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Implementation of CAPTA as a Policy and Practice Tool 
to Reduce the Impact of Prenatal Alcohol Exposure: 

Points of Agreement 
   
On August 1-2, 2011, a group of representatives of national organizations concerned with 
children affected by prenatal exposure to alcohol and illicit drugs met in Chicago to develop a 
statement focusing on the implementation of the Child Abuse Prevention and Treatment Act 
(CAPTA), as amended in 2010. The provisions of CAPTA with which the group was most 
concerned were (1) the referral of drug or alcohol-affected newborns to child welfare agencies, 
with alcohol exposure and a reference to Fetal Alcohol Spectrum Disorders (FASD) included for 
the first time, and (2) the referral of children 0-2 in a substantiated child welfare case to a Part C 
early intervention agency for developmental screening.  
 
The group’s discussion of CAPTA and FASD issues took place in the context of a much wider 
concern for prenatal substance exposure, which was the basis for the original CAPTA legislation 
in 2004. The group emphasized that FASD is not a diagnostic term, but a broad description of a 
range of effects due to prenatal exposure to alcohol. The ten principles that follow represent the 
points of agreement in the discussions among the representatives attending the meeting. Guiding 
the development of these principles is our unanimous agreement that substance use in pregnancy 
is a public health issue. We strongly oppose referrals to the criminal justice system rather than to 
appropriate treatment. We also oppose targeted screening with toxicological testing at birth, 
which can be subject to bias and can trigger punitive responses in some states and localities.  
These approaches make it more difficult to get pregnant and parenting women the treatment they 
need and affects the ability to access early intervention services for their children. 
 
The statement does not represent the official positions of any of the participants’ organizations; it 
is the intent of the group to circulate this document among their organizations and several others 
that work in this field. The representatives who met in Chicago in August fully recognize there is 
a diversity of perspectives on the issues of prenatal exposure, prenatal screening, and other issues 
touched on in this document, and the group seeks wide review and consideration of these 
thoughts.  
 
Two additional points were also underscored during the discussions: 

• the major challenges facing state and local governments in considering how to respond to 
an issue such as CAPTA in the midst of great fiscal uncertainty and 

• the challenges facing federal agencies in playing their needed oversight role with limited 
resources and multiple demands. 
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The Principles 

 
1. States currently are inconsistent and uneven in their implementation of the CAPTA 

provision to refer substance-exposed newborns to child protective services (CPS) for 
prenatal exposure to alcohol.  Likewise there is inconsistency in the referral of 
substantiated 0-2 cases, many of which involve infants and toddlers affected by prenatal 
alcohol exposure, from CPS to Part C agencies. We believe that this is a missed 
opportunity to give needed attention to FASD issues as intended by Congress in the 2010 
amendments.   

Recommended Action: We urge HHS (including SAMHSA, MCHB, ACF and 
others) and the US Department of Education to work together to provide financial 
incentives and formal guidance in the form of a Program Instruction to states to 
enhance effective implementation of these requirements, including development of a 
model for the Plan of Safe Care that states are required by the CAPTA legislation to 
develop in every referred case.i 

 
2. Congress has required that states track and enumerate prenatal exposure and 

developmental screening in response to prenatal exposure. Most states do not identify, 
collect, or report adequate data on prenatal exposure and referrals to and enrollment in 
early intervention programs for prenatally exposed infants and younger children.   

Recommended Action: We recommend that HHS and the US Department of 
Education provide financial incentives to states to improve data collection, child 
outcomes, and the rate of cases receiving appropriate referrals. 

 
3. HHS, through HRSA and ACF, must assure that use of the term FASD, as referenced in 

the CAPTA amendments of 2010, is clarified to health providers and staff in relevant 
agencies in all states.   

Recommended Action:  We recommend that states, using the most advanced 
 strategies and guidelines for defining the diagnostic components within FASD,  
 should incorporate existing knowledge into state practice and communicate with 

all relevant clinicians, hospitals, and other providers of care to children birth to 
two years.   

 
4. Knowledge of FASD, its identification and strategies for treatment are lacking among 

health, early learning, family and child welfare professionals who come into contact with 
children who have been affected by prenatal alcohol exposure.   

               Recommended Action: We recommend that states provide evidence-based   
  trainingi to personnel across multiple domains, agencies, and disciplines to  
  educate them on issues related to prenatal alcohol exposure and the diagnosis of  
  fetal alcohol syndrome and the broad spectrum of associated disorders that fall  
  within FASD. Recognizing that there are no guidelines for diagnosing Alcohol  
  Related Neurodevelopmental Disorder (ARND) within the newborn or early  
  infancy period, we urge the development of such guidelines. 
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5. A wide range of disciplines and professions are involved in the care and oversight of 
children affected by prenatal exposure to alcohol and illicit drugs. 

Recommended Action:  We urge that Title IV-E-supported training for judges, 
attorneys, and court staff, as well as CPS staff, foster and adoptive parents, and 
others included under the federal Fostering Connections Act training provisions 
should address issues related to FASD. Reflecting the recent amendment to 
CAPTA requiring the training of attorneys for children, guardians ad litem, and 
Court Appointed Special Advocates on early childhood development, we urge 
that such training also include content on FASD.  
 
