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 Preface

This Diagnostic Guide is the second edition.  Based on our own experience and feedback from others,
we continue to make modifications that enhance accuracy, improve clarity, and increase ease of
usage.  We hope you will find this new approach to the diagnosis of individuals with fetal alcohol
exposure helpful and broadly applicable.
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I. Introduction

Fetal alcohol syndrome (FAS).

FAS is a permanent birth defect syndrome caused by maternal consumption of alcohol during
pregnancy.  The definition of the fetal alcohol syndrome has changed little since the 1970’s when the
condition was first described and refined 1,2,3,4.  The condition has been broadly characterized by pre-
and/or postnatal growth deficiency, a characteristic set of minor facial anomalies, and evidence of
prenatal alteration in brain function such as microcephaly from birth, neurologic problems without
postnatal antecedents, or complex patterns of functional disability.

The difficulty with diagnosing FAS and other disabilities associated with in utero
alcohol exposure.

For the trained clinician, dysmorphologist, or clinical geneticist there is little difficulty in making the
diagnosis of FAS when the typical anomalies in growth, face, and brain are all extreme and the
alcohol exposure is conclusive and substantial.  But the physical, cognitive and behavioral features are
not dichotomous, that is either normal or clearly abnormal.  Rather, the features, and indeed the
history of alcohol exposure, all range along separate continua from normal to clearly abnormal and
distinctive.

In the absence of accurate, reproducible and unbiased methods for measuring and recording the
severity of exposure and outcome in individual patients, diagnoses will continue to vary widely from
clinic to clinic.  From a clinical perspective, diagnostic misclassification leads to inappropriate patient
care, increased risk for secondary disabilities5 and missed opportunities to achieve prevention.  From
a public health perspective, diagnostic misclassification leads to inaccurate estimates of incidence and
prevalence.  Inaccurate estimates thwart efforts to allocate sufficient social and health care services to
this high-risk population and preclude accurate assessment of primary prevention intervention efforts.
From a clinical research perspective, diagnostic misclassification reduces the power to identify
between-group contrasts within studies.  Non-standardized diagnostic methods limit the ability to
compare outcomes between studies.

The primary limitations in the current practice of diagnosing individuals with prenatal alcohol
exposure include:

1. There is no standardized clinical definition of FAS.  Rather, there are diagnostic guidelines that
physicians and medical researchers are encouraged to follow, but the guidelines are not
sufficiently specific to assure diagnostic accuracy or precision.

According to the latest proposed diagnostic guidelines published by Sokol and Clarren3 which are
a minor modification of the 1980 definition of FAS by the Fetal Alcohol Study Group of the
Research Society for Alcoholism 6:
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“The diagnosis of FAS can only be made when the patient has signs of abnormality in each of
the three categories: 1) Prenatal and/or postnatal growth retardation (weight and/or length
below the 10th percentile when corrected for gestational age), 2) central nervous system
involvement (including neurological abnormality, developmental delay, behavioral dysfunction
or deficit, intellectual impairment and/or structural abnormalities, such as microcephaly (head
circumference below the 3rd percentile) or brain malformations found on imaging studies or
autopsy and 3) a characteristic face, currently qualitatively described as including short
palpebral fissures, an elongated midface, a long and flattened philtrum, thin upper lip, and
flattened maxilla.”

Although these descriptions do provide guidance, they are not sufficiently specific to assure
diagnostic accuracy and precision.  The guidelines for CNS dysfunction do not address how many
areas of deficit must be present, how severe the deficits must be or what level of documentation
must exist to substantiate the presence of the deficit (i.e., parental history, psychometric testing or
structural imaging).  The guidelines for the facial phenotype are equally nonspecific.  How many
facial features must be present, how severe must the features be and what scale of measurement
should be used to judge their severity?  One need only read the clinical literature or review
medical records, birth certificates, birth defect registries or ICD-9 codes to see how variably these
criteria are interpreted, applied and reported 7,8,9,10,11.

2. There is a lack of objective, quantitative scales to measure and report the magnitude of expression
of key diagnostic features.

For example, although a thin upper lip and smooth philtrum are key diagnostic features12,
quantitative measurement scales have never been used to measure thinness or smoothness and
guidelines have never been established for how thin or smooth the features must be.  Objective
quantitative scales would not only improve accuracy and precision, but would also establish a
common descriptive language for communicating outcomes in medical records and the medical
literature.

3. The term FAS fails to convey the diversity of disability present in individuals with FAS.

No two individuals with FAS present with the same constellation of anomalies and disabilities.
Growth, facial phenotype, CNS dysfunction and alcohol exposure all vary along separate
continua.  The term FAS only conveys that the condition is permanent and was caused by prenatal
alcohol exposure.  The term does not convey what the individual’s disabilities are.  A
nomenclature that better conveys the diversity of outcomes among individuals with prenatal
exposure would benefit both the patient’s caregivers and their medical/social/educational care
network.

4. The term fetal alcohol effects (FAE) is broadly used and poorly defined.

The term ‘suspected fetal alcohol effects’ was first introduced into the medical literature in 1978
and was defined as ‘less complete partial expressions’ of FAS in individuals with prenatal alcohol
exposure2.  Based on this definition, an individual whose mother drank a few glasses of wine
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intermittently throughout pregnancy and presented with attention deficit hyperactivity disorder
would be diagnosed FAE.  So would an individual whose mother drank a fifth of vodka daily
throughout pregnancy and presented with microcephaly, severe mental retardation, cleft palate
and severe growth deficiency.  The broad use of this term and the reluctance to abandon it points
to the clear need to develop diagnostic terms for individuals with prenatal alcohol exposure who
present with physical anomalies and/or cognitive/behavioral disabilities, but do not have FAS.
New diagnostic terms, which more finely differentiate the variable exposures and outcomes of
these individuals without implying alcohol as the sole causal agent, are needed.

5. Clinical terms like FAE13, alcohol related birth defects (ARBD)4 and alcohol related
neurodevelopmental disorder (ARND)4 inappropriately imply a causal link between exposure and
outcome in a given individual.  Leading dysmorphologists in the field of FAS diagnosis have
formally requested that the term FAE no longer be used for this reason13.

With the likely exception of the facial phenotype, no other physical anomalies or
cognitive/behavioral disabilities observed in an individual with prenatal alcohol exposure are
necessarily specific to (caused only by) their prenatal alcohol exposure.  Features such as
microcephaly, neurological abnormalities, attention deficit, mental retardation and growth
deficiency often occur in individuals with prenatal alcohol exposure, but also often occur in
individuals with no prenatal alcohol exposure.

A new approach to diagnosis.

Each of the above limitations has been overcome with the development the "4-Digit Diagnostic
Code" introduced in this guide.  The four digits reflect the magnitude of expression of four key
diagnostic features of FAS in the following order: (1) growth deficiency, (2) the FAS facial
phenotype, (3) brain dysfunction, and (4) gestational alcohol exposure.  The magnitude of expression
of each feature is ranked independently on a 4-point Likert scale with 1 reflecting complete absence
of the FAS feature and 4 reflecting a strong "classic" presence of the FAS feature.

Benefits of the new diagnostic approach.

This new approach:

1. Greatly increases diagnostic precision and accuracy through the use of objective, quantitative
measurement scales and specific case definitions.

2. Better characterizes the full spectrum of disabilities of alcohol exposed individuals who do and do
not have FAS.

3. Documents the presence of alcohol exposure without judging its causal role.

4. Provides a quantitative measurement and reporting system that can be used independent of the
clinical case definitions.
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While this document might at first appear overly complex and perhaps daunting, one will find that this
new diagnostic approach is logical and easy to use and will greatly facilitate the proper description
and classification of patients presenting with all possible combinations of outcomes and exposure.

Other syndromes

The methods of diagnosing fetal alcohol syndrome and related conditions arise from the larger fields
of teratology and dysmorphology (clinical genetics).  It is essential to remember that isolated features
in many birth defect syndromes overlap with FAS.  A few examples of conditions often easily
confused with FAS include Aarskog syndrome, fragile-x syndrome, fetal hydantoin syndrome and
Noonan syndrome.  Furthermore it is likely that this diagnostic approach to organizing dysmorphic
features and issues of cognitive and behavioral problems could be used for patients exposed to other
potentially teratogenic substances instead of or in addition to alcohol.  This diagnostic guide is "FAS
specific" but this in no way should imply that the diagnostician need not consider alternate syndromic
diagnoses and medical conditions at all times.
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II. FAS Diagnostic Evaluation Form

The FAS Diagnostic Evaluation Form guides the clinical team in the collection, recording, and

interpretation of all key information used to derive an accurate and precise diagnosis.  Although the

most accurate diagnoses are derived when complete information is available across all domains,

complete information is not always available or obtainable.  This is especially true with psychometric

assessments.  Although space has been provided to record a full complement of assessments, we are not

implying that all of these assessments must be conducted to derive a diagnosis.  It is the responsibility of

the clinical team to select the most appropriate psychometric assessment battery.

The form also serves as a template for efficient generation of the final medical summary note.

Where is the information for the Diagnostic Form obtained from?

The information recorded in the Diagnostic Form is obtained from four primary sources:

1. The New Patient Information Form completed by the caregivers (Appendix 1).

2. Medical/psychological/educational assessments conducted prior to the diagnostic evaluation.

3. Assessments administered by the clinical staff at the time of the diagnostic evaluation.

4. The caregiver/patient interview conducted at the time of the diagnostic evaluation

When is the form completed and by whom?

