FETAL ALCOHOL SPECTRUM DISORDER - POVERTY TRAP?
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T

he disease or injury poverty trap refers to a
relationship between ill-health and poverty
in which poverty is a result of ill-health. At
the household level, non-poor people may be
pushed into poverty by their ill-health as a result
of paying for health care in combination with
productivity and income losses. Poor people with
ill-health may be pushed into deeper or persisting
poverty from which they cannot escape. This kind
of trap is well reported for infectious diseases and
unintentional injuries in developing countries
where people have to pay for the cost of health
care at the same time that their incomes are likely
reduced by ill-health.1,2,3
Also, the cycle of disability and poverty is
mentioned in both developed and developing
countries. Generally, people living in poverty are
more likely to expose risks of disease, injury, and
disability. On the other hand, people with
disability and their families spend more on their
medical, educational, and daily living needs, but
earn less income because of their limited
capability or inability, in comparison with people
without disability.4
However, the concept of poverty trap has not
been applied in the field of fetal alcohol spectrum
disorder (FASD) - a lifelong disability caused by
exposure to alcohol during pregnancy and
characterised by physical, mental, behavioural and
learning disabilities. The incidence of this
disorder reportedly varies depending countries,
geographic locations, and groups of population. In
North America, the incidence of FASD is
averagely estimated at 9 per 1000 live births.5
In this paper, we report a discussion of
available evidence regarding the association
between poverty and FASD, and regarding the
economic consequences of FASD on individuals
and families which may materialize an FASD poverty trap.

Association between Poverty and FASD
The association between poverty or low
socioeconomic status (SES) and mothers of
children with FASD is well documented.
According to May et al.6, the risk of bearing a
child with FAS is about 16 times higher for
women of lower SES even with comparable
drinking levels. In many population-based studies,
women with FASD children have lower levels of
education, lower income, and more frequently are
unemployed or underemployed. The followings
are some examples:
Astley et al. (2000)7 conducted a crosssectional survey among women who had given
birth to a fetal alcohol syndrome (FAS) child in
Seattle, USA. Each woman participated in a
structured one-on-one interview developed to
generate a comprehensive profile of sociodemographic characteristics, history, social and
healthcare utilization patterns, adverse social
experiences, alcohol treatment history, and mental
health status. The study found that 78% of
interviewed women had a low income (less than
10,000 per year) and 61% of them did not
complete high school.
May et al. (2005 and 2008)8,9, Urban et al.
(2008)10 and Viljoen et al. (2002 and 2005)11,12
conducted case-control studies in South Africa to
assess the maternal risk factors of FASD. The
characteristics of mothers with FASD affected
children (cases) were compared to mothers
without FASD affected children (controls). All the
studies found income, educational attainment, and
full-time employment were significantly lower
among cases when compared to controls.
Of note, all of these studies were crosssectional, therefore, all we can say is there is an
association between FASD and poverty, and the
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question: "is poverty a result of FASD?" is still
unanswered. In the next section, we provide
available evidence and a brief discussion
surrounding the answer to this question.
Economic Consequences of FASD
The economic consequences of FASD on
individuals and families are reportedly profound,
including both direct costs (i.e. the out-of-pocket
payments by the families) and indirect costs (i.e.
the lost income and lost human potential to earn
income of the affected individuals and their
caregivers).
Direct Costs
The annual cost per person with FASD in Canada
is estimated at $25,000, of which 20% (or $5000)
is paid by family.13,14 This out-of-pocket cost
includes additional costs from transportation and
parking for visiting health care providers, and
externalizing behaviours (including acts of
violence against persons, animals, and/or
property; and stealing were elicited directly in the
