
PSYCHOLOGICAL SCALES scales.arabpsychology.com

Fetal Alcohol Syndrome (FAS)
Checklist

Authored by

mohammad looti

September 28, 2025

RECOMMENDED CITATION

mohammad looti (2025). Fetal Alcohol Syndrome (FAS) Checklist. PSYCHOLOGICAL

SCALES. Retrieved from https://scales.arabpsychology.com/?p=29727

ARABPSYCHOLOGY.C
OM

https://scales.arabpsychology.com/?p=29727
https://scales.arabpsychology.com/?p=29727
https://scales.arabpsychology.com/?p=29727
https://scales.arabpsychology.com
https://scales.arabpsychology.com


Fetal Alcohol Syndrome (FAS) Checklist 2

PSYCHOLOGICAL SCALES scales.arabpsychology.com

Fetal Alcohol Syndrome (FAS) Checklist

Primary Disciplinary Field(s): Pediatrics, Teratology, Public Health, Developmental Psychology,

Neurodevelopmental Disorders

1. Core Definition

The Fetal Alcohol Syndrome (FAS) checklist serves as a fundamental diagnostic tool, comprising a

systematic compilation of the most common and identifiable physical, neurological, and

developmental indicators suggesting that a child was adversely affected in-utero by maternal

alcohol consumption. Its primary purpose is to standardize the assessment process for healthcare

professionals, facilitating the early identification of individuals who may have been exposed to

alcohol during critical periods of fetal development. While not a standalone diagnostic instrument,

the checklist forms a crucial component of a comprehensive evaluation, guiding clinicians toward a

potential diagnosis of FAS or other conditions within the broader spectrum of Fetal Alcohol

Spectrum Disorders (FASD).

Fundamentally, the checklist outlines a range of characteristic signs and symptoms that manifest

across multiple domains of a child's health and development. These indicators are broadly

categorized into three core areas: distinctive facial features, growth deficiencies, and central

nervous system (CNS) abnormalities. The presence and severity of these indicators, particularly

when observed in specific combinations, are pivotal in differentiating FAS from other

developmental conditions and in affirming a diagnosis. The utility of such a checklist lies in its

ability to prompt further, more in-depth clinical and developmental assessments, ensuring that

affected children receive timely and appropriate interventions.

The symptoms enumerated on the FAS checklist represent the most frequently observed

consequences of prenatal alcohol exposure, highlighting the pervasive and multifaceted impact

alcohol can have on fetal development. These range from visible physical markers like a small

head circumference and specific facial anomalies to less overt, yet profoundly impactful,

neurodevelopmental issues such as cognitive impairments and behavioral challenges. Early

recognition based on these indicators is paramount, as it opens the pathway to specialized care

and support systems designed to mitigate the long-term effects of this preventable condition.

2. Etymology and Historical Development

The recognition of alcohol's teratogenic effects, specifically its capacity to cause congenital

anomalies and developmental delays, has roots stretching back centuries. Ancient texts and

historical accounts from various cultures have alluded to the adverse outcomes associated with

maternal alcohol consumption during pregnancy. For instance, in ancient Carthage, laws

reportedly prohibited newlyweds from drinking alcohol to ensure healthy offspring. Similarly, during
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the eighteenth-century "Gin Epidemic" in London, physicians and social reformers documented a

rise in children born with developmental issues, attributing them to widespread excessive alcohol

intake among pregnant women, sometimes referred to as "gin-soaked babies." However, these

observations were largely anecdotal and lacked systematic medical classification.

The modern understanding and formal classification of Fetal Alcohol Syndrome emerged in the

latter half of the twentieth century. A pivotal moment occurred in 1968 when a French pediatrician,

Dr. Paul Lemoine, and his colleagues in Nantes published a detailed description of distinctive facial

features, growth retardation, and developmental delays in 127 children born to alcoholic mothers.

This groundbreaking work provided the first systematic clinical description of the syndrome.

Following this, in 1973, American dysmorphologists Dr. Kenneth Lyons Jones and Dr. David W.

Smith at the University of Washington independently identified a similar pattern of anomalies in

infants of mothers who consumed alcohol during pregnancy. They coined the term "Fetal Alcohol

Syndrome," solidifying its status as a recognized medical diagnosis and marking the beginning of

dedicated research into its causes, characteristics, and prevention.

The initial descriptions by Jones and Smith laid the groundwork for the development of diagnostic

criteria and subsequently, the formulation of systematic checklists. Over the decades, these criteria

have evolved, becoming more refined and comprehensive. The concept of a "checklist" became

essential for standardizing diagnosis across different clinical settings. Further advancements led to

the recognition that FAS represents the most severe end of a spectrum of effects, prompting the

introduction of the broader umbrella term "Fetal Alcohol Spectrum Disorders (FASD)" in 1996. This

broader term acknowledges that prenatal alcohol exposure can lead to a range of

neurodevelopmental impairments without the full constellation of facial features and growth

deficiencies characteristic of classic FAS. Organizations such as the Centers for Disease Control

and Prevention (CDC) and the American Academy of Pediatrics have since developed and

disseminated comprehensive diagnostic guidelines, including detailed checklists and criteria, to aid

in the consistent identification and management of these conditions.