The form is completed by the clinical staff before and during the patient's clinic visit.  Typically, the

clinician completes the following sections: growth, structural and neurologic brain function, facial

features, alcohol exposure and co-morbidities.  The occupational therapist, psychologist and language

pathologist complete the psychometric measures of brain function and the results of the caregiver

interview are completed by the clinician and psychologist.
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FAS Diagnostic Evaluation Form
Medical #  ___________________ Clinic  ________________ Date seen in Clinic   ___ / ___ / ___

Patient's Name: __________ ________ _________________ Age(y) _____ Birth Date  ___ / ___ / ___
First Middle Last

Name person(s) accompanying patient ________________________________________________________

Relationship(s) to patient ___________________________________________ Patient's Gender    M     F

Patient’s Race/Ethnicity: ______________

Form completed by: _________________

Diagnosis made by:  _____________________

Diagnosis(es):  _____________________

_____________________________________

_____________________________________

4-Digit Diagnostic Code Grid
(See instructions in Diagnostic Guide for FAS and Related Conditions)

___ ___ ___ ___

significant severe definite 4 4 high risk

moderate moderate probable 3 3 some risk

mild mild possible 2 2 unknown

none absent unlikely 1 1 no risk

Growth
Deficiency

FAS Facial
Features

Brain
Dysfunction

Growth Face Brain Alcohol Gestational
Alcohol

GROWTH
At Birth

Birth weight: _________ (gms) __________ (lbs/oz.), _______ (centile) for gestational age

Birth length _________ (cm) __________ (inches), _______ (centile) for gestational age

Gestational age at birth_____________ (weeks)
Highest Weight and Height Centiles Recorded

wgt _______(kg), _________(lbs), ______ (centile), age ______(yr)

hgt _______(cm), ________(inches), ______ (centile), age ______(yr), parent adjustment _____(cm)

Lowest Weight and Height Centiles Recorded

wgt _______(kg), _________(lbs), ______ (centile), age ______(yr)

hgt _______(cm), ________(inches), ______ (centile), age ______(yr), parent adjustment _____(cm)

Current Weight and Height

wgt _______(kg), _________(lbs), ______ (centile), age ______(yr)

hgt _______(cm), ________(inches), ______ (centile), age ______(yr), parent adjustment _____(cm)

Birth Parent's Heights

mother’s hgt ____(cm)_____(inches), father’s hgt ____(cm)_____(inches), mid-parent hgt _____(cm)

ABC-Score for Growth Deficiency  Circle the ABC Scores for:

Height Weight
See instructions in the “Diagnostic Guide for FAS” ≤ 3rd centile  =  C C C

for deriving the ABC-score for growth >3rd and ≤ 10th centile  =  B B B
and translating it into a 4-Digit Diagnostic Code > 10th centile  =  A A A

This ABC Score reflects the patient's growth between ________ years and ________ years of age. Page 1 of 7
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FACIAL FEATURES  (and other physical findings)
CURRENT PHENOTYPE:  (Age ________ yrs)

Direct measures
Right palpebral fissure length (PFL) _______ (cm) _______ (z-score)

Left palpebral fissure length (PFL) _______ (cm) _______ (z-score)

Inner canthal distance (ICD) _______ (cm) _______ (z-score)

Not Present Mildly Present Definitely Present*

Flat philtrum*     _____ _____ _____ _____ _____ (flat)
1 2 3 4 5

Thin upper lip*   _____ _____ _____ _____ _____ (thin)

Clinic Photograph Internal Measure True size ______ Units (_______)

Was a facial photograph taken? Yes ___, No ___ Size in photo ______ Units (_______)

Right PFL Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

Left PFL Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

ICD  Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

Not Present Mildly Present Definitely Present Upper Lip

Flat philtrum*     _____ _____ _____ _____ _____ (flat) Circularity**

1 2 3 4 5

Thin upper lip*   _____ _____ _____ _____ _____ (thin)  _________

PAST PHENOTYPE (Age _____ yrs) Internal Measure True size ______ Units (_______)

Source of data ( photograph ___, text record ____ ) Size in photo ______ Units (_______)

Right PFL Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

Left PFL Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

ICD  Length in photo ______ (pixels or mm): True estimate _______ (cm) ______ (z-score)

Not Present Mildly Present Definitely Present Upper Lip

Flat philtrum*     _____ _____ _____ _____ _____ (flat) Circularity**

1 2 3 4 5

Thin upper lip*   _____ _____ _____ _____ _____ (thin)  _________

Facial D-score** ______ Dscore = 0.7408 – 5.7337 (Largest PFL/ICD) + 1.1677 (philtrum Likert rank) + 0.1587 (upper lip Likert rank)

*(Use Lip-Philtrum Guide on page 26, Figure 1)              ** (See Astley & Clarren, 1996)

ABC-SCORE for Facial Phenotype
See instructions in the “Diagnostic Guide for FAS” for deriving the ABC Score and translating it into a 4-Digit Diagnostic Code

5-Point Likert Scale Z-score for Largest  Circle the ABC Scores for:
for Philtrum & Lip Palpebral Fissure Palpebral Fissure Smooth Philtrum Thin Upper Lip

4 or 5 ≤ -2 SD C C C
3 >-2 SD and ≤ -1 SD B B B

1 or 2 > -1 SD A A A

ALL ADDITIONAL PHYSICAL ANOMALIES ON THE BODY
______________________________________________________________________________________
______________________________________________________________________________ Page 2 of 7
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BRAIN FUNCTION

Examiner’s Clinical Judgment of Severity of Outcome
Circle:     0 = Unable to Judge,     1 = Normal,     2 = Mildly Abnormal,      3 = Severely Abnormal

Severity STRUCTURAL
0 1 2 3 OFC _________ (cm) ___________ (centile) at _________ (years) of age.
0 1 2 3 Structural anomalies on CT/MRI __________________________________________________
0 1 2 3 Other: _______________________________________________________________________

NEUROLOGIC
0 1 2 3 Seizure Disorder: type ___________________________________ Age at onset _______ (yrs)

0 1 2 3 Gross motor __________________________________________________________________
0 1 2 3 Fine motor  ___________________________________________________________________
0 1 2 3 Quick Neurological Screening Test score  ___________________________________________
0 1 2 3 Other neurologic signs __________________________________________________________

PSYCHOMETRIC  Provide most recent test scores

0 1 2 3 Intellectual: (test/version)  _____________________________________ Age ________ (yr/mos)

FSIQ or equiv. ____ VIQ _____PIQ _____ PercOrg _____ VerbComp ______ FreeDis _____

Inf. ___ Sim. ___ Arith. ___ Voc. ___ Comm. ___ Dig. ___ Pict C. ____ Pict. A. ___ Blo. ___ Obj. ___ Cod. ___ Maz. ___

___________________________________________________________________________________________________

__________________________________________ Age(s) of previous intelligence tests _________ (yrs)

0 1 2 3 Achievement (test/version) __________________________________ Age _________ (yr/mos)

Subtest Score Type of Score (standard, %, age equiv., T, Z, etc)

_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________

Age(s) of previous Achievement tests _________________________ (yrs)

0 1 2 3 Adaptation (test/version) ____________________________________ Age _________ (yr/mos)
Composite Score Name Score    Type of Score (standard, %, age equiv., T, Z, etc)

_________________________ ______________ _______________________________
Subtest

_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________

Age(s) of previous Adaptation tests ___________________________ (yrs)

See the “Diagnostic Guide for FAS” for instructions on deriving the 4-Digit Diagnostic Code for Brain Dysfunction Page 3 of 7
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BRAIN FUNCTION (Continued)
Examiner’s Clinical Judgment of Severity of Outcome

Circle:     0 = Unable to Judge,     1 = Normal,     2 = Mildly Abnormal,      3 = Severely Abnormal

Severity
0 1 2 3 Psychiatric Diagnoses:  ADHD / ADD ( ____ yes, _____no,  _____ unknown)

other (specify) ________________________________________________________________________________
____________________________________________________________________________

Medication(s) Response (+, -, none ) Medication(s) Response (+, -, none )
__________________ _______________ _________________ __________________
__________________ _______________ _________________ __________________
__________________ _______________ _________________ __________________

0 1 2 3 Neuropsychological (e.g., VMI, CVLT-C, Halstead-Reitan, WRAML, Rey, Bender-G, Luria-Nebraska, etc)
Test name Score Type of Score (standard, %, age equiv., T, Z, etc) Age (yr/months)

____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________

0 1 2 3 Language
Test name Score Type of Score (standard, %, age equiv., T, Z, etc) Age (yr/months)

____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________
____________________ _________ ___________________________ _____________

0 1 2 3 Mental State Reasoning Test 14, 15 Age _________ (yr/mos)

1st Order  ( Belief  ________  Justification ________) 2nd Order ( Belief ________Justification  ________)

0 1 2 3 Narrative Test 14, 15 Age _________ (yr/mos)

Bus Story _____________________________ Frog Story ___________________________
0 1 2 3 Developmental (test/version) ____________________________________ Age ______ (yr/mos)

Subtest Score Type of Score (standard, %, age equiv., T, Z, etc.)

____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________
____________________________________ _______________ ________________________________

See the “Diagnostic Guide for FAS” for instructions on deriving the 4-Digit Diagnostic Code for Brain Dysfunction                                     Page 4 of 7
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BRAIN FUNCTION (Continued)
Examiner’s Clinical Judgment of Severity of Outcome

Circle:          0 = Unable to Judge,             1 = No, Normal             2 = Yes, Mildly Abnormal,           3 = Yes, Severely Abnormal

Severity CAREGIVER INTERVIEW  These observations are intended to support, not define, clinical impressions

Planning
0 1 2 3 Needs considerable help organizing daily tasks
0 1 2 3 Cannot organize time,
0 1 2 3 Doesn't understand concept of time
0 1 2 3 Difficulty in carrying out multi-step tasks
0 1 2 3 Other ___________________________________________________________________________________

Behavioral Regulation/ Sensory Motor Integration
0 1 2 3 Poor management of anger / tantrums
0 1 2 3 Mood swings
0 1 2 3 Impulsive
0 1 2 3 Compulsive
0 1 2 3 Perseverative,
0 1 2 3 Inattentive
0 1 2 3 Inappropriately [ high or  low ] activity level
0 1 2 3 Lying/stealing
0 1 2 3 Unusual [ high  or low ] reactivity to [ sound   touch    light ]
0 1 2 3 Other ___________________________________________________________________________________

Abstract Thinking / Judgment
0 1 2 3 Poor judgment
0 1 2 3 Cannot be left alone
0 1 2 3 Concrete, unable to think abstractly
0 1 2 3 Other ___________________________________________________________________________________

Memory / Learning / Information Processing
0 1 2 3 Poor memory, inconsistent retrieval of learned information
0 1 2 3 Slow to learn new skills
0 1 2 3 Does not seem to learn from past experiences
0 1 2 3 Problems recognizing consequences of actions
0 1 2 3 Problems with information processing speed and accuracy
0 1 2 3 Other ___________________________________________________________________________________

Spatial Memory
0 1 2 3 Gets lost easily, has difficulty navigating from point A to point B
0 1 2 3 Other ___________________________________________________________________________________

Social Skills and Adaptive Behavior
0 1 2 3 Behaves at a level notably younger than chronological age
0 1 2 3 Poor social/adaptive skills
0 1 2 3 Other ___________________________________________________________________________________

Motor/Oral Motor Control
0 1 2 3 Poor/delayed motor skills
0 1 2 3 Poor balance
0 1 2 3 Other ___________________________________________________________________________________

0 1 2 3 Behavioral/Social Competence: (test) ____________________________ Age _______ (yr/mos)

Subtest Score Type of Score (standard, %, age equiv., T, Z, etc)