inventory). Based on Stade et al14, up to 70% of
households with people with FASD have the
annual income of $34,000 (range $10,000$50,000). Compared to this, the out-of-pocket cost
accounts for 15% (range 10%-50%). These
proportions are comparable with the extra
spending by parents for a child with disability in
UK.15
In North Dakota, USA, the annual cost for
parents with a child with FAS, is estimated at
US$17,400, which includes costs associated with
travel, meals and lodging, insurance deductible,
vacations and sick leave, child care, and telephone
costs.16 This amount is equal to 36.4% of the
median gross household income in North Dakota,
which was $47,800 in 2009.17 This economic
burden is so substantial that may drive households
into poverty, especially those households which
have lower income and/or more children with
FASD.
Indirect Costs
Individuals with FASD may have significant
difficulties with memory, attention, self-care,
decision making, and social skills, and they may
have problems with organization and planning
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their activities, difficulty controlling their
emotions and completing tasks.18 In addition,
secondary disabilities, which are the disabilities
that are not apparent at birth but present in later
years of life, are prevalent among them.
According to Streissguth et al.19, among people
with FASD, more than 90% have mental health
problems, 60% disrupted school experience suspensions, expelled or dropped out, 60% trouble
with the law, 50% confinement including
inpatient treatment or incarceration, 50%
inappropriate sexual behavior, 30% alcohol and
drug use problems, 80% needing dependent living
situations, and 80% have problems with
employment.
It is immensely challenging to truly capture
the indirect costs of these secondary disabilities.
The lost earnings of people with FASD is
unknown. However, Kessler et al.20 reported that
people with serious mental illness had 12-month
earnings averaging $16,306 less than other people
without the condition. Since more than 90% of
people with FASD have mental health problems
as mentioned above, one can somehow estimate
how much their lost earnings are. For children
with FASD, the lost earnings are of the caregivers
who are usually the mothers.21 Studies indicate
there is a reduced rate of maternal employment
among families with a child with disability and
that entries to and exits from poverty are primarily
influenced by changes in labour-related income
and employment status.22
In addition, FASD is often complicated by
medical issues, including a higher rate of heart
disease, hearing and vision problems, among
others.19 Both mental and physical issues can
impede the ability of an individual with FASD to
work and earn a decent living. Their families have
to pay additional costs in raising them.
Consequently, long term productivity of the
individuals with FASD and their families is
impacted because of reductions in savings or
reduced investment in children’s education due to
urgent needs (e.g. medical…).
In summary, individuals with FASD and
their families face a double type of costs,
including the direct costs for taking care of
individuals with FASD and the indirect costs of
lost productivity and human potential. This
economic burden may force them into poverty
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from which they hardly escape. Such a hypothesis
is well supported by Emerson et al.22 who
longitudinally investigated the poverty transitions
among families supporting a child with
intellectual disability. The authors found that
compared to families not supporting a child with
disability, families supporting a child with
intellectual disability were more likely to become
poor and less likely to escape from being poor.
This is exactly the poverty trap being discussed in
this paper. One can expect the same poverty
transitions among families supporting a child with
FASD because leaning or intellectual disability is
a characteristic of FASD.
In conclusion, the economic consequences of
FASD and the poverty trap of intellectual
disability suggest a possibility of the existence of
an FASD-poverty trap – an area that needs further
studies, probably longitudinal, to be determine
and identify the pathways leading people with
FASD to poverty. Such information will be vital
to inform the policies preventing individuals with
FASD and their families from falling into, and
supporting those who are already poor to escape
from, the poverty trap.

