication (with 
doctor’s support). 
	 Prioritize this area and increase training for 
service providers. 
	 Work to get pregnancy and substance use more on 
the national drug strategy agenda.
	 Explore establishing case conferencing with 
mental & addiction services to ensure a more holistic 
approach given different philosophies of treatment. 
Establish a more comprehensive screening process for 
mental health disorders for all women in program.
	 Integrate a more holistic model of health on all 
levels, not just focusing an addiction. Collaborating 
more with other agencies – case management  
and teams.
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	 Begin to examine prevention at multiple stages in 
parent’s life.
	 Tweak my research project. Move forward with 
programs, having received confirmation I am on the 
right track.
	 Encourage our agency (child welfare) to discuss 
a balanced service approach for both the mother and 
child.
	 Pay closer attention to women’s history and 
showing more empathy. Include more research studies 
for other professionals.
	 Look at ways of integrating services – one stop 
service. I will try to make more links with agencies 
in my community. Drive home message to our staff – 
woman does not want to use – many factors involved 
– trauma, abuse and even impact of housing.
	 Understand “where” mom is coming from. 
Always advise the risk of disclosure that way mom 
knows – or disclosure could be done in a sacred 
fire ceremony that way helping mom does not end 
up punishing mom. I understand that disclosure first 
of all is helping mom. However a lot more comes 
along.  
	 Delegates were also clear on what they would 
like to see addressed in future Forums. Having 
identified integration as a key objective in service 
delivery, many are looking for success stories that 
include examples of: integrated practices involving 
“different mandated organizations” including help-
ful and collaborative relationships with CAS; the 
liaison between acute care and the transition to the 
community; and service interactions that include 
education, police, crown and judges. 
	 There was also a recognized need for in-depth 
discussion of legal issues surrounding substance use 
in pregnancy and drinking with children in the home. 
A key concern is how the law affects women who 
disclose. Others stated the need to examine specific 
cultural proficiency of service systems and child 
welfare and courts.
	 Still others wanted to discuss the progress of 
clinical research regarding FASD diagnosis and 
treatment, the use of biomarker to detect prenatal 
exposure to alcohol, and men’s role in the prevention 
of FASD. 

	 Finally, funding issues and the models of policy 
formulation were also included among a broad range 
of delegate suggestions for the next Forum.

Recommendations

There is a growing body of work by researchers and 
program directors that explores the characteristics 
and experiences of pregnant women who use alcohol 
and substances during pregnancy, the variables 
affecting their health and well-being and the well-
being of their children, the barriers to successful 
intervention, and recommendations on how to 
meet their service needs. The Policy Forum was 
fortunate to have had several of those experts on its 
panel. Others who were unable to attend include Dr. 
Caroline Tait, who authored A study of the service 
needs of pregnant addicted women in Manitoba, 
2000, and which includes no fewer than forty-nine 
pertinent recommendations. The Manitoba report is 
included among others in a list of related resources 
at the end of this report.  

Recommendations emerging from the Policy Forum

1.	 While awareness of issues that contribute 
to women’s alcohol use during pregnancy 
has improved in recent years, steps must be 
taken to increase public and professional 
understanding of these issues, and to decrease 
the stigma and judgment that is still directed 
at women using alcohol during pregnancy.  

2.	 Treatment protocols should involve both 
mental health and addiction treatment to 
facilitate effective management of patients 
in whom addiction and mental health are co-
morbid.

3.	 Government and professional groups should 
undertake careful consideration of potential 
revision of the practices and policies 
surrounding the reporting of gestational 
alcohol use by medical professionals and 
front-line workers.

4.	 Pregnancy outreach programs have been 
shown to be powerful support mechanisms 
that promote maternal, fetal and child 
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health outcomes. Engaging women early 
in pregnancy results in reduced substance 
use, improved prenatal and neonatal 
health outcomes, and decreased mother-
infant separation at birth. Outreach efforts 
should link women to a web of resources 
and provide access to medical care, safe 
housing, medically-supervised withdrawal 
management programs and voluntary contact 
with workers from child welfare regarding 
their progress in pregnancy. Breaking the 
Cycle in Toronto and Sheway in Vancouver 
are successful program models. 

5.	 Current evidence on intimate partner violence 
(IPV) recommends structured, post-rescue 
advocacy programs in which women are 
invited to stay in shelters, where counsellors 
are available to assist them in rebuilding their 
lives and ensuring adequate care for their 
children.

6.	 Future directions in IPV research should 
center upon the education of primary health 
care providers with respect to IPV detection 
and management. A bridging of research and 
treatment efforts between epidemiologists 
and clinicians is necessary to ensure that 
quality answers are provided to the difficult 
questions regarding the screening and 
management of IPV.

7.	 Child welfare agencies should take steps to 
forge collaborative partnerships that will 
enhance diagnostic capacity, family support 
and intervention, community education and 
awareness, and evaluation of implemented 
changes in child welfare practice.

8.	 Front-line workers should be trained to 
identify the key relationships in the lives of 
children of high-risk mothers, and what can 
be done to honour those relationships (be 
they with birth families or foster/adoptive 
families), and link mothers and their children 
to appropriate supports.  

9.	 Research should ask how women and men 
are affected differently by mental illness, 
substance use and addiction. 

10.	 Though it was acknowledged that progress 
would require collaboration, openness 
and innovative thinking, the Forum did 
not discuss one very critical issue – who 
should provide leadership? The Manitoba 
study referenced above was commissioned 
by Manitoba Health and so many of the 
forty-nine recommendations were aimed 
at Manitoba Health as the primary agent  
for change. 

A critical recommendation then, for future 
consideration should be the choice of effective 
leadership. Should it be Health Canada, the body most 
frequently charged with developing and promoting 
national priorities and strategies, or provincial 
governments that oversee implementation of clinical 
and social services? Or are there other ways to define 
and identify leadership in an endeavour that will 
require national, cross-sectoral, multidisciplinary 
collaboration and long-term, sustained support?    

Corresponding Author: moumita.sarkar@sickkids.ca
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THURSDAY, MARCH 9, 2006 
4:00 P.M. TO 9:00 P.M.

PRECONFERENCE POLICY FORUM

Seating for this small preconference forum is 
extremely limited. The first 65 registrants will be 
contacted as soon as possible to confirm their 
participation. Discussion will begin at 4:00 p.m., 
break for dinner at 5:30 p.m. and end at 9:00 p.m.