3. Key Characteristics

The Fetal Alcohol Syndrome checklist delineates a precise set of characteristics across three

primary domains: craniofacial anomalies, growth deficits, and central nervous system (CNS)

abnormalities. The presence, number, and severity of these indicators are crucial for diagnosis,

with a particular emphasis on the combination of features that are highly specific to prenatal

alcohol exposure. While individual symptoms may overlap with other conditions, their distinctive

clustering helps differentiate FAS.

One of the most recognizable and specific sets of indicators involves craniofacial dysmorphology.

Children with FAS often present with a unique triad of facial features. These include short palpebral
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fissures, which are noticeably small eye openings measuring less than the 3rd percentile.

Additionally, a thin upper lip, characterized by a smooth vermilion border and reduced thickness, is

a key marker. The third defining feature is a flattened or absent philtrum, the vertical groove

between the base of the nose and the border of the upper lip. These facial anomalies are

considered sentinel signs of FAS, as they are a direct consequence of alcohol's teratogenic effects

during specific periods of embryological development and are less commonly observed together in

other genetic or environmental conditions.

Growth deficits constitute the second major category on the FAS checklist. These typically

manifest as pre- and/or postnatal growth retardation, indicating that the child's physical

development was significantly impacted before and after birth. Common indicators include short

height (below the 10th percentile), low weight (below the 10th percentile, often described as

excessive thinness of build), and a small head circumference (microcephaly, also below the 10th

percentile). These growth parameters reflect a generalized inhibitory effect of alcohol on cellular

proliferation and development. Unlike growth delays associated with malnutrition or other

conditions, the growth deficits in FAS are often disproportionate and persistent, making them a

critical diagnostic criterion.

The most pervasive and often debilitating consequences of prenatal alcohol exposure are central

nervous system (CNS) abnormalities and neurodevelopmental impairments. This category

encompasses a wide range of functional and structural brain abnormalities, manifesting as a

diverse array of symptoms. Cognitive issues are prominent, including intellectual disabilities,

learning difficulties (especially in mathematics and abstract reasoning), memory deficits, and

significant challenges with executive functions such such as planning, problem-solving, attention,

and impulse control. Children may exhibit difficulties in academic performance, social interactions,

and daily living skills as a result of these cognitive impairments.

Beyond cognitive challenges, CNS abnormalities also lead to a spectrum of behavioral and

neurological issues. Hyperactivity, attention deficit disorder (ADD/ADHD-like symptoms), and

severe mood swings are frequently observed, reflecting disrupted neurochemical pathways and

brain structures responsible for emotional regulation and impulse control. Impaired senses, such

as hearing or vision problems, and poor coordination, including difficulties with fine and gross

motor skills, are also common. Neurological soft signs, such as tremors or an abnormal gait, may

be present. Furthermore, associated congenital malformations, though not direct CNS

abnormalities, often accompany FAS and are part of the broader diagnostic picture; these can

include heart problems (e.g., ventricular septal defects) and renal complications (e.g., kidney

malformations). The diverse manifestation of these CNS impairments underscores the complex

and widespread impact of alcohol on the developing brain, highlighting the critical need for early

and specialized intervention.
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4. Diagnostic Process and Tools

The Fetal Alcohol Syndrome checklist is not a standalone diagnostic tool but rather an integral

component within a comprehensive, multidisciplinary diagnostic process. A definitive diagnosis of

FAS or other Fetal Alcohol Spectrum Disorders (FASD) typically requires a thorough evaluation by

a team of specialists, which may include pediatricians, geneticists, neurologists, developmental

psychologists, and occupational/physical therapists. This team approach ensures that all aspects

of the child's development, physical health, and neurocognitive functioning are thoroughly

assessed, moving beyond a simple identification of symptoms to a nuanced understanding of their

etiology and impact.

A critical, albeit often challenging, aspect of the diagnostic process involves obtaining a confirmed

history of prenatal alcohol exposure. While the presence of characteristic physical features can

strongly suggest FAS, a documented history of maternal alcohol consumption during pregnancy

provides crucial etiological evidence. However, mothers may be hesitant to disclose alcohol use

due to stigma, guilt, or lack of recall, making this information difficult to acquire consistently. In

such cases, the pattern of symptoms on the checklist, particularly the distinctive facial features and

severe CNS involvement, can be strong presumptive evidence, even without a definitive exposure

history. Medical records, interviews with biological family members, and social history reports are

vital sources for gathering this information.

Formal diagnostic criteria, such as those developed by the University of Washington FAS

Diagnostic & Prevention Network (the 4-Digit Diagnostic Code) or guidelines from the American

Academy of Pediatrics, integrate the elements of the FAS checklist into a structured framework.

These criteria typically require evidence in several domains: specific facial anomalies, growth

retardation, and CNS dysfunction, along with confirmed or unconfirmed prenatal alcohol exposure.