_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________
_________________________ ______________ _______________________________

See the “Diagnostic Guide for FAS” for instructions on deriving the 4-Digit Diagnostic Code for Brain Dysfunction Page 5 of 7
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MATERNAL ALCOHOL USE

Alcohol consumption of the birth mother
Before pregnancy: Average number of drinks per drinking occasion: ______________________

Maximum number of drinks per occasion: ______________________

Average number of drinking days per week: ______________________

Type of alcohol consumed ___Wine, ___ Beer, ___ Liquor, ___ Unk., ___ Other (specify) ________________

During pregnancy: Average number of drinks per drinking occasion: ______________________

Maximum number of drinks per occasion: ______________________

Average number of drinking days per week: ______________________

Type of alcohol consumed ___ Wine, ___ Beer, ___ Liquor, ___ Unk., ___ Other (specify) _______________

Trimester(s) in which alcohol was consumed ____ 1st  ____ 2nd  ____ 3rd  ____ Unk.  ____ None

No Suspected Yes Unknown
Was the birth mother ever diagnosed with alcoholism? ___ ______ ___ _______

Was the birth mother ever reported to have a problem with alcohol? ___ ______ ___ _______

Did the birth mother ever receive treatment for alcohol addiction? ___ ______ ___ _______

Was alcohol use during this pregnancy positively confirmed? ___ ______ ___ _______

If, yes, source of confirmation __________________________________________________________

Reported use of alcohol during pregnancy is: ___ Reliable, ___ Somewhat reliable, ___ Of unknown reliability

Other information about alcohol use during pregnancy: ________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

4-DIGIT RANK for Alcohol Exposure

4-Digit Diagnostic
Code Rank

Gestational Alcohol
Exposure Category Description

4 High Risk

l Alcohol use during pregnancy CONFIRMED
and

l Exposure pattern is consistent with the medical literature placing
the fetus at “high risk” (generally high peak blood alcohol
concentrations delivered at least weekly in early pregnancy).

3 Some Risk

l Alcohol use during pregnancy CONFIRMED
and

l Drinking occurred in gestation in frequencies and volumes less
than in category (4) or exact amounts unknown.

2 Unknown Risk
l Gestational exposure is simply not known or information is of

questionable reliability

1 No Risk
l Alcohol use during pregnancy is CONFIRMED to be completely

ABSENT.
Circle the 4-Digit Diagnostic Code Rank in the table above that best reflects the patient's gestational Alcohol Exposure Category Page 6 of 7
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CO-MORBIDITIES
O-MORBIDITIES
PRENATAL

High risk Some risk Unknown risk No risk
4 3 2 1

See the “Diagnostic Guide for FAS” for instructions on deriving the rank for Prenatal Co-morbidities

Prenatal
1. Poor prenatal care: ____ No     ____ Suspected     ____ Yes     ____ Unknown

2. Complications/trauma (specify) ____________________________________________________
Genetics

1. Parental learning difficulties (e.g. Special Ed., ADD, MR, did not complete high school, etc.)

Mother ____ No     ____ Suspected     ____ Yes     ____ Unknown

Father ____ No     ____ Suspected     ____ Yes     ____ Unknown

If yes, specify Maternal _____________________________________________________________

Paternal ______________________________________________________________

2. Other conditions of heritability or malformation that may be significant in this case. (specify)

______________________________________________________________________________

Other Potentially Teratogenic Exposures

_________________________________________________________________________________

_________________________________________________________________________________

POSTNATAL
High risk Some risk Unknown risk No risk

4 3 2 1
See the “Diagnostic Guide for FAS” for instructions on deriving the rank for Postnatal Co-morbidities

Perinatal Difficulties

_________________________________________________________________________________

_________________________________________________________________________________

Issues of Nurture

1. Abuse:  Physical ____________________________   Sexual _____________________________

2. Number of home placements ______________________________________________________

3. Other (e.g., neglect, adverse home environment, etc)   _______________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Other Issues That Could Explain Brain Dysfunction (e.g., head injuries, fever, chronic substance abuse, etc.)

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
Page 7 of 7
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FAS Diagnostic and Prevention Network
Preliminary Summary and Recommendations

The final medical summary will be sent to you in approximately two weeks.

Patient Name:  _______________________________________ Clinic:  ____________________

Birth Date:  _____ / _____ / _____ Clinic Date: ____ / ____ / ____ Clinic phone:  _______________

Diagnostic Outcome:  ______________________________________________________________

Result(s) of assessment(s) performed in Clinic (if applicable):

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Recommendations for Follow-Up

A. Medical Issues
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

________________________________________________________________________Page 1 of 2
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FAS Diagnostic and Prevention Network
Preliminary Summary and Recommendations

Patient Name:  ________________________________ Birth Date:  _____ / _____ / _____

Recommendations for Follow-Up

B. Developmental, Educational, Vocational, Mental Health, and Family Issues
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________ Page 2 of 2
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III. Diagnostic Evaluation Form Instructions
A. The 4-Digit Diagnostic Code

What are the 4 Digits?
The four digits reflect the magnitude of expression of the four key diagnostic features of FAS in the
following order:  (1) growth deficiency, (2) the FAS facial phenotype, (3) brain dysfunction, and (4)
gestational alcohol exposure.  The 4-Digit Diagnostic Code is generated at the completion of the
diagnostic evaluation using information recorded on the FAS Diagnostic Evaluation Form.  The code is
derived following the directions in Sections III. B. 1 through B. 4.

4-Digit Diagnostic Code Grid

3 4 4 4

significant severe definite (4) X X X (4) high risk

moderate moderate probable (3) X (3) some risk

mild mild possible (2) (2) unknown

none absent unlikely (1) (1) no risk

Growth
Deficiency

FAS Facial
Features

Brain
Dysfunction

Growth Face Brain Alcohol Gestational
Alcohol

The 4-Digit Diagnostic Code 3444 inserted in the grid is one of twelve that
qualifies as a diagnosis of FAS.

How are the 4 Digits ranked?
The magnitude of expression of each feature is ranked independently on a 4-point Likert scale with 1
reflecting complete absence of the FAS feature and 4 reflecting a strong "classic" presence of the FAS
feature.  Specific guidelines for ranking the magnitude of each of the FAS features are presented in
Section III.B.

How many 4-Digit Diagnostic Codes are there?
There are 256 possible 4-Digit Diagnostic Codes ranging from 1111 to 4444.  The 256 codes and their
corresponding clinical names are listed in numerical order in Section VI.

We have created diagnostic categories for all potential codes, even though to date we do not expect to
see all of these situations in clinic.  For example, 1111 reflects a normal exam in an individual who was
definitely not exposed to alcohol.  Such patients are seen by primary physicians daily, but are unlikely
to be referred to a FAS clinic.  Other codes like 4441 would represent a “classic” clinical presentation
of FAS with a confirmed absence of alcohol exposure during gestation.  We have never seen such a
case (or phenocopy), but we may some day.
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How many different Clinical Diagnostic Categories are there?
Each 4-Digit Diagnostic Code falls into one of 22 unique Clinical Diagnostic Categories (labeled A
through V).  A list of the 22 Diagnostic Categories is presented in Section IV.  A list of the 4-Digit
Diagnostic Codes, which fall within each Clinical Diagnostic Category, is presented in Section V.

What are the names of the Clinical Diagnostic Categories?
The following terms are used in varying combinations to name the 22 diagnostic categories.  They
include:

l Sentinel Physical Findings:
The adjective "sentinel" refers to physical findings that are key diagnostic features of FAS.  These
include a unique cluster of minor facial anomalies (short palpebral fissures, thin upper lip and a
smooth philtrum) and growth deficiency.  Other physical findings (major or minor anomalies) may
be detected instead of or in addition to these sentinel findings that may suggest alternate or
additional conditions.  There are places on the Diagnostic Evaluation Form to record and interpret
other physical findings.

l Static Encephalopathy:
The term "encephalopathy" refers to any physical abnormality in the brain.  Such abnormalities
can vary in magnitude from structural defects that are apparent on an image like a CT scan to
micro-cellular abnormalities that can only be confirmed with tissue samples or neurochemical
analysis.  The term "static" means that the physical abnormality in the brain is unchanging, neither
progressing nor regressing.  The term "static encephalopathy" is used in this diagnostic system
when the patient presents with cognitive/behavioral dysfunction which is accompanied by
structural, neurologic, and/or psychometric measures which strongly support the presence of
structural brain abnormalities.  The term does not define or suggest any specific pattern of
structural abnormality or cognitive/behavioral dysfunction.

l Neurobehavioral Disorder:
This term is used in this diagnostic system when the patient presents with cognitive/behavioral
dysfunction, but structural, neurologic and psychometric measures do not unequivocally support
the presence of structural brain abnormalities.

l Alcohol (Exposed, Not Exposed, Exposure Unknown):
This term is used to reflect the exposure status of the fetus.  It is reported independent of outcome
and does not imply a causal association between exposure and outcome.

l Fetal Alcohol Syndrome:
The term FAS is used to refer to patients who present with one of twelve 4-Digit Diagnostic Code
combinations reflecting growth deficiency, the FAS facial phenotype and brain dysfunction.

l Atypical Fetal Alcohol Syndrome:
This term is introduced for use with a relatively small group of patients who have static
encephalopathy, most of the sentinel physical findings of FAS, and were alcohol exposed.  Given
the fact that variable presentation is the rule rather than the exception after teratogenic exposure in
gestation, we felt it was appropriate to establish this marginal category.
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The names assigned to each diagnostic category reflect the patient's clinical outcome and alcohol
exposure.  The names are listed in Sections IV and V.  The first three categories (A through C) meet
the criteria for a clinical diagnosis of FAS and are named as such.  The fourth category (D) applies to
the patient who presents with all of the features of FAS, but has a confirmed absence of gestational
alcohol exposure.  This category is referred to as a FAS Phenocopy and has yet to be observed.

The remaining 19 categories (E through V) do not meet the minimum criteria for FAS and are
subsequently named to reflect the Likert ranking of each digit in the 4-Digit Diagnostic Code.  For
example, a code of 4333 is the Diagnostic Category called "sentinel physical findings / static
encephalopathy (alcohol exposed)".  Many of these patients might have previously been referred to
variably as having possible fetal alcohol effects (PFAE), alcohol related birth defects (ARBD), or
alcohol related neurodevelopmental disorder (ARND).  This new nomenclature supersedes all of these
terms.