MOVING SYSTEMS TO IMPROVE 
WOMEN’S HEALTH AND PREVENT FASD
Nancy Poole, BC Centre of Excellence for 
Women’s Health

Nancy’s presentation will describe the increasing 
attention to prevention of Fetal Alcohol Spectrum 
Disorder in Canada over the past decade, and our 
emerging understanding of FASD prevention as a 
women’s health and social justice issue. Work to 
understand and influence women’s substance use in 
pregnancy will be discussed in relation to: media and 
policy discourse related to women’s substance use; 
developments in our understanding of women’s sub-
stance use, experience of trauma, stress, and income/
housing security; as well as the emergence of harm 
reduction approaches to addiction. The presentation 
will set the stage for the discussion by co-panelists 
who will be asked to consider such questions as:

•	Does the system that you work in or study 
address women’s health in the context of 
alcohol use and/or FASD?

•	What policies impact your system’s response 
to women’s health and/or FASD?

•	Could bridging your system and services 
with others improve women’s health and 
pregnancy outcomes? 

•	Are there policy concerns that might impact 
such integration? 

The Systems of Care & their Panelists

Addiction and Mental Health Systems of Care 
Dr. Peter Selby, Centre for Addiction and Mental Health

Outreach for High Risk Women 
Margaret Leslie, Mothercraft (Breaking the Cycle)

Violence Against Women 
Dr. Susan Jack, McMaster University

Child Welfare 
Sharron Richards, Children’s Aid Society of Toronto

Screening, Surveillance, Surveys 
Colleen Anne Dell, Canadian Centre on Substance Abuse

AGENDA
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FRIDAY, MARCH 10, 2006 
7:30 A.M. to 4:30 P.M.

7:30	 Registration, Continental Breakfast

8:30	 Welcome and Opening Remarks

9:00	 KEYNOTE: NANCY POOLE

Underlying factors for alcohol use in 
pregnancy, update on promising new 
programs, strategies, resources, policy

10:00	 Break

10:30	 CONCURRENT SESSIONS

A.	When the Personal becomes Political 

B.	Concurrent Disorders

C.	Medical Management of Pregnant 
Substance-Using Women

12:00	 Lunch

1:00	 KEYNOTE: COLLEEN ANNE DELL

Women’s Alcohol Use During Pregnancy: 
A Review of the Recent Research & 
Implications for Program Planning

2:00	 CONCURRENT SESSIONS

D. 	Health Sector Response to Violence 
Against Women

E. 	Engaging Pregnant Women Using 
Substances

	 F. Caring for First Nations Pregnant Women	 	
 		  with Substance Use Issues

	 G.	Depression and the Risk/Safety of 
	  	 Psychiatric Drugs in Pregnancy

3:30	 Break

3:45	 CLOSING PLENARY

Continuum of service for women who use 
alcohol during pregnancy – what should 
we do next? 

4:30	 CONFERENCE ENDS

KEYNOTE PRESENTATIONS

9:00 a.m. 

Underlying Factors for Alcohol Use in Pregnancy - 
Promising new programs, strategies, and resource 
Nancy Poole

This presentation will provide an overview of our 
emerging understanding of women’s alcohol use in 
pregnancy, including contributing biological, psycho-
logical, relational, media and other systemic factors 
and influences on substance use by girls and women. 
The presentation will reflect on our systemic response 
to girls and women who are vulnerable to heavy 
alcohol use and related health and social problems 
in pregnancy - both the responses that create further 
barriers to women receiving the support they need, 
and the promising new directions in service provision, 
education and policy that emerged in Canada in the 
past decade.  

1:00 p.m. 

Women’s Alcohol Use During Pregnancy: 
A Review of the Recent Research & Implications 
for Program Planning 
Colleen Anne Dell

Women’s use of alcohol during pregnancy is an impor-
tant public health issue in Canada. However, a recent 
Public Health Agency of Canada report on alcohol use 
and pregnancy (Dell and Roberts, 2005) concluded 
that there is an absence of systematic surveillance 
practices to determine the actual extent of women’s 
use of alcohol and other drugs during pregnancy. This 
is problematic considering that quality research is a 
key underpinning to accurate and effective public and 
governmental responses.

To help inform current discussions on what works best 
to respond to pregnant women’s use of alcohol and its 
related harms, while keeping in mind the limitations of 
Canadian research, this presentation summarizes the 
most recent data available. It begins with an overview 
of statistics on women’s use of alcohol and other 
drugs and related harms collected through the 2004 

CONFERENCE DAY
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Canadian Addiction Survey. This will set the context for 
a more in-depth review of available data on patterns 
of women’s use of alcohol during pregnancy. Also 
examined will be the characteristics of women who 
use alcohol during pregnancy and the circumstances 
surrounding their use. Together this data will inform a 
discussion of the implications for program planning. 
The session will end with recommendations for further 
research and mechanisms to move the research 
agenda on women’s alcohol use during pregnancy 
forward in Canada.

CONCURRENT SESSIONS

10:30 – 12:00 

A.	When the Personal Becomes Political  
Mary Berube, Early Childhood Dev. Leader, 
Health Canada, FNIHB

	 This session will provide an opportunity to discuss 
the ‘personal’ as it becomes ‘political’ when 
addiction and pregnancy intersect, and will 
attempt to uncover the societal and political 
origins of the role of women as mothers in western 
society. The current debate regarding prevention 
of FASD has pitted the needs and rights of the 
foetus against that of the woman carrying it; and 
for most, the notion that for the period of the 
pregnancy they should be viewed as a single entity 
seems foreign. Since society appears unwilling to 
explore the complexity that supports healthy birth 
outcomes, social policies continue to oversimplify 
the matter of FASD prevention and the focus 
remains on “bad’ mothers.  The societal underpin-
nings of this punitive stance will be explored 
during the session, and the facilitator will share 
some of the research that she has completed 
regarding prevention from this perspective. 

B.	Concurrent Disorders 
Dr. Peter Selby

	 This session will discuss the complex issues that 
arise when a patient has both an addiction and a 
mental illness.  Support for people with concurrent 
disorders is frequently handled in a fragmented 
manner.  This session will highlight integrated 

strategies and guiding principles that shape 
appropriate response and treatment.     

C.	Medical Management of Pregnant 
Substance-Using Women 
Dr. Alice Ordean

	 This session will review a model of medical care 
for pregnant substance-using women.  Topics will 
include screening and identification of problematic 
substance use in pregnancy, as well as, discussing 
the effects of various substances on fetal and 
maternal health.  Better practice recommendations 
for medical care will be reviewed relating to 
withdrawal, tapering and methadone maintenance.  
Resources for this population will also be reviewed.

