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Distinguish

Strengthen

social, neurocognitive, and adaptive profiles of FASDs
and ASD across development

Identify ngtehctlve adolescent interventions for FASDs, ASD, or

communication approaches with families, schools, and
teen

Audience

Discussion

Why is it important to
distinguish between:
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Sean Patrick
& Laura

o=

Sean Patrick dx : ' -

as teen 0 )
* DxwASD X 3 ' \ : ‘

* Mother Laura dx : F

age 57 ‘ 4

Diagnosed ag@ge S7 &
darent of Sean Patrick

Laura

Treatment: Interventions differ

Why Self-Understanding: A teen's identity
Differentiation depends on knowing how their brain works.

Matters Advocacy: Getting the right services in
school and community.

Anticipatory Guidance: Planning for
adulthood.
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Prevalence GENERAL population:
ASD vs FASD

Il| Prevalence

A pilot study of
children in an FASD
clinic in Canada
reported a prevalence

of ASD of 4.1%

A meta-analysis found
the prevalence of ASD
among children with
FASD is 2.6%.

Y, J

Lange, et al. 2018 Young, et al. 2018
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Objective 1: Distinguishing Profiles

£/

11
Overlapping Symptoms
Autism Spect Disord Fetal Alcohol Spectrum
utism g:;-rsu-;nR isorder Shared Features Disorders
A. Social Communication §OC|al|mn:atur|ty etal alcohol exposure
Differences oorsociat daptive Skills Deficits
. . . understanding .
* Social reciprocity p tic L elf-regulation
* Nonverbal communication EETEG EEE difficulties:
« Relationships weaknesses neurobehavioral
. - Emotional emotional dysregulation
B. Restricted / Repetitive .
Patterns dysregulation evelopmental
i Inattention Differences: primary
* Insistence on sameness Hvperactivit neurocognitive difficulties
* Restricted interests yperactivity -~ * Executive dysfunction
+ Sensory processing differences gty e * Memory ;
e Sensory » Cause-effect reasoning
* Repetltlve motor movements .
dysregulation
Roxanne Chang MD 2.2026
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Differences in Brain Biology

ASD

Causes:

Unknown/
multifactorial?
Genetics <>
environment

PAE not considered

Pathogenesis:
Atypical synaptic
development/
pruning/ connection
LARGER structures

Brain areas: LATERAL
Fronto-temporal cortex,
fusiform gyrus, occipito-
temporal lobes

Roxanne Chang MD 3.2026

FASD

Cause:

Some to substantial PAE
(Prenatal Alcohol
Exposure)

Pathogenesis:

PAE injures developing
brain: brain cell loss,
white matter disruption,
altered growth.
Affected structures
SMALLER.

Brain areas: CENTRAL
Prefrontal cortex, cingulate
gyrus, corpus callosum, basal
ganglia, hippocampus, limbic
system

13

Differences in Thinking/ Reasoning

Autism Spectrum Disorder (ASD)

Restricted, repetitive, inflexible play; reduced
symbolic play

Executive . ) . . n
Functioning Variable; not universally impaired

ing Memory Not typically the central deficit
isual-Spatial .
Processing Often a relative strength

Behavioral Regulation il;r:t:: ;’lgldlty, communication limits, sensory

Cognitive Rigidity Core feature

Common, may be complex (motor

Repetitive Behaviors stereotypies, echolalia)

SENELA L LR [T B Extreme sensitivities common

Stevens 2013; Bishop 2007; Carpita 2022; Fernandez-Magalhaus 2025

Fetal Alcohol Spectrum Disorders (FASD)
Appropriate play themes but immature.

Significant deficits - core impairment

Significant deficits - core impairment

Frequently impaired

Marked mood and behavioral dysregulation
(especially for communication skills)

Present but context-dependent
None to simple motor patterns
Sensory sensitivities common but variable

Roxanne Chang MD 12.2025
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Differences in Social Communication

Autism Spectrum Disorder (ASD) Fetal Alcohol Spectrum Disorders (FASD)

Core impairment - Usually low/ atypical. Normal to high. Often overfriendly.

Core impairment — Fundamental impairment,

independent of language. > Generally intact, impaired by language & cognition.