How are the Clinical Diagnostic Category names constructed?

l Growth deficiency and facial characteristics are physical features.  When either feature receives a
rank of 3 or 4, sentinel physical findings is placed at the beginning of the name.

l When brain dysfunction receives a rank of 2, the term neurobehavioral disorder is included in the
name.  When brain dysfunction receives a rank of 3 or 4, the term static encephalopathy is
included in the name.

l When alcohol exposure receives a rank of 3 or 4, (alcohol exposed) is placed at the end of the
name.  When alcohol exposure receives a rank of 2, (alcohol exposure unknown) is placed at the
end of the name.

4-Digit Diagnostic Code:  Nomenclature

3 2 4 2
significant severe definite (4) X (4) high risk

moderate moderate probable (3) X (3) some risk

mild mild possible (2) X X (2) unknown

none absent unlikely (1) (1) no risk

Growth
Deficiency

FAS Facial
Features

Brain
Dysfunction

Growth Face Brain Alcohol Gestational
Alcohol

KEY

 Growth and Face  Brain  Alcohol

 sentinel physical findings  static encephalopathy  alcohol exposed

 neurobehavioral disorder  alcohol exposure unknown

The 4-Digit Code 3242 would receive the clinical name sentinel physical findings / static
encephalopathy / alcohol exposure unknown.  A code of 1223 would receive the clinical name
neurobehavioral disorder / alcohol exposed.
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Which new Diagnostic Categories represent the category we use to call FAE?
Diagnostic Categories E through I would have previously been referred to as "fetal alcohol effects",
"alcohol related birth defects" or "alcohol related neurobehavioral disorder".  Categories J through V
are new categories that describe a large number of patient groups who have never been adequately
classified or described in the past.

How do you explain the diagnosis to the patient?
At the end of this manual (Section VII) are summary explanations for each of the 22 Clinical
Diagnostic Categories.  These summaries can be used as the first page of the patient's final medical
summary note.
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III. Diagnostic Evaluation Form Instructions
B.1. Scoring Growth Deficiency

What type of growth deficiency are we looking for?

We are looking for growth deficiency characteristic of a teratogenic insult, not characteristic of
postnatal environmental factors such as nutritional deprivation or chronic illness.  We want to answer
the question ‘What is the patient’s growth potential after controlling for parental height and postnatal
environmental influences?’  Growth deficiency of teratogenic origin is likely to present as a relatively
consistent impairment over time (i.e., the patient’s growth follows the normal curve, but is below
genetic expectation for family background).  In contrast, growth deficiency due to postnatal
environmental influences is likely to present as periodic fluctuations in the curve.  Separating the two
growth patterns requires astute clinical judgment.

The method described below allows one to rank a patient’s overall growth pattern on a single 4-point
Likert scale with 1 equal to normal and 4 equal to significantly deficient.  Not all patients will have
complete growth curves available, therefore, a guide is provided below for prioritizing the ranking of
the patient’s growth over a lifetime

Method for ranking the growth component of the 4-Digit Diagnostic Code

A. Height should be age and gender adjusted and should be adjusted for parental height, if possible.

B. Weight should be age and gender adjusted.  Weight is not adjusted for height.  Normal growth
charts are provided in Section VIII.

C. For ranking purposes, the growth curve is separated into two parts:
1. Prenatal growth (birth measures)
2. Postnatal growth (all measures collected after birth)

Select the part of the growth curve with the greatest deficiency in the height centile.

If the prenatal height centile is lower than all postnatal height centiles, proceed to section D
for instructions on how to rank prenatal growth.

If any of the postnatal height centiles are lower than the prenatal height centile, select the
point or consecutive points on the curve that reflect the lowest height centiles that cannot be
attributed to postnatal environmental influences such as nutritional deprivation or chronic
illness.  If the height deficiency is reflected in a series of points on the curve, as opposed to a
single point, rank the level of deficiency based on the centile range where the majority of the
points fall.  Proceed to section D for instructions.
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D. Rank the level of deficiency of the height and weight centiles for the section of the curve with
greatest deficiency in the height centile by circling A, B or C in the ABC-Score table at the
bottom of page 1 of the FAS Diagnostic Evaluation Form.  This ABC-Score table is
duplicated below as Table 1.

Table 1: Deriving the ABC-Score for Growth

Circle the ABC-Score for:
Centile Range Height Weight

≤ 3rd C C
>3rd and ≤ 10th B B

>10th A A

E. Next, refer to Table 2 to determine the 4-Digit Diagnostic Code Rank of the Height-Weight
ABC-Score recorded in Table 1.  Transfer the resulting 4-Digit Diagnostic Code Rank for
growth to the 4-Digit Diagnostic Code Grid at the top of page 1 of the FAS Diagnostic
Evaluation Form.

Table 2: Converting the Growth ABC-Score to a 4-Digit Diagnostic Code Rank for Growth

4-Digit
Diagnostic Code

Rank
Growth Deficiency

Category
Height-Weight

ABC-Score Combinations
4 Severe CC
3 Moderate CB, BC
2 Mild CA, BB, AC
1 None BA, AB, AA
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Example for Scoring Growth Deficiency

Patient's Growth Record:

Age (years) Height Centile Weight Centile

birth 0.0 5 % 2 %
1.5 10 % 15 %
5.0 12 % 20 %
7.0 12 % 10 %

15.5 15 % 30 %
Assume the clinical records rule-out any environmental influence on postnatal measures.

Scoring:

l Priority would be placed on ranking the birth measures because the birth height centile is lower than
all postnatal height centiles recorded.

l Birth height would be ranked > 3rd and ≤≤ 10th  (or Rank B) in Table 1.

Birth weight would be ranked ≤≤ 3rd  (or Rank C) in Table 1.

Table 1: Deriving the ABC Score for Growth

Circle the ABC-Scores for:

Centile Range Height Weight

≤ 3rd C C

>3rd and ≤ 10th B B

>10th A A
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l The Height-Weight ABC-Score would be BC according to Table 2.

l The Growth Deficiency Category would be Moderate according to Table 2.

l Moderate growth deficiency receives a rank of 3 in the 4-Digit Diagnostic Code in Table 2.

Table 2: Converting the Growth ABC-Score to a 4-Digit Diagnostic Code Rank for Growth

4-Digit
Diagnostic Code

Rank
Growth Deficiency

Category
Height-Weight

ABC-Score Combinations
4 Severe CC

3 Moderate CB, BC
2 Mild CA, BB, AC
1 None BA, AB, AA

The number 3 would be transferred to the 4-Digit Diagnostic Code Grid on page 1 of the FAS
Diagnostic Evaluation Form (as duplicated below).

Result:

4-Digit Diagnostic Code Grid

3

significant severe definite (4) (4) high risk

moderate moderate probable (3) X (3) some risk

mild mild possible (2) (2) unknown

none absent unlikely (1) (1) no risk

Growth
Deficiency

FAS Facial
Features

Brain
Dysfunction

Growth Face Brain Alcohol Gestational
Alcohol
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III. Diagnostic Evaluation Form Instructions
B.2. Scoring the Facial Phenotype

Method for ranking the facial phenotype component of the 4-Digit Diagnostic Code

A. The largest palpebral fissure length (PFL) is measured and ranked according to its z-score (or how
many standard deviations above or below the norm it is).  The palpebral fissures are adjusted for age
and when possible, race.  Eyes must be wide open to obtain accurate measures16, 17.  A normal
palpebral fissure length chart is provided in Section VIII18.

B. The upper lip and philtrum are measured independently using the 5-point pictorial Likert scale
presented on the Lip-Philtrum Guide (Figure 1).  Lips must be gently closed with no smile to obtain
accurate measures (Figure 2)17.  The physician’s eyes must be in the patient’s Frankfort Horizontal
plane (represented by a line drawn from the external auditory canal to the lower border of the orbital
rim).  This is crucial for accurate measurement of upper lip thinness (Figure 3)

C. Rank the size, smoothness and thinness of the fissures, philtrum, and upper lip respectively by
circling A, B, or C in each column in the ABC-Score table at the bottom of page 2 of the FAS
Diagnostic and Evaluation Form.  This table is duplicated below as Table 3.

Table 3: Deriving the ABC-Score for Facial Phenotype

5-Point Likert Z-score* Circle the ABC-Scores for:
Scale for

Philtrum & Lip
for Largest

Palpebral Fissure
Palpebral
Fissure Philtrum Upper Lip

4 or 5 ≤ -2 SD C C C
3 >-2 SD and ≤ -1 SD B B B

1 or 2 > -1 SD A A A
* z-score = (patient PFL - normal population PFL)/(normal population PFL standard deviation)

D. Next, refer to Table 4 to determine the 4-Digit Diagnostic Code Rank based on the ABC-Score
derived from Table 3.  Transfer the resulting 4-Digit Diagnostic Code Rank for face to the 4-Digit
Diagnostic Code Grid on page 1 of the FAS Diagnostic Evaluation Form.

Table 4: Converting the Facial ABC-Score to a 4-Digit Diagnostic Code Rank for Face

4-Digit
Diagnostic Code

Rank*

Level of
Expression of

FAS Facial Features
Palpebral Fissure - Philtrum - Lip

ABC-Score Combinations
4 Severe CCC
3 Moderate CCB, CBC

BCC

2 Mild
CCA, CAC, CBB, CBA, CAB, CAA

BCB, BCA, BBC, BAC
ACC, ACB, ACA, ABC, AAC

1 Absent BBB, BBA, BAB, BAA
ABB, ABA, AAB, AAA

* If facial measures are available at more than one age, score the age when the FAS phenotype is expressed the most.
If FAS features are never expressed, score the face between the ages of 3 and 10 years, or at any age if this age
range is not available.
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ABC-Scores
Lip – Philtrum Guide Philtrum Upper Lip Upper Lip
5-Point Likert Ranks Smoothness Thinness Circularity12

C C 178

C C 80

B B 65

A A 50

A A 35

Figure 1. Pictorial examples of the 5-point Likert scales and the ABC scale used to
rank upper lip thinness and philtrum smoothness.  It is important that the
individual’s lips are gently closed with no smile as illustrated in Figure 2.
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Figure 2. This is the same person with and without a smile.  Note that without the smile, the lip and
philtrum would both receive a correct Likert rank of # 1.  With a smile19, the lip and philtrum
would both receive an incorrect Likert rank of # 5.

Figure 3. Illustration of a physician aligned in the patient’s Frankfort Horizontal plane while using the
Lip-Philtrum Guide to rank upper lip thinness and philtrum smoothness.  The Frankfort
Horizontal plane is defined by a line that passes through the patient’s external auditory canal
(marked by the tragion) and the lowest border of the bony orbital rim (orbitale).  The
physician’s eyes (or camera lens) should be directly in line with this plane.