2:00 – 3:30

D.	The Health Sector Response to Violence 
Against Women: Evidence-Based Approaches 
to Identifying Abused Women in Health 
Care Settings  
Susan Jack, R.N., Ph.D. 
School of Nursing, McMaster University

	 This session will provide an overview of the 
estimates of prevalence of intimate partner 
violence (IPV) in pregnancy. The current state 
of evidence for screening for IPV by health care 
providers and health care interventions for women 
who are experiencing abuse will then be discussed. 
A program of research led by Dr. Harriet MacMillan, 
McMaster University being conducted to evaluate 
whether screening for violence against women in 
health care settings is effective in reducing violence 
and improving overall quality of life will be de-
scribed. Key findings from three studies within this 
program of research will be shared that provide 
information about: 1) abused and non-abused 
women’s perceptions of screening for IPV; 2) the 
best screening approach to evaluate in health care 
settings; and 3) public health nurses’ roles in ask-
ing about and responding to issues of IPV within 
a program of home visitation providing services to 
pregnant women and mothers of young children. 

CONFERENCE DAY
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2:00 – 3:30 p.m.

E.	Engaging Pregnant Women Using Alcohol 
and Substances in Care 
Margaret Leslie 
Director, Early Intervention Programs, 
Mothercraft (Breaking the Cycle)

	 Wendy Reynolds 
Executive Director AWARE

	 This session will offer service providers concrete 
strategies to intervene in an empathic way with 
pregnant women who use alcohol and other 
substances.  The Stages of Change model will be 
presented, and motivational counselling strategies 
that apply to each stage of change will be outlined.   
Application of motivational approaches in working 
with pregnant women who use alcohol and other 
substances will be illustrated using videotape.

F. 	Caring for First Nations Pregnant  Women 
with Substance Use Issues 
Alita Sauvé 
Substance Use Aboriginal Counselor/Facilitator 
at Pathways to Healthy Families, the Jean Tweed 
Centre

	 This session will share information about the 
underlying factors for substance use in First 
Nations communities, as well as strategies that are 
effective in engaging and caring for pregnant First 
Nations women who use substances.  It will help 
ensure that your programs and services are 
sensitive, respectful and effective for First 
Nations communities.

G.	Depression and the Risk/Safety of Psychiatric 
Drugs in Pregnancy 
Dr. Gideon Koren

	 This session will familiarize participants with the 
complex issues of depression and its treatment 
in pregnancy.  Depression is a common 
co-morbidity among women with alcohol and 
drug addiction.  Appropriate treatment is critically 
important to safeguard the health and well-being 
of the mother and the unborn child.
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Mary Berube (Vandenbrink) is team leader for 
Maternal Child Health, Health Canada, FNIHB, 
responsible for programming that focuses on the 
determinants of health related to parenting, pregnancy 
and early childhood within the First Nations populations in 
the Alberta region.  Mary  is also the adopted mother 
of two young men that have a diagnosis of FASD.  She 
has participated in many media presentations and 
videos regarding FASD, the most notable being “David 
with FAS” (filmed by Gil Cardinal in 1995-6) which has 
been aired on the CBC networks and used throughout 
the country for training. She has presented over 600 
information sessions, seminars and workshops on 
this topic and was recently presented with an Alberta 
Centennial award by Premier Klein for her contributions 
to the province in this subject. Her most recent work 
focuses on the plight of birth mothers and on the 
complexity surrounding prevention of substance use 
during pregnancy. She brought the Seattle birth mother 
program (PCAP) to Edmonton, Alberta and supervised 
the First Steps program there for Catholic Social 
Services (CSS) for five years. Mary is currently in the 
last semester of her Master’s of Social Work degree.

Colleen Anne Dell is an Assistant Professor at 
Carleton University, Department of Sociology and 
Anthropology, and Senior Research Associate/Academic 
Liaison at the Canadian Centre on Substance Abuse. 
She has worked and conducted research primarily in 
the areas of criminalized women, women’s health 
and addictions, and solvent abuse treatment for First 
Nations and Inuit youth in Canada. Currently she is 
the Principal Investigator on a Canadian Institutes of 
Health Research grant that examines the role of 
stigma and identity in the healing journeys of 
Aboriginal women who use illicit drugs. She is also 
the co-author of Alcohol Use and Pregnancy: An 
Important Canadian Public Health & Social Issue 
recently published by the Public Health Agency of 
Canada, FASD Team. 

Dr. Alice Ordean is the Medical Director of the Toronto 
Centre for Substance Use in Pregnancy (T-CUP) at St. 
Joseph’s Health Centre and Lecturer in the Department 
of Family and Community Medicine at the University 
of Toronto. Dr. Ordean is also involved in numerous 
research projects including the development of better 

practice recommendations in the area of problematic 
substance use in pregnancy and the creation of com-
prehensive resources for training health care providers.

Dr. Susan Jack is an Assistant Professor, School of 
Nursing, McMaster University and a CHSRF/CIHR 
Post Doctoral Research Fellow at the Offord Centre 
for Child Studies, McMaster University. Dr. Jack has 
extensive clinical experience working with women and 
high-risk families through past roles as a public health 
nurse and public health nurse manager in Child and 
Family Health Programs. She is currently developing 
a program of research focused on: 1) the identifica-
tion and prevention of family violence, including child 
maltreatment and intimate partner violence and 
2) knowledge translation and research utilization.

Dr. Gideon Koren is the founder and director of 
the Motherisk Program and professor of Pediatrics, 
Pharmacology, Pharmacy, and Medical Genetics at 
the University of Toronto. He is also the Richard and 
Jean Ivey Chair in Molecular Toxicology in the Schulich 
School of Medicine, at The University of Western 
Ontario, where he holds the rank of professor in 
Medicine and Pediatrics. He is a Senior Scientist of 
the Canadian Institutes of Health Research. Author of 
800 peer review scientific papers and editor of over a 
dozen medical books, Dr. Koren is one of very few 
Canadian physician-scientists whose career is dedi-
cated to drug safety, the molecular mechanisms and 
clinical effects of adverse drug and chemical reactions, 
with focus on pregnancy and children. He is the Editor 
in Chief of the journal Therapeutic Drug Monitoring- 
Clinical Toxicology, and the new Journal of FAS Inter-
national. In 2000 Dr. Koren 
created the Canadian Research Network for Fetal 
Alcohol Syndrome (“FACE”-Fetal Alcohol Canadian 
Expertise).

Margaret Leslie is Director of Early Intervention 
Programs at Mothercraft/Breaking the Cycle. Ms. 
Leslie’s clinical experience over the past 20 years has 
been in the areas of prevention and early interven-
tion services for families and young children living 
in conditions of risk. Her expertise is in the areas of 
infant and child assessment, infant mental health, 
and parent-infant therapy. She was instrumental in 
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the development and implementation of the Breaking 
the Cycle program, which was recognized last year by 
the United Nations Office on Drugs and Crime as a 
best practice program serving pregnant and parenting 
women with substance use problems, and their young 
children. Ms. Leslie is a member of the Advisory 
Committee for the FASD Information Service of the 
Canadian Centre on Substance Abuse, is on the 
editorial board of the Journal of FAS International and 
has co-authored numerous national resources and 
publications on Fetal Alcohol Spectrum Disorder. She 
provides training and consultation nationally and 
internationally on topics related to pregnancy, parenting, 
and substance abuse issues. Ms. Leslie is a member of 
the College of Psychologists of Ontario.