HHS should encourage, in new applications under the Regional Partnership 
Grants to Assist Children Affected by Parental Substance Abuse that were 
reauthorized in the 2011 reauthorization of the Promoting Safe and Stable 
Families Program, the use of multidisciplinary approaches to addressing FASD. 

 
6. Within the context of the 2010 CAPTA legislation, screening newborns and infants for 

prenatal exposure to drugs and alcohol should not be defined as a single event using a 
single tool, but as a continuing process that includes prenatal screening of the mother 
accomplished through the use of standardized and validated screening instruments, not 
through toxicological testing at delivery.ii 

Recommended Action: Following birth, we urge developmentally appropriate 
screening of all newborns, infants and young children.  This screening should take 
place as a component of primary care, ideally as part of a medical home. For 
infants and children in foster care, this should be consistent with the Fostering 
Connection’s Act’s promotion of the medical home concept. Such screening 
should also be coordinated with other screening requirements, including EPSDT 
and Early Head Start. 

 
7. Extensive research has documented the benefit of prenatal screening, brief interventions, 

and family-based treatment in reducing the effects of prenatal substance exposure. 
Recommended Action:  The Children’s Bureau and HRSA should issue a joint 
announcement to states regarding the importance of prenatal screening coupled 
with brief intervention strategies and longer term family-based treatment as 
needed to reduce the harms associated with prenatal substance use.   
 
Recommended Action:  We urge states to implement policies, including full 
utilization of Medicaid reimbursement, that ensure pregnant women receive 
information about the harm of alcohol use in pregnancy and that provide for 
universal screening of pregnant women utilizing evidence-based instruments and 
priority access to substance abuse treatment for pregnant and parenting women. 
Insurance carriers should be urged to include prenatal substance use education 
and counseling as a covered benefit in all prenatal packages 
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8. There are insufficient data that document the cost effectiveness of screening, brief 
intervention, and treatment that are linked to primary prenatal care. 

Recommended Action:  Additional research should be supported by HHS that 
will increase evidence of the cost savings across systems that result from 
evidence-based early identification and early intervention for infants affected by 
prenatal substance exposure. 

 
9. There are several other major policy and practice issues that require attention and 

revision that would support CAPTA’s provisions regarding prenatal substance exposure:   
  Recommended Action: Federal agencies are urged to address these issues-- 

A. The impact of the Affordable Care Act as it relates to  the prevention of 
substance use in pregnancy; maternal substance abuse screening, diagnosis, 
and treatment availability; and enhancing access to services for their infants 
through early identification and diagnosis 

B. Incorporation of substance use screening and intervention within the Maternal, 
Infant, and Early Childhood Home Visiting Program 

C. Role of state Early Childhood Advisory Councils (required under the Head 
Start reauthorization) in recognizing and addressing the impact of prenatal 
substance exposure on children served by federally supported early childhood 
programs  

D. Utilization of prospective new waivers under Title IV-E to promote FASD 
diagnosis and early intervention and access to family treatment 

E. Examination of the barriers under the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) – real and misperceived – that inhibit 
information sharing related to prenatal substance exposure interventions; this 
information should be clearly explained and available to all providers 

F. Modification of the Child and Family Services Review (CFSR) process to 
measure state compliance with the CAPTA provisions related to identification 
and referral of substance-exposed infants and children 

G. Encouragement of states, and HHS, to support new Child Welfare 
Demonstration Projects pursuant to the Child and Family Services 
Improvement and Innovation Act of 2011 that will address services to 
children with FASD. 

H. Modification of eligibility requirements for IDEA Part C and Part B to 
encompass children at risk for school failure due to prenatal substance 
exposure. 
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Supporting Information 

CAPTA language as amended in 2010 

State Plans shall contain assurances that there is a state law or statewide program that includes: 
* * * 
“(b)(2)(A)(ii) policies and procedures (including appropriate referrals to child protection service 
systems and for other appropriate services) to address the needs of infants  born with and 
identified as being affected by illegal substance abuse or withdrawal symptoms resulting from 
prenatal drug exposure, or a Fetal Alcohol Spectrum Disorder, including a requirement that 
health care providers involved in the delivery or care of such infants notify the child protective 
services system of the occurrence of such condition in such infants, except that such notification 
shall not be construed to— 
 (I) establish a definition under Federal law of what constitutes child abuse or neglect; or 
 (II) require prosecution for any illegal action. 
(iii) the development of a plan of safe care for the infant born and identified as being affected by 
illegal substance abuse or withdrawal symptoms, or a Fetal Alcohol Spectrum Disorder” 
 
Annual state data reports—new language added in 2010 CAPTA amenments 

‘‘(16) The number of children determined to be eligible for referral, and the number of children 
referred, under subsection (b)(2)(B)(xxi), to agencies providing early intervention services under 
part C of the Individuals with Disabilities Education Act (20 U.S.C. 1431 et seq.).’’ 
 