Philtrum



Instructions, Section III Diagnostic Guide for FAS and Related Conditions

28 University of Washington, FAS Diagnostic & Prevention Network

Example for Scoring Facial Phenotype

Patient measurements at 10 years of age:

l Palpebral fissure lengths = 2.5 cm which are < -2 SD's from the norm.

l Philtrum smoothness received a score of 5 on the 5-Point photographic Likert scale in Figure 1.

l Upper lip thinness received a score of 3 on the 5-Point photographic Likert scale in Figure 1.

Scoring

l The palpebral fissure lengths receive a Score of “C” in Table 3.

A philtrum score of 5 corresponds to a score of “C” in Table 3.

A lip score of 3 corresponds to a score of “B” in Table 3.

l The ABC-Score Combination for Fissure - Philtrum - Lip is CCB.

Table 3:  Deriving the ABC-Score for Facial Phenotype

5-Point Likert Z-score for Circle the ABC-Scores for:
Scale for

Philtrum & Lip
Largest Palpebral

Fissure Length
Palpebral
Fissure Smooth Philtrum Thin Upper Lip

4 or 5 ≤ -2 SD C C C

3 >-2 SD and ≤ -1 SD B B B

1 or 2 > -1 SD A A A
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l A score of CCB indicates that the level of expression of the FAS Facial Features is
MODERATE.

l A MODERATE expression of the FAS facial features receives a rank of 3 in the 4-Digit
Diagnostic Code.

Table 4: Converting the Facial ABC-Score to a 4-Digit Diagnostic Code Rank

4-Digit
Diagnostic Code

Rank

Level of
Expression of

FAS Facial Features
Palpebral Fissure - Philtrum - Lip

ABC-Score Combinations
4 Severe CCC

3 Moderate CCB, CBC
BCC

2 Mild
CCA, CAC, CBB, CBA, CAB, CAA,

BCB, BCA, BBC, BAC
ACC, ACB, ACA, ABC, AAC

1 Absent BBB, BBA, BAB, BAA
ABB, ABA, AAB, AAA

l Transfer the number 3 to the 4-Digit Diagnostic Code Grid on page 1 of the FAS Diagnostic
Evaluation Form (duplicated below).

Result

4-Digit Diagnostic Code Grid

3

significant severe definite (4) (4) high risk

moderate moderate probable (3) X (3) some risk

mild mild possible (2) (2) unknown

none absent unlikely (1) (1) no risk

Growth
Deficiency

FAS Facial
Features

Brain
Dysfunction

Growth Face Brain Alcohol Gestational
Alcohol
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III. Diagnostic Evaluation Form Instructions
B.3. Scoring Brain Function

Method for ranking the brain function component of the 4-Digit Diagnostic Code

A. Rank Definitions

Brain dysfunction is the most significant disability for individuals damaged by prenatal alcohol
exposure.  Accurately quantifying and qualifying it is important for both diagnosis and treatment
planning.  Brain damage can be defined in a large number of ways that are each associated with a
broad spectrum of disability.  The 4-point Brain Dysfunction Scale (Table 5) allows the clinician to
differentiate patients with clear evidence of brain damage (static encephalopathy, Rank 4) from
patients without evidence of brain damage (Rank 1).  It also introduces two intermediate categories
for describing patients who, in the clinician's judgment, cannot be classified as Rank 1 or 4.  The
higher the number the more certain the clinician is that the patient’s cognitive and behavioral
problems stem from brain damage, but a higher score does not necessarily mean a more severe
expression of functional disability.  Patients with severe brain dysfunction may not have good
evidence for damage at the levels that we can currently study the brain.  A patient could
simultaneously meet the criteria for both a Rank 3 and 4 on this brain scale.  When two scores are
both applicable, the higher score is selected for diagnostic purposes because that reflects the level of
certainty that there is brain damage.

Brain Rank 4

This rank is selected when the evidence for brain damage is defined through a traditional medical
approach.  It is our impression that "brain damage" or static encephalopathy is readily diagnosed by
clinicians when structural anomalies of the brain are detected or when permanent neurologic findings
of presumed prenatal origin are found.  Evidence for brain damage includes microcephaly, structural
abnormalities of the brain of presumed prenatal origin on a brain image (including, but not limited to
hydrocephaly, heterotopias, agenesis of the corpus callosum, etc.), neurologic conditions like
seizures which are not due to a postnatal insult or other process, other hard neurologic signs, or a
full scale IQ of less than 60.

In this system, at this time, microcephaly is defined as a measurement that is ≤ 2 standard deviations
from the mean.  Head circumference ≤ 2 standard deviations from the mean has been associated
with mental deficiency in the literature20.  Microcephaly is measured independently of height and
weight (i.e. children with height and weight that are less than the second centile and a head
circumference of less than the second centile are considered to have the same degree of
microcephaly as children who have greater somatic growth).

An IQ of 60 or less was selected for this rank because many experts regard mild mental retardation
(IQ of 60-70) as potentially representing the low end of the normal range, while IQ’s below 60 seem
much more reliably related to true brain abnormality.
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Ranking Criteria:  One or more positive findings recorded under the Structural or Neurologic
headings of the Brain Function section (page 3) of the FAS Diagnostic Evaluation Form are
sufficient to classify a patient as Rank 4.  A ‘positive finding’ is defined as a ‘Severity of Outcome’
score equal to 3.

Brain Rank 3

Through our experience with hundreds of patients who have been exposed to potentially teratogenic
doses of ethanol, we have found that many would not qualify as having static encephalopathy using
the definition above, but neither could the possibility that they have static encephalopathy be
dismissed out of hand.  These are typically patients with IQ scores that are above the range clearly
indicative of mental retardation, but who often have wide variations in IQ subtest scores, and in
addition, have problems with executive functioning, memory and learning, language pragmatics,
social adaptation, attention, and/or activity level.  These patients have problems that seem likely due
to underlying brain structure or function rather than to adverse postnatal environmental experiences.

Ranking Criteria: Three or more significant deficiencies recorded under the Psychometric heading
of the Brain Function section (pages 3 and 4) of the FAS Diagnostic Evaluation Form are sufficient
to classify a patient as Rank 3.  A ‘significant deficiency’ is defined as a ‘Severity of Outcome’ score
equal to 3.

Brain Rank 2

This score should be given to two groups of patients.  All patients in Rank 2 should have histories of
behavioral and/or cognitive problems that strongly suggest underlying brain dysfunction.  One group
of patients has not yet had the types of testing that would move them into Ranks 3 or 4 if positive.
The reason for this lack of testing is usually because the patients are too young to be tested (i.e., less
than 6 years of age).  The other group of patients is those who have had testing that did not reveal
compelling evidence for Rank 3 or 4 classification, and yet, in the clinician's judgment, a strong
possibility of brain damage can not be wholly dismissed.  Alternative testing and/or follow-up testing
should usually be considered.  If adequately sensitive and appropriate testing has been carried out
without clear evidence of brain dysfunction, it is unlikely a Rank 2 classification would be given.

Ranking Criteria: Deficiencies recorded under the Caregiver Interview heading of the Brain
Function section (page 5) of the FAS Diagnostic Evaluation Form serve to support a Rank 2
classification.  To date, criteria for the number of deficiencies that must be present to warrant a
Rank 2 classification have not been established.  The classification is made through clinical judgment
and the overall weight of evidence obtained.
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Brain Rank 1

Patients are classified as Rank 1 when no structural, neurologic or cognitive/behavioral problems
measured by psychometric assessment or caregiver interview are discerned.

B. Completing the Brain Function section of the FAS Diagnostic Evaluation Form

The Brain Function section appears on pages 3 through 5 of the FAS Diagnostic Evaluation Form.
These pages serve as a place to record pertinent structural, neurologic, pyschometric and caregiver
interview data available on the patient.  Although space has been provided to record a full
complement of assessments, we are not implying that all of these assessments must be conducted to
derive a diagnosis.  It is the responsibility of the clinical team to select the most appropriate
assessment battery.  Recording data for the structural, neurologic and psychometric sections is self
explanatory.  The Caregiver Interview section warrants further explanation.

An important aspect of the FAS evaluation is an in depth interview of the caregivers of the patient.
This interview takes approximately one hour and is conducted jointly by the physician and
psychologist while the child is being formally assessed by the other clinical staff members.  There are
several questions that need to be addressed.  What are the problems that led to the diagnostic
referral?  What do the caregivers hope to gain from the assessment?  What are the caregivers’ views
of the patient’s overall strengths and weaknesses?  What is the child’s social and medical history?  In
addition, we have found it very useful to methodically ask age-appropriate questions that review the
patient’s functional abilities in domains that are commonly problematic for alcohol exposed
individuals according to the literature.  These domains (planning, behavioral regulation/sensory
motor integration, abstract thinking/judgment, memory/learning/information processing, spatial
memory, social skills/adaptive behavior and motor control) are presented on the FAS Diagnostic
Evaluation Form (page 5).  Routinely asking these questions serves several purposes.  First, the
caregivers’ ability to answer the questions gives insight into their capability of interpreting the
patient’s behaviors and their general relationship with the patient.  Second, it is often helpful to
compare this subjective assessment to the psychometric profile to see if discrepancies or deficiencies
are present.  Third, abnormalities in these domains serve to differentiate Brain Rank 2 from Brain
Rank 1.  That is, the data needed to establish a Rank 3 or 4 classification is not found, but the
reported behaviors of the patient cannot be dismissed as normal variants or transient emotional
responses to environmental problems (i.e., depression, post traumatic stress, etc.).

Severity of Outcome Scale [ 0, 1, 2, 3 ]
Along the left margin of each page is a Severity of Outcome scale.  The clinician is asked to rank the
level of abnormality of each outcome as follows: 0 = unable to judge, 1 = normal, 2 = mildly
abnormal and 3 = severely abnormal.  This ranking process is based on the clinician’s clinical
judgment and serves to guide him/her in ranking brain dysfunction.  For outcomes measured on
standardized scales, outcomes ≥ 2 S.D.’s from the norm would be judged severely abnormal.
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Table 5:  Deriving the 4-Digit Diagnostic Code Rank for Brain Function

4-Digit
Diagnostic Code

Rank*

Brain
Dysfunction

Scale Confirmatory Findings

4 Definite

referred to as
static

encephalopathy

l Microcephaly, OFC ≤ -2 S. D.
   and / or

l Abnormalities on brain images diagnostic of
    prenatal alteration
   and / or

l Evidence of persistent neurologic findings
    likely to be of prenatal origin
   and / or

l I. Q. score ≤ 60

3 Probable

referred to as
static

encephalopathy

l Substantial deficiencies or discrepancies across
    multiple areas of brain performance such as
    cognition, achievement, adaptation,
    neurologic "soft" signs, and language.  Generally
    three or more areas should be found aberrant.