Nancy Poole has twenty five years experience in 
research, policy and practice relating to women and 
substance use issues. She currently works as a 
Provincial Research Consultant on Women’s Substance 
Use Issues with BC Women’s Hospital in Vancouver, 
and with the British Columbia Centre of Excellence for 
Women’s Health on research and knowledge transla-
tion projects relating to policy and service provision 
with women who are pregnant and parenting and 
have substance use problems. Nancy is well known for 
her collaborative work with governments and organi-
zations on provincial and national levels on research, 
training and policy initiatives related to prevention of 
Fetal Alcohol Spectrum Disorder.

Wendy Reynolds is the founder of and Executive 
Director for Action on Women’s Addictions - Research 
& Education (AWARE). AWARE was established in 
1985 to address the health promotion and preven-
tion needs of women who are at risk of developing 
substance abuse problems. AWARE’s projects reflect 
the range of current health promotion strategies, but 
a primary focus is the development of pilot models of 
community development, training, and advocacy. 
Another focus for AWARE is the production and 
distribution of easy-to-read resources for women in 
a variety of specific populations, including pregnant 
women, low-income single mothers, older women, 
adolescents, and women who are victims of violence. 
AWARE is a one-of-a-kind organization, whose work 
is recognized nationally and internationally. Wendy 

is involved with a number of regional, provincial, 
and national organizations interested in developing 
women sensitive approaches to the issue of substance 
use during pregnancy. Some of AWARE’s work in this 
area includes: Give & Take: Information for Pregnant 
Women about Alcohol and Drugs; curriculum 
development for Nurturing Change developed by the 
Canadian Centre on Substance Abuse (CCSA); and the 
co-production (with Breaking the Cycle) of The SMART 
Guide: A Training Manual for Service Providers.

Alita Sauvé has been the Substance Use Aboriginal 
Counselor/Facilitator at Pathways to Healthy Families, 
the Jean Tweed Centre since May 2003. Alita has also 
worked as a front-line community counselor/facilitator 
in the Toronto Aboriginal community since May 1995. 
Her work builds capacity for collaboration and 
provision of effective supports/interventions to 
pregnant and parenting women and their children 
in relationship to addictions and early childhood 
development through training, consultation and 
coordination. Alita also liaises with existing pregnancy/ 
parent outreach initiatives to promote seamless and 
integrated services for women and their children; 
provides outreach to pregnant and parenting women 
with substance use concerns and their families; and 
provides case management, counseling, and referral 
to pregnant and parenting women with substance use 
concerns and their children in collaboration with 
existing service providers, as well as support in 
collaboration with early childhood development 
workers for women and children to promote the 
healthy development of children. 

Dr. Peter Selby is the Clinical Director of Addictions 
Program and Head of the Nicotine Dependence Clinic 
at the Centre for Addiction and Mental Health as well 
as Assistant Professor in the Departments of Family 
and Community Medicine, Public Health Sciences and 
Psychiatry at the University of Toronto. He practices 
addiction medicine with a special focus on addiction 
during pregnancy. Some of his areas of research 
include smoking cessation in pregnancy: Zyban in the 
retreatment of relapsed smokers especially the use of 
pharmacotherapy and the treatment of heroin addic-
tion in pregnancy, and web-based interventions: The 
Stop Smoking Centre among others. 
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1

March 9, 2006

Preconference Policy Forum

Moving Systems to Improve Women’s Health and
Prevent FASD

Welcome!

Susan Santiago, Motherisk Program, SickKids

Tiers of prevention --

Universal Prevention (directed to the general public)
Public awareness campaigns

Alcohol control policies (incl. increased taxation,
responsible service)

Selective Prevention (directed to women of childbearing age
who consume alcohol)

Screening (T-ACE, TWEAK)

Referral

Brief interventions

Indicated Prevention (aimed at pregnant women who have
significant alcohol use problems) through:

Access to comprehensive and integrated programs, designed to
prevent or reduce harms associated with alcohol or other
substance use in pregnancy

Attention to the social and economic conditions that influence
prenatal alcohol use, incl.

Housing and food security

Access to primary health and prenatal care

Access to women-centered addiction treatment programs

Supportive personal relationships free from violence
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Moving Systems to Moving Systems to 
Improve WomenImprove Women’’s Health s Health 

and Prevent FASDand Prevent FASD

Addressing Pregnancy & Addiction Addressing Pregnancy & Addiction 
ConferenceConference

Toronto, March 9, 2006Toronto, March 9, 2006

Nancy PooleNancy Poole
BC WomenBC Women’’s Hospital ands Hospital and

BC Centre of Excellence for WomenBC Centre of Excellence for Women’’s Healths Health

WhatWhat is her is her 
story?story?

WhatWhat’’s our story?s our story?

Misinformation, “denial”
and lack of effective 
support on the part of 
those in a position to help

Lack of collaboration 
across issues, fields, or 
systems

Source: Poole, N. (1997) Alcohol and Drug Problems and BC Women. 
Victoria, BC: Government of British Columbia, Ministry of Health

A turning point in our understanding of A turning point in our understanding of 
FASD prevention as a womenFASD prevention as a women’’s health s health 

and social justice issue and social justice issue 
-- the Ms G casethe Ms G case

Lessons from the Ms G caseLessons from the Ms G case

Rutman, D., Callahan, M., 
Lundquist, A., Jackson, S., & B. 
Field (2000). Substance Use and 
Pregnancy: Conceiving Women in 
the Policy Process. Ottawa, ON: 
Status of Women Canada.