Language Profile Receptive language often >> expressive Expressive often > receptive (atypical)

Core impairment - gesturing, eye contact, and

body language. Gestures and body language generally intact

Difficulty detecting subtle social cues Detect cues but frequently misinterprets them

heory of Mind:

Perspective Taking Core difficulty Present, applied inconsistently

Social Cognition Markedly impaired; often well below global IQ Closer to global 1Q, applied inconsistently

GCERUGEE T [T Few friendships; social isolation common Makes friends but unstable; gullible

7] 7]
9F g | g
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Across settings Generally consistent High variability

Stevens 2013; Bishop 2007; Carpita 2022 Roxanne Chang MD 12.2025
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A 15-year-old boy
* History of alcohol exposure before birth
* Facing several challenges that have become more of
an issue since starting high school.
Strengths
* Loves being with friends and connecting with them
* Iskind and a helper in the class
» Likes to play basketball and is a great singer
Challenges
* Impulsivity,
* Trouble with the "give-and-take" of conversation
» Struggling to follow long lists of instructions
» Difficulty keeping up with schoolwork and chores
* Easily manipulated or taken advantage of by peers
* Getsinto arguments quickly
K- Struggles with making safe or logical choices /
16
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Evaluation X

* Caregiver interview
¢ Child interview/observations

* Cognitive (tests evaluating verbal comprehension, perceptual reasoning, visual-spatial skills, working memory,
and processing speed)

* Achievement (tests evaluating how much students have learned in specific academic areas — math, reading,
written expression)

* Executive functioning (tests evaluating cognitive flexibility and problem solving skills; rating scales assessing
inhibition, shifting, emotional control and self-restraint)

* Social skill functioning (observation/ADOS-2; parent/teacher questionnaires)
* Behavioral functioning (observation; parent/teacher/self-questionnaires)
* Emotional functioning (parent/teacher/self-questionnaires)

* Adaptive functioning (Vineland or ABAs)

17
SRS (Social Responsiveness Scale); High score
He has difficulty with social interactions
ADOS- 2 (Autism Diagnostic Observation Schedule); score not consistent with autism
When he is tested one on one, he does not have autism symptoms consistent with a diagnosis.
Coghitive testing (i.e 1Q testing) : Low scores in
Working memory Processing speed Coghnitive flexibility
(trouble holding info) (takes longer to think) (hard to "switch gears")
18
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Q u e Sti O n S What would you diagnose this teenager with?
for

small groups

Are his social struggles related to difficulty
initiating interactions or difficulty maintain
appropriate interactions?

What intervention strategies might help him?

19

Take Home Points

He has autistic-like behaviors,
but his difficulties with social
interactions are caused by how

his brain manages information,
rather than a lack of social
understanding.

20

10
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Take Home Points

He has autistic-like behaviors,
but his difficulties with social

interactions are caused by how
his brain manages information,
rather than a lack of social
understanding.

His autistic-like behaviors are
due to specific brain-
processing gaps.

21

Take Home Points

He has autistic-like behaviors,
but his difficulties with social
interactions are caused by how
his brain manages information,
rather than a lack of social
understanding.

Itis the "executive function"
deficit that is making it hard
for himto keep up

His autistic-like behaviors are
due to specific brain-
processing gaps.

22

11
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Take Home Points

He has autistic-like behaviors,
but his difficulties with social
interactions are caused by how
his brain manages information,
rather than a lack of social
understanding.

Itis the "executive function"
deficit that is making it hard
for him to keep up

Because of this, the best way
to help himis to focus on
strategies that support
executive functioning.

His autistic-like behaviors are
due to specific brain-
processing gaps.

23

fea e TN S

With FASD, there is a want for connection but loss of the thread;
With ASD, connection can be less intuitive or rewarding

24

12



4/16/26

Objective 2:

Difference in
Interventions

25
Applied Behavior Analysis Families Moving Forward; Family Foundations:
B.E.S.T. Program
Behavioral/cognitive-behavioral Therapy (e.g. Behavioral/cognitive-behavioral therapy
BIACA)
Social skills groups (e.g. PEERs Program) Social skills groups (Good Buddies)
Parent-mediated intervention (e.g. RUBI)/parent Parent management training
management training
Zones of Regulation Zones of Regulation
Speech/language therapy (e.g. social Math Interactive Learning Experience
pragmatics)
Occupational therapy Occupational therapy
GoFAR
26
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Statistics at * Mental health disorders ~ 90% of individuals
. compared to approximately 30% in the general
Transition to population
Adulthood * 63% require independent living support
With FASD * 37% experience employment problems

* 38% alcohol misuse

* 46% other substance misuse

* 30% have legal problems

* 21% require assisted or sheltered housing

¢ MclLachlanK, et al. 2020
¢ Wozniak JR, et al. 2019

Evidence Gap for Adult Interventions

« Critical lack of interventions specifically designed for adolescents and adults with FASD.