2 Possible

referred to as
neurobehavioral

disorder

l Historical information / personal observations
    strongly suggest the possibility of
    brain damage, but data to this point
    does not permit a Rank 3 or 4 classification.

1 Absent l No problems likely to reflect brain damage
    are presented.

* Transfer the resulting 4-Digit Diagnostic Code Rank for Brain Function to the

4-Digit Diagnostic Code Grid on page 1 of the FAS Diagnostic Evaluation Form.
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III. Diagnostic Evaluation Form Instructions
B.4. Scoring Alcohol Exposure

Table 6: Deriving the 4-Digit Diagnostic Code Rank for Alcohol Exposure

4-Digit
Diagnostic Code

Rank*

Gestational
Alcohol

Exposure
Category

Description

4 High Risk

l Alcohol use during pregnancy CONFIRMED

   and

l Exposure pattern is consistent with the medical
literature placing the fetus at “high risk” (generally
high peak blood alcohol concentrations delivered
at least weekly in early pregnancy).

3 Some Risk

l Alcohol use during pregnancy CONFIRMED

   and

l Drinking occurred in gestation in frequencies and
volumes less than in Rank (4) or exact amounts
unknown.

2 Unknown Risk l Gestational exposure is simply not known or
information is of questionable reliability

1 No Risk
l Alcohol use during pregnancy is CONFIRMED to

be completely ABSENT.

* Transfer the resulting 4-Digit Diagnostic Code Rank for Alcohol Exposure to the 4-Digit
Diagnostic Code Grid on page 1 of the FAS Diagnostic Evaluation Form.   
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III. Diagnostic Evaluation Form Instructions
B.5. Scoring Co-Morbidities

The co-morbidity scales are added for clinical clarification.  It is rare that other pre- and/or postnatal
factors have not played a role in creating the specific disabilities in a patient with prenatal alcohol
exposure.  These factors are often helpful in explaining the specific problems faced by the patient and
helpful in development of a treatment plan.

A. Prenatal Co-Morbidity Rank Definitions

High Risk (Likert Rank 4):
This Rank is reserved for alternate genetic conditions (e.g., Fragile X, Noonans syndrome,
velocardiofacial syndrome, etc.) or teratogenic exposures (e.g., hydantoin, etc.) that have been
clearly shown to produce abnormalities.

Some Risk (Likert Rank 3):
This category is used for potential genetic conditions, teratogenic exposures or prenatal conditions
that have been associated with physical or neurodevelopmental problems in a less well-established
way.  Examples of conditions that would be placed in this category would include poor prenatal
care; patients whose parents have mild mental retardation, attention deficit, significant learning
disabilities or learning problems thought to be due to a non-specific (and non-teratogenic) source;
exposure to drugs like marijuana or heroin, in otherwise non-specified frequencies and quantities;
and cigarette smoking.

Unknown Risk (Likert Rank 2):
This category is used when the details of the family background and gestation are unknown –
generally in the circumstance of a closed adoption.

No Risk (Likert Rank 1):
On occasion, the genetic, teratogenic, and prenatal histories are well documented and no factors can
be identified that would explain the abnormalities found in the patient.
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B. Postnatal Co-Morbidity Rank Definitions

High Risk (Likert Rank 4):
This Rank is used to note postnatal circumstances that have been shown to have a significant
adverse effect on development in most instances.  Examples would include physical and sexual
abuse, multiple disrupted placements, neglect resulting in failure to thrive, serious head injury, or
medical conditions which lead to brain damage (i.e. kernicterus or persistent neonatal apnea).

Some Risk (Likert Rank 3):
This Rank is used to note conditions akin to those in Rank 4, but the circumstances are less severe
and so less likely to be a definite factor in the patient’s present condition.  Obviously, clinical
judgment is needed in judging the magnitude of a postnatal problem and interpreting this
information into a Rank 3 or 4 placement.

Unknown Risk (Likert Rank 2):
This Rank is used when historical information is missing.  This is sometimes the case with adopted
children or those in foster care.  Adult patients may, at times, be unable to reconstruct their own
early histories.

No Risk (Likert Rank 1):
This Rank is used when a well documented history confirms an absence of adverse postnatal events.
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IV. Diagnostic Categories

The 256 Diagnostic Codes can be logically grouped into 22 Diagnostic Categories

Category Name
_______ _________________________________________________________________________

A Fetal alcohol syndrome (alcohol exposed)

B Fetal alcohol syndrome (alcohol exposure unknown)

C Atypical fetal alcohol syndrome (alcohol exposed)

D Fetal alcohol syndrome phenocopy (no alcohol exposure)

E Sentinel physical findings / static encephalopathy (alcohol exposed)

F Static encephalopathy (alcohol exposed)

G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)

H Neurobehavioral disorder (alcohol exposed)

I Sentinel physical findings (alcohol exposed)

J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)

K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)

L Static encephalopathy (alcohol exposure unknown)

M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)

N Neurobehavioral disorder (alcohol exposure unknown)

O Sentinel physical findings (alcohol exposure unknown)

P No cognitive/behavioral or sentinel physical findings detected (alcohol exposure unknown)

Q Sentinel physical findings / static encephalopathy (no alcohol exposure)

R Static encephalopathy (no alcohol exposure)

S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)

T Neurobehavioral disorder (no alcohol exposure)

U Sentinel physical findings (no alcohol exposure)

V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
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V. 4-Digit Diagnostic Codes
Within each Diagnostic Category

Category Diagnostic Name and Codes
________ _______________________________________________________________________

A Fetal alcohol syndrome (alcohol exposed)
3433 4433
3434 4434
3443 4443
3444 4444

B Fetal alcohol syndrome (alcohol exposure unknown)
3432 4432
3442 4442

C Atypical fetal alcohol syndrome (alcohol exposed)
1443 1434 2434 3334 4334 4343
2443 1444 2444 3344 4344

D Fetal alcohol syndrome phenocopy (no alcohol exposure)
3431 4341 4441
3441 4431

E Sentinel physical findings / static encephalopathy (alcohol exposed)
1333 1433 2344 3143 3243 4133 4233 4333
1334 2333 2433 3144 3244 4134 4234
1343 2334 3133 3233 3333 4143 4243
1344 2343 3134 3234 3343 4144 4244

F Static encephalopathy (alcohol exposed)
1133 1144 1243 2134 2233 2244
1134 1233 1244 2143 2234
1143 1234 2133 2144 2243

G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
1323 2323 3123 3323 4123 4323
1324 2324 3124 3324 4124 4324
1423 2423 3223 3423 4223 4423
1424 2424 3224 3424 4224 4424
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Category Diagnostic Name and Codes
_______ ______________________________________________________________________

H Neurobehavioral disorder (alcohol exposed)
1123 2123
1124 2124
1223 2223
1224 2224

I Sentinel physical findings (alcohol exposed)
1313 2313 3113 3313 4113 4313
1314 2314 3114 3314 4114 4314
1413 2413 3213 3413 4213 4413
1414 2414 3214 3414 4214 4414

J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
1113 2113
1114 2114
1213 2213
1214 2214

K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
1332 2332 3132 3332 4232
1342 2342 3142 3342 4242
1432 2432 3232 4132 4332
1442 2442 3242 4142 4342

L Static encephalopathy (alcohol exposure unknown)
1132 1232 2132 2232
1142 1242 2142 2242

M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
1322 2322 3122 3322 4122 4322
1422 2422 3222 3422 4222 4422

N Neurobehavioral disorder (alcohol exposure unknown)
1122 1222 2122 2222

O Sentinel physical findings (alcohol exposure unknown)
1312 2312 3112 3312 4112 4312
1412 2412 3212 3412 4212 4412
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Category Diagnostic Name and Codes
_______ ______________________________________________________________________

P No cogn./behavioral or sentinel physical findings detected (alcohol exposure unknown)
1112 2112
1212 2212

Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
1331 2341 3231 4141
1341 2431 3241 4231
1431 2441 3331 4241
1441 3131 3341 4331
2331 3141 4131

R Static encephalopathy (no alcohol exposure)
1131 2131
1141 2141
1231 2231
1241 2241

S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
1321 3121 4121
1421 3221 4221
2321 3321 4321
2421 3421 4421

T Neurobehavioral disorder (no alcohol exposure)
1121 2121 2221 1221

U Sentinel physical findings (no alcohol exposure)
1311 3111 4111
1411 3211 4211
2311 3311 4311
2411 3411 4411

V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
1111 2111
1211 2211
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VI. 4-Digit Diagnostic Codes
Sorted Numerically

Code Category Diagnostic Name
___ ____ ________________________________________________________________

1111 V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
1112 P No cognitive/behavioral or sentinel physical findings detected (alcohol exposure unknown)
1113 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
1114 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
1121 T Neurobehavioral disorder (no alcohol exposure)
1122 N Neurobehavioral disorder (alcohol exposure unknown)
1123 H Neurobehavioral disorder (alcohol exposed)
1124 H Neurobehavioral disorder (alcohol exposed)
1131 R Static encephalopathy (no alcohol exposure)
1132 L Static encephalopathy (alcohol exposure unknown)
1133 F Static encephalopathy (alcohol exposed)
1134 F Static encephalopathy (alcohol exposed)
1141 R Static encephalopathy (no alcohol exposure)
1142 L Static encephalopathy (alcohol exposure unknown)
1143 F Static encephalopathy (alcohol exposed)
1144 F Static encephalopathy (alcohol exposed)
1211 V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
1212 P No cognitive/behavioral or sentinel physical findings detected (alcohol exposure unknown)
1213 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
1214 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
1221 T Neurobehavioral disorder (no alcohol exposure)
1222 N Neurobehavioral disorder (alcohol exposure unknown)
1223 H Neurobehavioral disorder (alcohol exposed)
1224 H Neurobehavioral disorder (alcohol exposed)
1231 R Static encephalopathy (no alcohol exposure)
1232 L Static encephalopathy (alcohol exposure unknown)
1233 F Static encephalopathy (alcohol exposed)
1234 F Static encephalopathy (alcohol exposed)
1241 R Static encephalopathy (no alcohol exposure)
1242 L Static encephalopathy (alcohol exposure unknown)
1243 F Static encephalopathy (alcohol exposed)
1244 F Static encephalopathy (alcohol exposed)
1311 U Sentinel physical findings (no alcohol exposure)
1312 O Sentinel physical findings (alcohol exposure unknown)
1313 I Sentinel physical findings (alcohol exposed)
1314 I Sentinel physical findings (alcohol exposed)
1321 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
1322 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
1323 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
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Code Category Diagnostic Name
__ ____ _______________________________________________________________