Building on our 
understanding
of discrimination 
directed to 
substance using 
mothers

Greaves, L., Varcoe, C., 
Poole, N., Morrow, M., 
Johnson, J., Pederson, A. & 
L. Irwin (2002). A
Motherhood Issue: 
Discourses on mothering 
under duress. Ottawa, ON: 
Status of Women Canada.
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Representation of women’s responsibility:

Mental illness Woman abuse Substance use
Out of woman’s Within her Deliberate
Control control

Mothers are highly stigmatized for being substance users. Mothers are highly stigmatized for being substance users. 
Media representation of substance using mothers and those Media representation of substance using mothers and those 

with mental health and partner violence problems with mental health and partner violence problems 
(Canadian print media May 1999 to May 2000)(Canadian print media May 1999 to May 2000)

Representation of the system’s responsibility:

Mental illness Woman abuse Substance use
System failing Limited system Not system’s

failure fault

BeyondBeyond ““Just Say NoJust Say No””

ContexualizingContexualizing womenwomen’’ss
substance use substance use 
in determinants of healthin determinants of health

Mother’s
Alcohol

Use

Mother’s  
nutrition

Mother’s  
s tress  level

Mother’s  
access  to 
prenatal

care

Mother’s  
use of 

other drugs

Mother’s  
overall
health

P overty R acial 
Discrimination

Age
C ontext/Isolation

E xperience of Loss

P olicy on 
Mothering

R esilience

E xposure to 
V iolence

G enetics

E xposure to 
P ollutants

It’s Not Only About Alcohol

Poole, N. (2003). Mother and Child Reunion: Preventing Fetal Alcohol Spectrum 
Disorder by Promoting Women's Health. Vancouver, BC: BCCEWH

Starting the conversationStarting the conversation

EE dduuccaattiioonn  aanndd  PP hhyyss iiccaall  HHeeaalltthh
Acute Care

Community Care

HHoouuss iinngg

AAbboorriiggiinnaall
SS eerrvviicceess

LLaaww  
EE nnffoorrcceemmeenntt

SS oocciiaall//IInnccoommee
AAssss iiss ttaannccee

CC hhiillddrreenn’’ss   
SS eerrvviicceess

CC hhiilldd  WWeellffaarree

EE mmppllooyymmeenntt

VV iioolleennccee
aanndd  ootthheerr  

WWoommeenn’’ss   SS eerrvviicceess

SS ppiirriittuuaall    
MMuuttuuaall  AAiidd  

CC oommmmuunniittiieess

Health Promotion

CC oommmmuunniittyy  EE nnvviirroonnmmeenntt

CC oorrrreeccttiioonnss//
CC rriimmiinnaall  JJ uussttiiccee LLeeiissuurree  aanndd  ootthheerr  

ccoommmmuunniittyy--bbaasseedd
sseerrvviicceess

PP rreeggnnaannccyy
OOuuttrreeaacchh  PP rrooggrraammss

WWoommeenn’’ss   AA&&DD  
TT rreeaattmmeenntt  PP rrooggrraammss

MMeennttaall
HHeeaalltthh

Broad Involvement in Discussing Substance Use 
with Women

Key Premises of Motivational Key Premises of Motivational 
InterviewingInterviewing

The style of the helper is a powerful determinant The style of the helper is a powerful determinant 
of client resistance and change.of client resistance and change.

Even brief interventions can have a substantial Even brief interventions can have a substantial 
impact on problem behaviour.impact on problem behaviour.

Client motivation can be increased by a variety of Client motivation can be increased by a variety of 
interviewing strategies.interviewing strategies.

Miller, W. R., & Rollnick, S. (2002). Motivational Interviewing: Preparing People 
for Change (2nd ed.). New York, NY: The Guilford Press.
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AskingAsking Makes a DifferenceMakes a Difference

Source: Apprehensions: Barriers to Treatment for Substance Using
Mothers, BC Centre of Excellence for Women’s Health (2001)
Researchers: Nancy Poole and Barbara Isaac

Supports to accessing treatment cited by pregnant and 
parenting women:

• Supportive professionals (77%)

• Supportive family members (68%)

• Supportive friends and recovery group members (47%)

• Children as motivation to get help (47%)

• Health problems as motivation to get help (55%)

Building welcoming support services Building welcoming support services 
at every level of careat every level of care

Addressing Barriers to Treatment for Addressing Barriers to Treatment for 
MothersMothers

Barriers to treatment cited by pregnant and parenting 
women when first accessing support/treatment
• Shame (66%)

• Fear of losing children (62%)

• Fear of prejudicial treatment on the basis of their motherhood 
status (60%)

• Feelings of depression and low self esteem (60%)

• Belief they could handle the problem without treatment (55%)

• Lack of information about what treatment was available (55%)

• Waiting lists for treatment services (53%)

Source: N Poole and B Isaac. (2001) Apprehensions: Barriers to Treatment for 
Substance Using Mothers, BC Centre of Excellence for Women’s Health

Care centred on the mother child unitCare centred on the mother child unit
Shift from expectation that mothers Shift from expectation that mothers 
adapt to systems adapt to systems -- to reorganization of to reorganization of 
providersproviders
Continuity of care between community Continuity of care between community 
and hospitaland hospital
Work to support child protection and Work to support child protection and 
enhanced mothering capacityenhanced mothering capacity

Maternity Care - Fir Square Combined 
Care Unit at BC Women’s and T-CUP 
at St Joseph’s Hospital in Toronto

OutreachOutreach -- AADACAADAC
Enhanced Services for Enhanced Services for 

WomenWomen

AADAC Enhanced Services for Women is an 
initiative designed to better reach women who 
need help for a substance use problem, and to 
provide additional support to them while they are 
in treatment to better ensure success..

Other outreach oriented programming:
CPNP, Pregnancy Outreach Programs and Stop FAS programs

Nutritional Support 
and Services

Advocacy and 
Support on Access, 
Custody and other 

Legal issues

Support/ Counselling
on Substance 

Use/Misuse issues

Advocacy and 
Support on  Housing 
& Parenting issues

Support to build networks 
- both friendship and 

ongoing service support 
networks Healthy Babies, 

Infant/Child
Development

Support in reducing 
exposure to violence 

and building supportive 
relationships

Support on HIV, 
Hepatitis C and 

STD  issues

Pre and postnatal 
Medical Care and 
Nursing Services

Drop In

Out R each

C ris is  Intervention

Advocacy

S upport

C onnecting with other services

Sheway
R educing barriers  to careProject

Comprehensive and Comprehensive and transdisciplinarytransdisciplinary carecare
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Continuing to expand our responseContinuing to expand our response Integrating understanding of Integrating understanding of 
womenwomen’’s experience of traumas experience of trauma

Trauma informed – fully aware of:

the impact trauma has had on the lives of women

the behaviors and responses that might trigger a 

retraumatization,

and

open to understanding how current behaviors are often 

adaptations to past abuses. 

Harris, M., & Fallot, R., D. (2001). Using Trauma Theory to Design 
Service Systems. San Francisco, CA: Jossey Bass.