» 2 Systematic reviews found for FASD interventions “across the lifespan”
Reid et al. 2015 included 32 studies - FASD interventions across the entire lifespan.
« Evidence that parents and caregivers could benefit from support with child behavior.
« Support for education and advocacy for parents/caregivers, teachers, or child welfare workers.
* majority targeted early to middle childhood but notable absence of research in adolescents and
adults

Flannigan et al. 2020 reviewed 33 studies with interventions to improve mental health and
substance use outcomes

* Most focused on building foundational skills and strategies

* Notable lack of interventions directly targeting mental health and substance use

challenges despite individuals with FASD experiencing remarkably high rates of these
problems beginning early in life and extending throughout adulthood.

28

14
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FASD and the Transition to Adulthood: A Critical Drop-

Off in Services

* Marked decline in interventions and supports as children transition into
adolescence and young adulthood
* Loss of:
* School-based services and mandated supports
* Therapy intensity and care coordination
* Eligibility for pediatric specialty programs
* Increased expectations for independence without parallel supports

* Families and individuals often face:
* Fragmented adult systems

* Limited provider expertise in neurodevelopmental conditions — lack of access for
comprehensive assessment

* Gaps in behavioral, mental health, and vocational/lemployment training and
supports

» Limited housing/independent living supports/services
 Difficulties navigating legal system for their adolescent or adult with FASD

29

Feature ASD FASD
Primarv neurodevelopmental driver Core social-communication Brain-based executive dysfunction
ry P differences and self-regulation impairment
Evidence base for ABA Substantial evidence for skill No robust evidence for standard ABA
acquisition when individualized as a primary intervention
Cause-and-effect learninc Relatively preserved in structured, Often inconsistent due to
kil predictable, non-social contexts neurocognitive impairment

Often reliable when contingencies

Response to reinforcement are clear and consistent

Variable and context-dependent

Possible with structured support and Variable; skills are often context-

Generalization of skills repetition bound, affected by EF

Conceptual synthesis by Senturias, Y., 2026, informed by:

A B A i n AS D VS F AS D Kodituwakku, 2007; Paley & O’Connor, 2009; Bertrand, 2009;
Rasmussen & Bisanz, 2009; Kable et al., 2016; APA DSM-5, 2013.

15
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Feature

ASD

FASD

Impact of cognitive or emotional
load

Skills may hold under moderate
load

Performance deteriorates
rapidly under load

Recommended intensity

May benefit from structured,
time-limited ABA with clear
goals

No evidence, may support
adaptive skills

Most effective behavioral focus

Skill teaching, communication,
adaptive behaviors

Antecedent modification,

environmental supports,
caregiver coaching

Risk if misapplied

Burnout if overly rigid or
intensive

Escalation, shame, repeated
“failure,” trauma reinforcement

Best-practice framing

ABA in ASD vs FASD

Developmental + behavioral
intervention

Neurobehavioral, brain-based
intervention

Conceptual synthesis by Senturias, Y., 2026, informed by:
Kodituwakku, 2007; Paley & O’Connor, 2009; Bertrand, 2009;
Rasmussen & Bisanz, 2009; Kable et al., 2016; APA DSM-5, 2013.

A 17-year-old girl, who was exposed to alcohol
before birth, has been very sensitive to lights and
sounds, needed repetitive routines to feel
comfortable, and had difficulty involving others
in her interests since she was young.

As she has become a teenager, these traits have
evolved into a very intense focus on specific
interests and a struggle with the natural "give-
and-take" of social conversations.

She often struggles to organize her day, solve
problems on the fly, or learn the basic life skills
that many other teenagers pick up more easily.

16
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Evaluation Results

SRS (Social Responsiveness Scale); High score

She has difficulty with social interactions and repetitive behaviors

ADOS- 2 (Autism Diagnostic Observation Schedule); score consistent with autism spectrum.

When she is tested one on one, she has enough autism symptoms to be consistent with a diagnosis.

BRIEF (Behavior Rating Inventory of Executive Function); high score

She has difficulties in working memory, planning, organization, inhibition, and emotional control.

ABAS (Adaptive Behavior Assessment System); low scores

Difficulty with skills of everyday living.