1324 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
1331 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
1332 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
1333 E Sentinel physical findings / static encephalopathy (alcohol exposed)
1334 E Sentinel physical findings / static encephalopathy (alcohol exposed)
1341 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
1342 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
1343 E Sentinel physical findings / static encephalopathy (alcohol exposed)
1344 E Sentinel physical findings / static encephalopathy (alcohol exposed)
1411 U Sentinel physical findings (no alcohol exposure)
1412 O Sentinel physical findings (alcohol exposure unknown)
1413 I Sentinel physical findings (alcohol exposed)
1414 I Sentinel physical findings (alcohol exposed)
1421 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
1422 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
1423 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
1424 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
1431 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
1432 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
1433 E Sentinel physical findings / static encephalopathy (alcohol exposed)
1434 C Atypical fetal alcohol syndrome (alcohol exposed)
1441 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
1442 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
1443 C Atypical fetal alcohol syndrome (alcohol exposed)
1444 C Atypical fetal alcohol syndrome (alcohol exposed)
2111 V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
2112 P No cognitive/behavioral or sentinel physical findings detected (alcohol exposure unknown)
2113 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
2114 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
2121 T Neurobehavioral disorder (no alcohol exposure)
2122 N Neurobehavioral disorder (alcohol exposure unknown)
2123 H Neurobehavioral disorder (alcohol exposed)
2124 H Neurobehavioral disorder (alcohol exposed)
2131 R Static encephalopathy (no alcohol exposure)
2132 L Static encephalopathy (alcohol exposure unknown)
2133 F Static encephalopathy (alcohol exposed)
2134 F Static encephalopathy (alcohol exposed)
2141 R Static encephalopathy (no alcohol exposure)
2142 L Static encephalopathy (alcohol exposure unknown)
2143 F Static encephalopathy (alcohol exposed)
2144 F Static encephalopathy (alcohol exposed)
2211 V No cognitive/behavioral or sentinel physical findings detected (no alcohol exposure)
2212 P No cognitive/behavioral or sentinel physical findings detected (alcohol exposure unknown)
2213 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)



Diagnostic Guide for FAS and Related Conditions Codes Sorted Numerically, Section VI

University of Washington, FAS Diagnostic & Prevention Network 47

Code Category Diagnostic Name
___ ____ ________________________________________________________________

2214 J No cognitive/behavioral or sentinel physical findings detected (alcohol exposed)
2221 T Neurobehavioral disorder (no alcohol exposure)
2222 N Neurobehavioral disorder (alcohol exposure unknown)
2223 H Neurobehavioral disorder (alcohol exposed)
2224 H Neurobehavioral disorder (alcohol exposed)
2231 R Static encephalopathy (no alcohol exposure)
2232 L Static encephalopathy (alcohol exposure unknown)
2233 F Static encephalopathy (alcohol exposed)
2234 F Static encephalopathy (alcohol exposed)
2241 R Static encephalopathy (no alcohol exposure)
2242 L Static encephalopathy (alcohol exposure unknown)
2243 F Static encephalopathy (alcohol exposed)
2244 F Static encephalopathy (alcohol exposed)
2311 U Sentinel physical findings (no alcohol exposure)
2312 O Sentinel physical findings (alcohol exposure unknown)
2313 I Sentinel physical findings (alcohol exposed)
2314 I Sentinel physical findings (alcohol exposed)
2321 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
2322 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
2323 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
2324 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
2331 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
2332 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
2333 E Sentinel physical findings / static encephalopathy (alcohol exposed)
2334 E Sentinel physical findings / static encephalopathy (alcohol exposed)
2341 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
2342 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
2343 E Sentinel physical findings / static encephalopathy (alcohol exposed)
2344 E Sentinel physical findings / static encephalopathy (alcohol exposed)
2411 U Sentinel physical findings (no alcohol exposure)
2412 O Sentinel physical findings (alcohol exposure unknown)
2413 I Sentinel physical findings (alcohol exposed)
2414 I Sentinel physical findings (alcohol exposed)
2421 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
2422 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
2423 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
2424 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
2431 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
2432 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
2433 E Sentinel physical findings / static encephalopathy (alcohol exposed)
2434 C Atypical fetal alcohol syndrome (alcohol exposed)
2441 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
2442 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
2443 C Atypical fetal alcohol syndrome (alcohol exposed)
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Code Category Diagnostic Name
__ ____ _______________________________________________________________

2444 C Atypical fetal alcohol syndrome (alcohol exposed)
3111 U Sentinel physical findings (no alcohol exposure)
3112 O Sentinel physical findings (alcohol exposure unknown)
3113 I Sentinel physical findings (alcohol exposed)
3114 I Sentinel physical findings (alcohol exposed)
3121 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
3122 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
3123 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3124 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3131 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3132 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3133 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3134 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3141 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3142 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3143 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3144 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3211 U Sentinel physical findings (no alcohol exposure)
3212 O Sentinel physical findings (alcohol exposure unknown)
3213 I Sentinel physical findings (alcohol exposed)
3214 I Sentinel physical findings (alcohol exposed)
3221 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
3222 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
3223 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3224 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3231 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3232 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3233 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3234 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3241 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3242 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3243 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3244 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3311 U Sentinel physical findings (no alcohol exposure)
3312 O Sentinel physical findings (alcohol exposure unknown)
3313 I Sentinel physical findings (alcohol exposed)
3314 I Sentinel physical findings (alcohol exposed)
3321 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
3322 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
3323 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3324 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3331 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3332 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3333 E Sentinel physical findings / static encephalopathy (alcohol exposed)
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Code Category Diagnostic Name
___ ____ ________________________________________________________________

3334 C Atypical fetal alcohol syndrome (alcohol exposed)
3341 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
3342 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
3343 E Sentinel physical findings / static encephalopathy (alcohol exposed)
3344 C Atypical fetal alcohol syndrome (alcohol exposed)
3411 U Sentinel physical findings (no alcohol exposure)
3412 O Sentinel physical findings (alcohol exposure unknown)
3413 I Sentinel physical findings (alcohol exposed)
3414 I Sentinel physical findings (alcohol exposed)
3421 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
3422 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
3423 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3424 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
3431 D Fetal alcohol syndrome phenocopy (no alcohol exposure)
3432 B Fetal alcohol syndrome (alcohol exposure unknown)
3433 A Fetal alcohol syndrome (alcohol exposed)
3434 A Fetal alcohol syndrome (alcohol exposed)
3441 D Fetal alcohol syndrome phenocopy (no alcohol exposure)
3442 B Fetal alcohol syndrome (alcohol exposure unknown)
3443 A Fetal alcohol syndrome (alcohol exposed)
3444 A Fetal alcohol syndrome (alcohol exposed)
4111 U Sentinel physical findings (no alcohol exposure)
4112 O Sentinel physical findings (alcohol exposure unknown)
4113 I Sentinel physical findings (alcohol exposed)
4114 I Sentinel physical findings (alcohol exposed)
4121 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
4122 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
4123 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4124 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4131 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
4132 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4133 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4134 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4141 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
4142 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4143 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4144 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4211 U Sentinel physical findings (no alcohol exposure)
4212 O Sentinel physical findings (alcohol exposure unknown)
4213 I Sentinel physical findings (alcohol exposed)
4214 I Sentinel physical findings (alcohol exposed)
4221 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
4222 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
4223 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4224 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
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Code Category Diagnostic Name
__ ____ _______________________________________________________________

4231 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
4232 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4233 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4234 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4241 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
4242 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4243 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4244 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4311 U Sentinel physical findings (no alcohol exposure)
4312 O Sentinel physical findings (alcohol exposure unknown)
4313 I Sentinel physical findings (alcohol exposed)
4314 I Sentinel physical findings (alcohol exposed)
4321 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
4322 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
4323 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4324 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4331 Q Sentinel physical findings / static encephalopathy (no alcohol exposure)
4332 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4333 E Sentinel physical findings / static encephalopathy (alcohol exposed)
4334 C Atypical fetal alcohol syndrome (alcohol exposed)
4341 D Fetal alcohol syndrome phenocopy (no alcohol exposure)
4342 K Sentinel physical findings / static encephalopathy (alcohol exposure unknown)
4343 C Atypical fetal alcohol syndrome (alcohol exposed)
4344 C Atypical fetal alcohol syndrome (alcohol exposed)
4411 U Sentinel physical findings (no alcohol exposure)
4412 O Sentinel physical findings (alcohol exposure unknown)
4413 I Sentinel physical findings (alcohol exposed)
4414 I Sentinel physical findings (alcohol exposed)
4421 S Sentinel physical findings / neurobehavioral disorder (no alcohol exposure)
4422 M Sentinel physical findings / neurobehavioral disorder (alcohol exposure unknown)
4423 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4424 G Sentinel physical findings / neurobehavioral disorder (alcohol exposed)
4431 D Fetal alcohol syndrome phenocopy (no alcohol exposure)
4432 B Fetal alcohol syndrome (alcohol exposure unknown)
4433 A Fetal alcohol syndrome (alcohol exposed)
4434 A Fetal alcohol syndrome (alcohol exposed)
4441 D Fetal alcohol syndrome phenocopy (no alcohol exposure)
4442 B Fetal alcohol syndrome (alcohol exposure unknown)
4443 A Fetal alcohol syndrome (alcohol exposed)
4444 A Fetal alcohol syndrome (alcohol exposed)
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VII. Clinical Summaries
For each of the 22 Diagnostic Categories

Clinical summaries for each of the 22 Diagnostic Categories are presented on the following pages
listed alphabetically from A through V.  A complete list of the 22 categories is presented in Section
IV.

These summaries can be used as the first page of the final diagnostic report.  They often require
minor alterations or additions to conform to the specifics of an individual case.
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A
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Fetal Alcohol Syndrome
(2)  Alcohol exposed

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle facial
anomalies, and evidence of brain damage which occur in individuals exposed to alcohol during
gestation.  On the attached sheets are the specific findings in this patient’s case that led to our
conclusion that there was sufficient evidence to make the diagnosis of fetal alcohol syndrome.

Although we believe that the patient clearly has fetal alcohol syndrome, this does not mean that alcohol
exposure during pregnancy is the only cause of the patient’s current problems.  A number of other
factors could be contributing to the present situation, such as the patient’s genetic background, other
potential exposures or problems during pregnancy, and various experiences since birth.  Such factors
may partly explain why there is so much variability in the kinds of specific difficulties that patients with
FAS have.