Integrating our response to include Integrating our response to include 
all drugsall drugs

PregnetsPregnets
Expecting to Quit: Expecting to Quit: 
Best Practices in Best Practices in 
Smoking Cessation Smoking Cessation 
During PregnancyDuring Pregnancy

MotherMother--centered policy and practicecentered policy and practice

Risk assessmentRisk assessment
Mothers affected by Mothers affected by 
FASDFASD

A Spectrum of InterventionsA Spectrum of Interventions

CrossCross--agency Workagency Work
Targeted PreventionTargeted Prevention
Indicated PreventionIndicated Prevention
Tailored TreatmentTailored Treatment
Supportive AftercareSupportive Aftercare

Alberta Alcohol and Drug Abuse Commission. (2003). A
Framework for Addictions Services for Women. Edmonton, AB.
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BEST PRACTICES IN ACTION
GUIDELINES AND CRITERIA FOR WOMEN’S 
SUBSTANCE ABUSE TREATMENT SERVICES

WomenWomen’’s Service Strategy Work Groups Service Strategy Work Group

Debbie BangDebbie Bang St. JosephSt. Joseph’’s Community Health Centres Community Health Centre
Nancy BradleyNancy Bradley Jean Tweed CentreJean Tweed Centre
Virginia CarverVirginia Carver consultantconsultant
Robin CuffRobin Cuff Grace HavenGrace Haven
Lauren EyreLauren Eyre MOHLTCMOHLTC
Janine GatesJanine Gates MOHLTC/consultantMOHLTC/consultant
Kathy KilburnKathy Kilburn Centre for Addiction & Mental HealthCentre for Addiction & Mental Health
Nellie ManleyNellie Manley MOHLTCMOHLTC
Wendy ReynoldsWendy Reynolds AWAREAWARE
Heather ScottHeather Scott New Port CentreNew Port Centre
Darlene SimpsonDarlene Simpson House of House of SophrosyneSophrosyne

Strategies for overcoming barriersStrategies for overcoming barriers

Attention to gender in national drug strategies and policy Attention to gender in national drug strategies and policy 
development, resource allocation and the development development, resource allocation and the development 
and implementation of best practice guidelines for and implementation of best practice guidelines for 
gendergender--responsive servicesresponsive services

Political advocacy, networking and linkages at a variety Political advocacy, networking and linkages at a variety 
of levels and within servicesof levels and within services

Knowledge transfer, training and networking among Knowledge transfer, training and networking among 
professionalsprofessionals

Adapting of evidence based interventions to a variety of Adapting of evidence based interventions to a variety of 
settingssettings

http://www.unodc.org/pdf
/report_2004-08-30_1.pdf

ItIt worksworks when there are values of:when there are values of:

Inclusion, compassion and respectInclusion, compassion and respect
Cooperation and collaborationCooperation and collaboration
Learning together, participation and hopeLearning together, participation and hope
Empowerment, community drivenEmpowerment, community driven
Embracing of complexity, understanding, Embracing of complexity, understanding, 
awareness, inquiryawareness, inquiry

Values and Principles Values and Principles 
for Working Togetherfor Working Together

Source:  Frances Ricks, Jennifer Charlesworth, Gerald Bellefeuille and Anne Field. (1999).  
All Together Now: Creating a Capital Mosiac. Vanier Institute of the Family: Ottawa ON
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PREVENTION OF FASD:
Addressing Pregnancy and

Addiction

Margaret Leslie Dip.C.S., C.Psych.Assoc.

 Director, Early Intervention Programs

 Mothercraft/Breaking the Cycle

March 9 2006

BTC PARTNERS

Mothercraft

Jean Tweed Centre

MotheRisk - 
Hospital for Sick Children

Children’s Aid Society of
Toronto

Toronto Public Health

Catholic Children’s Aid
Society of Toronto

St. Joseph’s Health
Centre

Characteristics of Women
Served

• Parental substance use in family of origin
• Multiple separations, caregivers, and discontinuities of relationships

commencing in early childhood:  (over 80% of women had been in the child
welfare system)

• Severe histories of trauma (physical, sexual and emotional
maltreatment)

• Low level of educational attainment
• Poverty
• Homelessness/housing insecurity
• Mental health problems symptomatology (incl. high rates of suicide attempts

and self-harming behaviours)

• Primary drugs of choice:  crack cocaine and alcohol (average -  10 years)

Mean age of 2 children each (range of 1-12)
• Current legal problems
• Domestic violence
• Isolation/social exclusion

Prevention of FASD

1. Reaching out:

To decrease the isolation of pregnant women using substances through
engagement in relationship

To provide instrumental support including food, transportation,
accompaniment

To increase the knowledge of pregnant women using substances
regarding community resources available to them

To promote the use of services such as primary health care, prenatal
care, medically-supervised withdrawal management programs and
methadone programs, safe housing

To increase maternal involvement in planning for herself and her
expected infant

To enhance efforts to build an integrated and responsive community
referral network.

Prevention of FASD

2. Engagement in relationships

Use respectful, non-judgemental and women-centred
approaches

Use of motivational interviewing strategies

Acceptance of harm reduction goals

It’s not just about engaging with the woman, but engaging with her on the

issues of substance use, pregnancy and parenting.
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Prevention of FASD

3a. Indicated Prevention Strategies

• Access to comprehensive, respectful, flexible and integrated 
programs, designed to prevent or reduce harms associated with 
alcohol or other substance use in pregnancy

•      Attention to the social and economic conditions which influence
prenatal alcohol use, incl.

– Housing stability

– Income stability

– Food security

– Access to primary health care

– Access to prenatal care

– Access to women-centred addiction treatment programs

– Supportive personal relationships free from violence

– Social inclusion

Prevention of FASD

3b. Integrated and coordinated service relationships and
policies
• Collaborative relationships and agreements with other services and

• systems (addictions treatment, child welfare, health/medical, mental
health, employment, corrections, justice, housing/shelter, early
childhood intervention, children’s mental health)

• Outreach to facilitate engagement of women and children into
comprehensive programs

• Acknowledgement and attention to the context of women’s substance
use in pregnancy and while parenting

• Culturally competent programming

• Acceptance of harm reduction goals

• Use of motivational interviewing strategies

• Comprehensive, intensive, coordinated care that is multidisciplinary,
integrates maternal and child services, and is offered through a single
access point

Earlier vs. Later Engagement of
Pregnant Women Using Substances:

• Fewer prenatal risk factors

• Reduced prenatal substance exposure

• Higher birth weight

• Fewer birth complications

• Better postnatal health

• Reduced length of hospital stay

• Decreased mother-infant separations at birth

Prevention of FASD

Keeping the woman, the foetus, and the

child in mind simultaneously and with

equal respect and value
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Violence AgainstViolence Against
WomenWomen
Susan Jack, RN, PhDSusan Jack, RN, PhD