CBCL (Child Behavior Checklist); high scores in Anxious/Depressed, Withdrawn/Depressed, Social
Problems, Thought Problems, Attention Problems

33
What would you What are the §trug_gles
. : she is experiencing
diagnose this teenager hat affect f "
. with? that affect functioning
Questions - the most?
for Small
Grou pS What interventions
could be helpful?
34

17
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* Organize her day (executive function skills)
* Manage emotions (CBT)

35

* She meets criteria for both autism spectrum disorder and FASD.
* Identifying that she has both conditions allows her family and
teachers to provide specific support.
* Herinterventions can now focus on her specific needs by
helping her:
* Understand the unwritten rules of social interaction (social
skills groups),
* Manage sensory overload before it becomes overwhelming
and build practical safety skills for her transition into
adulthood (OT, school)

Objective 3: Strengthening Communication

18
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Audience Discussion

Why do you think autism might
get more attention, resources,
recognition than FASD?

Understanding Stigma in FASD and Autism

Presentation title April 16, 2026 38

38

19
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F .
. - . T
.
Dignity Beyond Diagnosis
Confronting Stigma in FASD and Pregnancy e
ignity &
) &
)
. P
The Barriers: The Path Forward: P B £ o
Layers of Stigma Strategies for Dignit v
Yy g g gnity I""’Usian RES\\\EN(‘E
Moral Judgment Adopt Strength-
and Blame Based Language
Shaming birth mothers creates Using -first language focuses
fear, reducing their willingness to on dignity rather than deficits to
dbdaudc’g‘olusebprwm éy promote community inclusion.
Deficit-Based Provide
Narratives Trauma-Informed Care |
Negative assum| d social Non-punitive, risk-informed messaging
labeling wm :cmlm' ﬁm‘:‘e:; use’ asahealth
and harm the mental health £ 4 condition rather than moral failure.
of individuals. ¢
SN, -
‘ ) . -
Structural and : Address
Media Stigma Social Context
Punitive policies and shaming Training professionals in .
media portrayals structural hifts the y
individuals from engaging in bwslrmwm I:Iunew
necessory treatment. Y social determinants.
Stigma surrounding FASD and alcohol use during pregnancy stems from
moral judgment, punitive policies, and deficit-based narratives that lead to social exclusion.
By shifting toward trauma-informed care and strength-based language, society
can better support the health and dignity of individuals and families.
& 4
A NotebookLM]
CATEGORY FASD ASD
Primary Source of Stigma Judgment of birth parents Misunderstanding of behaviors
Perceived Origin Seen as preventable; blame toward mothers Not seen as preventable; multifactorial
Diagnosis Challenges Limited training; barriers More training; more services
Support Availability Fewer interventions More interventions
Interpretation of Behaviors Seen as willful disobedience Seen as brain-based
Effects Shame, guilt, isolation Masking; mental health
Identity Framing Less tied to neurodiversity Neurodiversity embraced
4/16/26 Sample Footer Text 40
40

20
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Similarities between
FASD and ASD

Both communities
advocate for a shift towards
viewing FASD and ASD as
brain-based conditions
that require strength-
based support and
understanding rather than
judgment.

Diagnosed with
ASD, but profile
really fits FASD -

what next?

42

21
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1. Start with Curiosity

e “Let’s revisit the developmental story.”

* Review prenatal history explicitly and sensitively.
2. Reframe

e Avoid “That diagnosis is wrong.” (Unless parentis
looking specifically for alternative diagnosis.)

e Instead: “There may be another neurodevelopmental

C I_i n i C a l factor influencing behavior.”

3. Highlight Brain-Based Differences

* Emphasize regulation, processing speed, memory,
p p ro a C adaptive function
* Explain variability and inconsistency

4. Adjust Interventions

« Shift from behavioral change > executive function
accommodations & cognitive supports

* Environmental modification over compliance/
consequence-based systems

* Predictability, scaffolding, repetition

Roxanne Chang MD 3.2026

43
LD / TEE

Identit; zHS|elf (l.:\de:lstandin PARENTS | CAREGIVERS

) y . = Difficulties understood as brain-based
“My brain works differently” vs. “I’m bad/lazy” .. .

) ] Realistic expectations
Reduced shame, improved self-compassion X .
Reframing & Scaffolding
Clear language for strengths and challenges . .
. Increased caregiver efficacy & reduced burnout
Emerging self-advocacy
Peer supports
Peer supports
Value of
Correct
Diagnosis
SYSTEMS
. w Services Alignment & Prevention
Consistency Across Environments Appropriate service eligibility
Extended family understanding . .
Intervention matching
Better IEP / 504 precision/ educator understanding . oo
) ! " ) Reduced secondary disabilities
Therapists align treatment to neurocognitive profile .
Overall lower societal cost
44

22
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Thriving

with FASD:
Sean

Patrick &
Laura
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Closing Thoughts

Questions
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