 
------------------------------- 
i ACOG emphasizes that any alcohol use during pregnancy or the infrequent use of controlled substances early in 
pregnancy is subject to reporting to authorities during pregnancy or at birth. In their view, this reporting will quickly 
result in non-disclosure to the provider by pregnant women, who will then miss the education and counseling they 
require. ACOG further emphasizes that most pregnant women who use alcohol and THC are not dependent and do 
respond to provider intervention. 

In response, members of the group noted that there is no safe level of alcohol use in pregnancy and that there is wide 
agreement that referrals should be the basis for supportive services and intervention, and not formal reporting of 
maltreatment, as the CAPTA legislation makes clear that what should be made is a referral or “notification” for 
development of a plan of safe care with the delivery of services, and not a report of abuse or neglect. 

ii ACOG notes that the AAP is developing a comprehensive tool kit for child health providers to guide in the 
recognition and assessment of FASD.  This is a CDC funded project. Contact point is Faiza Khan- fkhan@aap.org. 
ACOG adds: “We agree that the use of a validated maternal screening instrument and not toxicology is important, 
however if toxicology is used, we urge that maternal consent, or at least assent, is obtained. The mother needs to 
understand how this screening will be used.”  

 



 6 

Participants in the Chicago CAPTA meetingiii 

 Ira J. Chasnoff, M.D. 
 Children’s Research Triangle 
 NTI Upstream 
 180 N. Michigan Ave., Suite 700 

Chicago, IL 60601 
ichasnoff@cr-triangle.org  
 

 Sid Gardner 
 Children and Family Futures 

4940 Irvine Blvd. Suite 202 
Irvine, CA 92620 
sgardner@cffutures.org  
 

 Linda Carpenter 
Children and Family Futures 
644 Scandia Pkwy 
Camino Island, Washington 98282 
lcarpenter@cffutures.org  
 

 Lucy Hudson 
Zero to Three Court Teams for Maltreated Infants and Toddlers 
1255 23rd Street, NW, Suite 350,  
Washington, DC 20037 
lhudson@zerotothree.org  
 

 Jeanne Pietrzack 
National Abandoned Infants Assistance Resource Center 
University of California, Berkeley  
1950 Addison Street, Suite 104 # 7402 
Berkeley, CA 94720-7402 
pietrzak@berkeley.edu  

 
 
 
 
 

------------------------------- 
iii The listing of these individuals who participated in the development of this document should not be construed as 
representing an official endorsement by their organization.  
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 Howard A. Davidson, J.D., Director 
ABA Center on Children and the Law 
740 15th Street, N.W. 
Washington, D.C. 20005 
Howard.davidson@americanbar.org  
 

 Jeanne Mahoney, Director of Substance Abuse Issues 
American College of Obstetricians and Gynecologists 
PO Box 96920 
Washington, D.C. 20090-6920 
jmahoney@acog.org  
 

 Michele Lorand 
American Academy of Pediatrics 
Division of Child Protective Services/Dept of Pediatrics 
John H. Stroger, Jr. Hospital of Cook County 
Administration Builidng, 11th Floor 
1900 W. Polk Street 
Chicago, IL 60612 
mlorandmd@gmail.com  
 

 Evelyn Shaw 
Part C agencies 
Campus Box 8040, UNC-CH 
Chapel Hill, NC 27599-8040 
Evelyn.Shaw@unc.edu  
 

 Jan Kasofsky  
Capital Area Human Services District 
4615 Government Street, Bldg. 2 
Baton Rouge, Louisiana 70806 
Jan.kasofsky@la.gov  
 

 Patricia R. Wilson, Commissioner 
Department for Community Based Services 
Cabinet for Health and Family Services 
275 East Main St. 3W-A 
Frankfort, KY 40621 
PatR.Wilson@ky.gov<mailto:PatR.Wilson@ky.gov 
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 Christine Calpin 

Casey Family Programs 
2001 Pennsylvania Ave, NW Suite 760 
Washington, DC 20006 
christinemcalpin@gmail.com  
 

 Mary Bissell 
 Child Focus Partners 

821 Rowen Road 
Silver Spring, Maryland 20910 
mary@childfocusparners.com  

 Ann Honebrink, MD 
Penn Health For Women 
250 King of Prussia Rd 
Radnor, PA 19087-5220 
Business: (610) 902-2500 
Fax: (610) 902-2504 
honebria@pahosp.com  

 
 Carole Hurley, Esq. 

8720 Silverhill Lane 
Austin, Texas 78759 
 

 Rasa M. Ragas, MSW, LSW 
National Association 
of Perinatal Social Workers 
rragas@lumc.edu (work) 
rragas@ameritech.net 

 Kathryn Kelly, Project Director  
FAS/E Legal Issues Resource Center  
Fetal Alcohol and Drug Unit  
180 Nickerson St., Suite 309  
Seattle, WA 98109  
Phone: (206) 543-7155  
Fax: (206) 685-2903  
Email: faslaw@u.washington.edu 

                                                
 