McMaster University, Hamilton, OntarioMcMaster University, Hamilton, Ontario

Prevention of FASD:Prevention of FASD:
Addressing Pregnancy & Addiction Policy ForumAddressing Pregnancy & Addiction Policy Forum

March 9, 2006    Scarborough, OntarioMarch 9, 2006    Scarborough, Ontario

•• Up to 1/3 of Canadian women reportUp to 1/3 of Canadian women report
some form of lifetime physical or mentalsome form of lifetime physical or mental
abuseabuse

•• 1 in 10-12 are abused in any given year1 in 10-12 are abused in any given year**
•• Abused women at Abused women at risk ofrisk of

-- physical injury and deathphysical injury and death
-- emotional disorders, substance dependence,emotional disorders, substance dependence,

depression,depression, suicidalitysuicidality, PTSD, PTSD

ImpairmentImpairment

*data from community samples; rates from clinical samples generally higher

Intimate Partner Violence in PregnancyIntimate Partner Violence in Pregnancy

Rates of abuse ranging from 0.9%-20.1%Rates of abuse ranging from 0.9%-20.1%
((GazmararianGazmararian et al., 1996) et al., 1996)

Most studies cite a rate in the 4%-8%Most studies cite a rate in the 4%-8%
rangerange

Best estimate of Canadian prevalence rateBest estimate of Canadian prevalence rate
is 6.6% is 6.6% (Stewart & (Stewart & CecuttiCecutti, 1993), 1993)

Pregnancy as a Correlate  for IPVPregnancy as a Correlate  for IPV

Controversial whether pregnancy itself isControversial whether pregnancy itself is
actually a high risk period for IPVactually a high risk period for IPV

Pregnancy may be a protective factorPregnancy may be a protective factor

Only consistent finding is that women whoOnly consistent finding is that women who
report experiencing IPV during pregnancyreport experiencing IPV during pregnancy
have been victimized prior to pregnancy.have been victimized prior to pregnancy.
((LipskyLipsky et al., 2005) et al., 2005)

Pregnancy, IPV & Substance AbusePregnancy, IPV & Substance Abuse

Pregnant women who report being aPregnant women who report being a
victim of physical violence, compared tovictim of physical violence, compared to
non-assaulted pregnant women, are morenon-assaulted pregnant women, are more
likely to use substances such as:likely to use substances such as:

Alcohol, tobacco, illicit drugsAlcohol, tobacco, illicit drugs

Temporal sequence between maternalTemporal sequence between maternal
substance use and IPV at the time ofsubstance use and IPV at the time of
pregnancypregnancy……..????..????
Partner alcohol use risk indicator for IPVPartner alcohol use risk indicator for IPV

Harms Associated with IPV inHarms Associated with IPV in
PregnancyPregnancy

Increase risk of maternal, fetal or infantIncrease risk of maternal, fetal or infant
mortalitymortality
Increase risk of infant morbidityIncrease risk of infant morbidity

LBW, SGA, preterm deliveryLBW, SGA, preterm delivery

Indirect negative effects resulting from:Indirect negative effects resulting from:
Stress, substance abuse, suicide attempts,Stress, substance abuse, suicide attempts,
depression, inadequate prenatal caredepression, inadequate prenatal care
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Health Care SystemHealth Care System
Response to the IssueResponse to the Issue

Identification & InterventionIdentification & Intervention

To Screen or Not to Screen?To Screen or Not to Screen?

Promotion ofPromotion of
ScreeningScreening

Response toResponse to
prevalence, costs &prevalence, costs &
consequences of IPVconsequences of IPV

RNAO, SOGC, CPHA,RNAO, SOGC, CPHA,
CNA, OHA, OMA,CNA, OHA, OMA,
OPHA, CPAOPHA, CPA

Proponents ofProponents of
Evidence-BasedEvidence-Based
PracticePractice

FavourFavour caution given caution given
lack of evidence onlack of evidence on
benefits or potentialbenefits or potential
harms associated withharms associated with
screeningscreening
Distinguish betweenDistinguish between
screening & casescreening & case
findingfinding

Current Public Health ResponseCurrent Public Health Response

Mandatory Health Programs & Service Guidelines (1997), PublicMandatory Health Programs & Service Guidelines (1997), Public
Health BranchHealth Branch

Promotion, uptake and implementation of Routine UniversalPromotion, uptake and implementation of Routine Universal
Comprehensive Screening (RUCS) protocolComprehensive Screening (RUCS) protocol

Strategies to increase awareness and promote screening for tobaccoStrategies to increase awareness and promote screening for tobacco
and alcohol use, along with IPVand alcohol use, along with IPV

Promotion of screening toolsPromotion of screening tools
Multi-media public awareness campaignsMulti-media public awareness campaigns
Education to clients accessing public health servicesEducation to clients accessing public health services
Outreach and education of other community healthcare providersOutreach and education of other community healthcare providers

IPV Interventions: Evidence to dateIPV Interventions: Evidence to date

Three recent evidence-based syntheses*Three recent evidence-based syntheses*
have found that most interventions havehave found that most interventions have
not been adequately evaluated tonot been adequately evaluated to
determine effectiveness in reducingdetermine effectiveness in reducing
violence or improving life qualityviolence or improving life quality
There is no evidence evaluating onsiteThere is no evidence evaluating onsite
health care services for abused women.health care services for abused women.

* US Preventive Services Task Force, Canadian Task Force on
Preventive Health Care; Ramsay et al., BMJ 2002; 325:314-327)

Evidence, cont.Evidence, cont.

Shelters have not been adequatelyShelters have not been adequately
evaluated for their ability to reduce re-evaluated for their ability to reduce re-
abuse, or the potential for leading toabuse, or the potential for leading to
reprisal violence against women whoreprisal violence against women who
have to return homehave to return home

Structured post-shelter advocacyStructured post-shelter advocacy
counseling is effective in reducing re-counseling is effective in reducing re-
abuse (fair evidence)abuse (fair evidence)

The evidence for treating batterers orThe evidence for treating batterers or
couples is mixed, but not promisingcouples is mixed, but not promising

 Potential Harms Potential Harms

No studies of either screening or interventions toNo studies of either screening or interventions to
reduce violence have evaluated the potentialreduce violence have evaluated the potential
harms that might arise from intervening, including:harms that might arise from intervening, including:

Involvement of child protection agency in a way thatInvolvement of child protection agency in a way that
puts children and women at greater riskputs children and women at greater risk

Reprisal violence against women who seek or obtainReprisal violence against women who seek or obtain
relief from abuserelief from abuse