The 4-Digit Diagnostic Code, for example, assigns a score of 1 to 4 (1 being least severe, 4 most

severe) in each of four categories: growth deficiency, the FAS facial phenotype, CNS damage, and

prenatal alcohol exposure. A definitive diagnosis of FAS requires specific scores across these

domains, demonstrating that the checklist is integrated into a more quantitative and robust

diagnostic algorithm, allowing for the differentiation between full FAS and other FASD

presentations.

5. Significance and Impact

The Fetal Alcohol Syndrome checklist and the broader diagnostic framework for FASD hold

profound significance for both individuals and public health. Its primary impact lies in enabling early

identification, which is critical for initiating timely and targeted interventions. A diagnosis, even if

challenging to obtain, provides families and caregivers with a concrete understanding of a child's

unique needs, facilitating access to specialized educational programs, behavioral therapies,
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medical management for associated conditions, and social support services. These early

interventions are instrumental in maximizing a child's developmental potential, improving their

adaptive skills, and fostering a more supportive environment for their growth.

From a public health perspective, the existence and utilization of the FAS checklist are vital for

raising awareness about the devastating consequences of prenatal alcohol exposure. It underpins

prevention campaigns that emphasize the unequivocal message that no amount of alcohol

consumption during pregnancy is considered safe. By highlighting the specific and recognizable

indicators, the checklist empowers healthcare providers to educate expectant mothers and the

general public about the risks. This heightened awareness contributes to a reduction in rates of

FAS and other FASD, representing a significant public health achievement, as FAS is entirely

preventable if alcohol is avoided during pregnancy.

Furthermore, early diagnosis through the systematic application of checklist criteria has a

substantial impact on mitigating the risk of secondary disabilities. Children with undiagnosed FASD

are at a significantly higher risk for developing mental health problems, substance abuse issues,

involvement with the criminal justice system, and experiencing difficulties in independent living as

they age. By providing a diagnosis early in life, healthcare professionals and families can

implement strategies to address underlying neurodevelopmental deficits, teach coping

mechanisms, and provide consistent support, thereby reducing the likelihood of these adverse

outcomes. This proactive approach not only improves the quality of life for affected individuals but

also reduces the long-term societal costs associated with managing unaddressed disabilities and

their sequelae.

6. Debates and Criticisms

Despite its critical role in diagnosis and prevention, the Fetal Alcohol Syndrome checklist and the

broader diagnostic paradigm for FASD are subject to ongoing debates and criticisms. One

significant challenge lies in the inherent difficulty of obtaining a definitive diagnosis, particularly due

to the variability in symptom presentation and the reliance on maternal self-report for alcohol

exposure history. The physical characteristics, such as facial anomalies, can be subtle or less

pronounced in some individuals, especially in cases of moderate alcohol exposure or in older

children, making a clear-cut identification challenging. Moreover, the neurodevelopmental

symptoms, such as cognitive issues, hyperactivity, and mood swings, are non-specific and can

overlap with other common childhood conditions like Attention-Deficit/Hyperactivity Disorder

(ADHD) or Autism Spectrum Disorder (ASD), leading to potential misdiagnosis or delayed

diagnosis.

Another area of debate centers on the broadness of the "Fetal Alcohol Spectrum Disorders"

(FASD) umbrella. While the introduction of FASD acknowledges the wide range of effects prenatal
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alcohol exposure can have, it also presents diagnostic complexities. Distinguishing between

classic FAS, Partial FAS (pFAS), Alcohol-Related Neurodevelopmental Disorder (ARND), and

Alcohol-Related Birth Defects (ARBD) often requires highly specialized expertise and

comprehensive assessments that go beyond a simple checklist. Critics argue that the nuanced

differences between these sub-diagnoses within FASD can be difficult for general practitioners to

discern, potentially leading to underdiagnosis of less severe, yet still impactful, forms of alcohol-

related damage or overdiagnosis where other factors might be at play. The precise diagnostic

criteria for ARND, in particular, remain challenging due to the lack of highly specific biomarkers or

physical features, often relying heavily on functional impairments and a confirmed exposure

history.

Furthermore, ethical considerations and concerns about stigma are frequently raised in

discussions surrounding FASD diagnosis. The emphasis on maternal alcohol consumption can

lead to significant guilt, shame, and societal judgment for mothers, which can, in turn, create

barriers to disclosure of alcohol use during pregnancy and impede efforts for early identification.

There are also concerns about the potential for diagnostic labels to stigmatize children, affecting

their self-perception, social integration, and access to opportunities. Balancing the need for early

diagnosis and intervention with the imperative to protect individuals and families from undue blame

or prejudice remains a delicate and ongoing challenge in the field of FASD research and practice.

The availability of reliable, non-stigmatizing screening and diagnostic tools, including improved

checklists, continues to be a priority for researchers and clinicians.

Further Reading

Centers for Disease Control and Prevention (CDC) - Fetal Alcohol Spectrum Disorders (FASD)

American Academy of Pediatrics

Wikipedia - Facial dysmorphology in fetal alcohol syndrome

University of Washington FAS Diagnostic & Prevention Network
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