4.

Acknowledgements
This work was financially supported by Alberta
Health.

9.

5.

6.

7.

8.

Conflict of Interest
There is no conflict of interest to declare.
Corresponding Author: tnguyen@ihe.ca

10.

REFERENCES
1.

2.

3.

Whitehead M, Bird P. Breaking the poor
health-poverty link in the 21st century: do
health systems help or hinder? Annals of
Tropical Medicine & Parasitology 2006:100(5
and 6):289-99.
Whitehead M, Dahlgren G, Evans T. Equity
and health sector reforms: can low-income
countries escape the medical poverty trap?
Lancet 2001;358:833-36.
Nguyen Xuan Thanh. The injury-poverty trap
in rural Vietnam: causes, consequences, and
possible solutions. PhD thesis, Umea
University, 2005.

11.

12.

Cavalcante FG, Goldson E. Situational
analysis of poverty and violence among
children and youth with disabilities in
Americas – an agenda proposal. Ciencia &
Saude Coletiva 2009;14(1):7-20.
Public Health Agency of Canada. Fetal
alcohol spectrum disorder (FASD): A
framework for action. Accessed March 15,
2012
at
http://www.phacaspc.gc.ca/publicat/fasd-fw-etcafca/framework-eng.php.
May PA, Gossage JP. Maternal risk factors for
fetal alcohol spectrum disorders - not as
simple as it might seem. Alcohol Research &
Health 2011:34(1):15-26.
Astley SJ, Bailey D, Talbot C, Clarren S.
Fetal alcohol syndrome (FAS) primary
prevention
through
diagnosis:
a
comprehensive profile of 80 birth mothers of
children with FAS. Alcohol & Alcoholism
2000:35(5):509-19.
May PA, Gossage JP, Marais AS, Hendericks
LS, Snell CL, Tabachnick BG, Stellavato C,
Buckley DG, Brooke LE, Viljoen DL.
Maternal risk factors for fetal alcohol
syndrome and partial fetal alcohol syndrome
in South Africa: a third study. Alcoholism &
Clinical
Experimental
Research
2008;32(5):738-53.
May PA, Gossage JP, Brooke LE, Snell CL,
Marais AS, Hendricks LS, Croxford JA,
Viljoen DL. Maternal risk factors for fetal
alcohol syndrome in the Western Cape
province of South Africa: a population based
study. Research & Practice 2005;95(7):11909.
Urban M, Chersich MF, Fourie LA, Chetty C,
Oliver L, Viljoen D. Fetal alcohol syndrome
among Grade 1 school children in Northern
Cape province: prevalence and risk factors.
SAMJ 2008;98(11):877-82.
Viljoen D, Croxford J, Gossage JP,
Kodituwakku P, May P. Characteristics of
mothers of children with fetal alcohol
syndrome in the Western Cape province of
South Africa: a case control study. Journal of
Studies on Alcohol 2002;63(1):6-17.
Viljoen DL, Gossage JP, Brooke L, Adnams
CM, Jones KJ, Robinson LK, Hoyme HE,
Snell C, Khaole NCO, Kodituwakku P, et al.
Fetal alcohol syndrome epidemiology in a
South African community: a second study of a
very high prevalence area. Journal of Studies
on Alcohol 2005;66(5):593-604.

J Popul Ther Clin Pharmacol Vol 20(1):e63-e66; March 4, 2013
© 2013 Canadian Society of Pharmacology and Therapeutics. All rights reserved.

e65

Fetal alcohol spectrum disorder – poverty trap?

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

e66

Thanh NX, Jonsson E, Dennett L, Jacobs P.
Costs of FASD. In: Riley EP, Clarren S,
Weinberg J, and Jonsson E (Eds). Fetal
Alcohol Spectrum Disorder - Management
and Policy Perspectives of FASD. WileyBlackwell 2011; 45-69.
Stade B, Ali A, Bennett D, Campbell D,
Johnston M, Lens C, Tran S, Koren G. The
burden of prenatal exposure to alcohol:
revised measurement of cost. Can J Clin
Pharmacol 2009;16(1):e91-e102.
Dobson B, Middleton S, Beardsworth A. The
impact of childhood disability on family life.
Accessed
Oct.
4,
2012
at
http://www.jrf.org.uk/sites/files/jrf/185935289
8.pdf.
Burd L. Fetal Alcohol Syndrome Center in
North Dakota. Accessed April 12, 2012 at
http://www.onlineclinic.com/docs/slides/FAS_Slides.pdf.
Wikipedia. List of U.S. states by income.
Accessed
May
22,
2012
at
http://en.wikipedia.org/wiki/List_of_U.S._stat
es_by_income#States_ranked_by_median_ho
usehold_income.
Institute of Health Economics. Consensus
statement on fetal alcohol spectrum disorders across the lifespan. Accessed March 15, 2012
at
http://www.ihe.ca/documents/FinalWeb_FAS
DStatement.pdf.
Streissguth AP, Bookstein FL, Barr HM,
Sampson PD, O'Malley K, Young JK. Risk
factors for adverse life outcomes in fetal
alcohol syndrome and fetal alcohol effects.
Developmental and Behavioural Pediatrics
2004;25(4):228-38.
Kessler RC, Heeringa S, Lakoma MD et al.
Individual and societal effects of mental
disorders on earnings in the United States:
results from the National Comorbidity Survey
Replication. Am J Psychiatry 2008;165:703711.
Human Resources and Skills Development
Canada. Disability in Canada: A 2006 Profile.
Accessed
Oct.
4,
2012
at
http://www.hrsdc.gc.ca/eng/disability_issues/r
eports/disability_profile/2011/page03.shtml.
Emerson E, Shahtahmasebi S, Lancaster G,
Berridge D. Poverty transitions among
families supporting a child with intellectual
disability. Journal of Intellectual &
Developmental Disability 2010;35(4):224-34.

J Popul Ther Clin Pharmacol Vol 20(1):e63-e66; March 4, 2013
© 2013 Canadian Society of Pharmacology and Therapeutics. All rights reserved.