Other forms of emotional, financial or other hardshipOther forms of emotional, financial or other hardship
resulting from seeking helpresulting from seeking help
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Bottom lineBottom line
Screening can identify women who are abused,Screening can identify women who are abused,
butbut interventions available through health careinterventions available through health care
have not been proven effectivehave not been proven effective
Universal screening is different from case-Universal screening is different from case-
finding/diagnosisfinding/diagnosis
Non-evidence based guidelines generally favorNon-evidence based guidelines generally favor
screening, based on the prevalence andscreening, based on the prevalence and
consequences of abuseconsequences of abuse
Evidence-based assessments find insufficientEvidence-based assessments find insufficient
evidence to determine whether screening doesevidence to determine whether screening does
more good than harmmore good than harm

VAW Research ProgramVAW Research Program
Principal Investigator:Principal Investigator:
Harriet MacMillan, MD, Harriet MacMillan, MD, MScMSc

Funded by the Ontario WomenFunded by the Ontario Women’’s Health Council,s Health Council,
Ontario Ministry of Health and Long-Term CareOntario Ministry of Health and Long-Term Care

Overall ObjectiveOverall Objective

Answer the question:Answer the question:
Does universal screening for VAW inDoes universal screening for VAW in

health settings do more good than harmhealth settings do more good than harm??

By testing the effectiveness of universalBy testing the effectiveness of universal
screening vs. no screening in:screening vs. no screening in:

reducing violence and improving life qualityreducing violence and improving life quality
balanced against potential harmsbalanced against potential harms

Impact of Policies onImpact of Policies on
System ResponseSystem Response

Challenges to AddressChallenges to Address

Evidence for interventionsEvidence for interventions
Education on IPV for health care providersEducation on IPV for health care providers
Appropriate incentives for health careAppropriate incentives for health care
providers to assess & interveneproviders to assess & intervene
TheThe ‘‘duty to reportduty to report’’ and child welfare and child welfare
legislationlegislation

Interactions with Child WelfareInteractions with Child Welfare
SystemsSystems

Identification of a childIdentification of a child’’s exposure tos exposure to
domestic violence requires a report to thedomestic violence requires a report to the
child welfare systemchild welfare system

Implications for health care providersImplications for health care providers
Implications for mothers experiencing IPV orImplications for mothers experiencing IPV or
substance use issuessubstance use issues
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Bridging of SystemsBridging of Systems

Researchers & decision-makersResearchers & decision-makers
Support for new & existing coalitions betweenSupport for new & existing coalitions between
public health, other health sectors, and childpublic health, other health sectors, and child
welfarewelfare

Inclusion of sectors supporting addiction treatment &Inclusion of sectors supporting addiction treatment &
shelters/transition housing for women escaping abuseshelters/transition housing for women escaping abuse

Benefits: maximize resources, minimize serviceBenefits: maximize resources, minimize service
duplication, increase awareness of services,duplication, increase awareness of services,
supports, resources available, develop consistentsupports, resources available, develop consistent
community approachcommunity approach

Potential IssuesPotential Issues
Impacting IntegrationImpacting Integration

Varying priorities of agenciesVarying priorities of agencies
Production of research evidence frequentlyProduction of research evidence frequently
lags behind policy makerslags behind policy makers’’ needsneeds for for
current evidencecurrent evidence
WomenWomen’’s fears of accessing the systems fears of accessing the system
related to potential consequences orrelated to potential consequences or
harmsharms
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Children’s Aid Society
of Toronto

Sharron Richards, Children’s Aid Society of Toronto

PUBLIC POLICY CONTEXT

� Legal Status of Fetus

LEGISLATIVE CONTEXT

� Child & Family Services Act

AGENCY POLICY CONTEXT

� Statement Regarding the
Protection of the Unborn Fetus/
Child

� Healthy Sexuality Policy

� Children Exposed to Woman Abuse

PRACTICE CONTEXT

� Training

� Ontario Risk Assessment Model

� Pregnancy & After Care Program

� High Risk Infant Program

� Long Term Care Pilot Project

� Substance Involved Parenting &
Practice Guidelines

� Draft Guidelines on Substance
Abuse Testing (1998 & In Revision)
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� Practice Guidelines Between
Toronto Substance Abuse
Treatment Agencies and
Children’s Aid Societies

SYSTEMS BRIDGING

� Enhanced Collaborative
Partnerships

� Increased Community Capacity

1. Diagnostic Capacity & Interpretation

2. Family Supports & Intervention

3. Prevention & Early Intervention

4. Community Education & Awareness

5. Evaluation

6. Research

� Increased Permanency for
Children/Youth

POLICY INTEGRATION
CHALLENGES

� Child Welfare Time Frames

� Child Welfare & Substance
Abuse Sector Tensions

� Information Sharing &
Confidentiality

� Differing Mandates

� Regional Differences

� Structural Issues

� Differing Funding Sources
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System of Care:
Screening, Surveillance, Surveys

“Research”

Colleen Anne Dell, Ph.D.

Carleton University

Canadian Centre on Substance Abuse

March 9, 2006

PREVENTION OF FASD:
ADDRESSING PREGNANCY
AND ADDICTION

BMO Institute for Learning

FASD related research in the
headlines…

“Pregnant Idaho moms could face jail for drug use”
Reuters Health Information, March 3, 2006

“Researchers calculate the costs of Fetal Alcohol
Spectrum Disorder to be upwards of $344 million
annually” CNW Group, Feb 28, 2006

“New report spotlights substance use among pregnant
women” SAMHSA News, July/August 2005

“Are FASD guidelines practical and sustainable” CMAJ
editorial, October 25, 2005

FASD related research in practice…

Application – improving results

Disseminating information

Moving the field forward

FOCUS:  Does the system you work in or study
address women’s health in the context of alcohol
use and/or FASD?

Silent history

Harmful history of attention

“The ‘crack baby’…has resulted from a broader
conjunction of practices and ideologies associated with
race, gender, and class oppression, including the war
on drugs and the discourse of fetal rights” (Logan, E. (2003).
The wrong race, committing crime, doing drugs, and maladjusted for motherhood.
The nation’s fury over ‘crack babies’. (Ed.) L. Gaines & P. Kraska, Drugs, Crime &
Justice. Contemporary Perspectives. Illinois: Waveland Press, Inc. pp. 368.).

“Girls, Women and Substance Use” N. Poole & C.A. Dell

http://www.ccsa.ca/NR/rdonlyres/628CF348-1B92-45D5-A84F-
303D1B799C8F/0/ccsa0111422005.pdf

Improving research on women and
substance use

Focus specifically one women, mainstream sex
and gender into existing research, a
combination.

Modifying fundamental elements of the research
process:
– Engaging women in research

– Choice of research method

– Knowledge translation/dissemination

Could bridging your system and services (research)
with others improve women’s health and pregnancy
outcomes?

INTEGRATION
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