Individuals with FAS have brain damage as a major component of their cognitive and behavioral
problems and should be viewed individuals with disabilities.  The fetal alcohol syndrome diagnosis has
implications for educational planning, societal expectations, and health.  On the attached sheet you will
find a list of specific concerns that have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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B
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Fetal Alcohol Syndrome
(2)  Alcohol exposure unknown

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
On the attached sheets are the specific findings in this patient’s case which led to our conclusion that
there was sufficient evidence in this case to make a diagnosis of fetal alcohol syndrome even though the
history of exposure to alcohol during gestation could not be confirmed.

Although we believe that the patient clearly has fetal alcohol syndrome, this does not mean that alcohol
exposure during pregnancy is the only cause of the patient's current problems.  A number of other
factors could be contributing to the present issues, such as the patient’s genetic background, other
potential exposures or problems during pregnancy, and various experiences since birth.  Such factors
may partly explain why there is so much variability in the kinds of specific difficulties that patients with
FAS have.

Individuals with FAS have brain damage as a major component of their cognitive and behavioral
problems and should be viewed individuals with disabilities.  The fetal alcohol syndrome diagnosis has
implications for educational planning, societal expectations, and health.  On the attached sheet you will
find a list of specific concerns that have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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C
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Atypical Fetal Alcohol Syndrome
(2)  Alcohol exposed

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.  Indeed, many patients who have
been exposed to alcohol show most, but not all, of the classic features of this syndrome.  We use the
term “atypical fetal alcohol syndrome” when a patient’s characteristic features are very close to the
classic features of FAS and the alcohol history strongly suggests that alcohol exposure during gestation
was at high risk and likely to have played a role in the syndrome.  Patients with atypical FAS either have
the full set of facial anomalies found with FAS and evidence of brain damage, but do not have growth
deficiency; or they have growth deficiency and evidence of brain damage, and most but not all of the
FAS facial features.  As you can see from the enclosed list of features found in this patient, the patient
meets the criteria for atypical FAS.  Patients diagnosed with atypical FAS must have confirmed
exposure to high levels of alcohol during gestation.

In addition to gestational exposure to alcohol, a number of other factors could be contributing to the
patient’s current problems, such as the patient’s genetic background, other potential exposures or
problems during pregnancy, and various experiences since birth.  Such factors may partly explain why
there is so much variability in the kinds of specific difficulties that patients with FAS experience.

Patients with atypical FAS have brain damage as a major component of their cognitive and behavioral
problems and should be viewed as having a disability.  The diagnosis has implications for educational
planning, societal expectations, and health.  On the attached sheet you will find a list of specific
concerns that have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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D
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Fetal Alcohol Syndrome Phenocopy
(2)  No alcohol exposure

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
On the attached sheets are the specific findings in this patient’s case that led to our conclusion that the
patient has all of the features of FAS.  However, there is good reason to believe this patient was not
exposed to alcohol during gestation.

Most syndromes can occasionally arise from an alternate cause.  Presumably, this is the situation here.
A number of other factors could be contributing to the present situation, such as the patient’s genetic
background and other potential exposures or problems during pregnancy, and various experiences since
birth.

Whatever the cause of this patient’s syndrome, there is brain damage which is a major component of
their cognitive and behavioral problems and the patient should be viewed as a person with a disability.
The syndrome diagnosis has implications for educational planning, societal expectations, and health.  On
the attached sheet you will find a list of specific concerns that have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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E
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Static encephalopathy
(2)  Sentinel physical findings
(3)  Alcohol exposed

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.  Not all
individuals exposed to alcohol during gestation have FAS.

In this patient’s case, some but not all of the characteristic growth and facial features associated with
FAS were present and there was evidence of brain damage as you will see noted on the attached pages.
There was also a clear history of exposure to significant amounts of alcohol during gestation.  In this
situation, we use the terms "static encephalopathy" and "sentinel physical findings" to describe the
patient’s condition.  Static encephalopathy literally means non-progressive brain dysfunction.  The
diagnoses of "static encephalopathy and sentinel physical findings" in the presence of alcohol exposure
do not mean that alcohol is the only cause of the problem.  A number of other factors could be
contributing to the present issues such as the patient’s genetic background, other potential exposures or
problems during gestation, and various experiences since birth.  These kinds of differences may partly
explain why there is so much variability in the kinds of specific difficulties that patients with static
encephalopathy and alcohol exposure have.

The diagnoses made today are based on the information available at the time of this assessment.  If this
patient’s alcohol exposure was considered “low risk” and new information is uncovered which
documents higher exposures; or if the patient’s facial features, growth, or neurobehavioral problems
were judged “probable” and further growth or development suggest a “definite” problem is present,
then reconsideration of the diagnosis of fetal alcohol syndrome would be appropriate.  Alternately other
birth defect syndromes not related to alcohol exposure may also need reconsideration.

Individuals with static encephalopathy have brain damage which is a major component of their cognitive
and behavioral problems and they should be viewed as individuals with disabilities.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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F
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Static Encephalopathy
(2)  Alcohol exposed

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.

In this patient’s case, no growth deficiency or characteristic set of facial features were found so the
patient does not have FAS, but there was evidence of brain damage as you will see noted on the
attached pages.  There was also a clear history of exposure to significant amounts of alcohol during
gestation.  In this situation, we use the term “static encephalopathy” to describe the patient’s condition.
Static encephalopathy literally means non-progressive brain dysfunction.  On the attached sheets are the
specific findings in this patient's case that led us to this conclusion.  The diagnosis of static
encephalopathy does not mean that alcohol is the only cause of the problem.  A number of other factors
could be contributing to the present issues such as the patient’s genetic background, other potential
exposures or problems during pregnancy, and various experiences since birth.  These kinds of
differences may partly explain why there is so much variability in the kinds of specific difficulties that
patients with static encephalopathy face.

Individuals with static encephalopathy have brain damage that is a major component of their cognitive
and behavioral problems and they should be viewed as individuals with disabilities.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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G
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Neurobehavioral disorder
(2)  Sentinel physical findings
(3)  Alcohol exposed

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.  On the attached sheets you will find
our specific observations in this case.  We found that some, but not all, of the characteristic physical
findings seen in patients with FAS were present.  There was not strong evidence that the patient's
cognitive/behavioral problems were clearly due to brain damage, but there were suggestions that this
was the case.  In this situation we use the term "neurobehavioral disorder" to emphasize the possibility
that the problems may not be entirely due to postnatal experiences.  Certainly a number of other factors
could be contributing to the patient’s condition such as genetic background, other potential exposures
or problems during pregnancy, and various experiences since birth.

The diagnoses made today are based on the information at hand.  If further testing is done which makes
the likelihood of brain damage of prenatal cause more likely, then an alternate diagnosis could be
considered.  Alternately other birth defect syndromes not related to alcohol exposure may also need
consideration.

In any event, the diagnosis of neurobehavioral disorder means that issues of abnormal brain structure
and brain impairment need to be considered with implications for educational planning, societal
expectations, and health.  On the attached sheet, you will find a list of specific problems that have been
identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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H
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Neurobehavioral disorder
(2)  Alcohol exposed

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.  Not all
individuals exposed to alcohol during gestation have FAS.

On the attached sheets you will find our specific observations in this case.  There was not strong
evidence that the patient's cognitive/behavioral problems were clearly due to brain damage, but there
were suggestions that this was the case.  In this situation we use the term "neurobehavioral disorder" to
emphasize the possibility that the problems may not be entirely due to postnatal experiences.  Certainly
a number of other factors could be contributing to the patient’s condition such as genetic background,
other potential exposures or problems during gestation, and various experiences since birth.

The diagnosis made today is based on the information available at the time of this assessment.  If this
patient’s alcohol exposure was considered “low risk” and new information is uncovered which
documents higher exposure, or if the patient’s facial features or growth become more abnormal or if
further testing finds further evidence of brain damage, then further diagnostic consideration would be
appropriate.

Whatever the cause, the diagnosis of neurobehavioral disorder means that issues of abnormal brain
structure and brain impairment need to be considered with implications for educational planning,
societal expectations, and health.  On the attached sheet you will find a list of specific problems that
have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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I
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Sentinel physical findings
(2)  Alcohol exposed

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.  Some individuals have the growth
deficiency and/or facial characteristics, but do not have evidence of brain damage.  We refer to this
condition as "Sentinel physical findings / Alcohol exposed".  On the attached sheets are the specific
findings in this patient’s case which indicate that the characteristic growth deficiencies and/or facial
features are, to some extent, compatible with FAS, but at this time there is no clear evidence of
cognitive or behavioral problems that strongly suggest brain damage.  At such time in the future that
brain damage is found through images of the brain, neurologic testing or cognitive behavioral
assessment, then the diagnosis of fetal alcohol syndrome should be reconsidered.  Other birth defect
syndromes that are not related to alcohol exposure should also be considered as alternate explanations
for the patient’s problems.

________________________________________ ____________________
Physician's Signature Date
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J
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  No cognitive/behavioral or sentinel physical findings detected
(2)  Alcohol exposed

In this current assessment, we conclude that this patient was exposed to alcohol during gestation, but no
specific cognitive, behavioral, or characteristic physical findings were detected in our examination.

No alcohol related diagnoses are offered at this time.  Re-evaluation would be appropriate in the future
if problems arise that strongly suggested  brain damage, growth deficiency, or facial dysmorphology.

________________________________________ ____________________
Physician's Signature Date
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K
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  Static encephalopathy
(2)  Sentinel physical findings
(3)  Alcohol exposure unknown

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.  Not all
individuals exposed to alcohol during gestation have FAS.

In this patient’s case, some but not all of the characteristic growth and facial features associated with
FAS were present and there was evidence of brain damage as you will see noted on the attached pages.
In this situation, we use the terms "static encephalopathy" and "sentinel physical findings" to describe
the patient’s condition.  Static encephalopathy literally means non-progressive brain dysfunction.
Although it is unknown whether this patient was exposed to alcohol during gestation, a number of other
factors could be contributing to the patient's current cognitive/behavioral problems such as the patient’s
genetic background, other potential exposures or problems during pregnancy, and various experiences
since birth.  These kinds of differences may partly explain why there is so much variability in the kinds
of specific difficulties that patients with static encephalopathy have.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal, then further diagnostic consideration would be appropriate.  Alternately
other birth defect syndromes not related to alcohol exposure may also need reconsideration.

Individuals with static encephalopathy have  brain damage which is a major component of their
cognitive and behavioral problems and they should be viewed as a person with a disability.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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L
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Static encephalopathy
(2)  Alcohol exposure unknown

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.

In this patient’s case, no growth deficiency or characteristic set of facial features were found so the
patient does not have FAS, but there was evidence of brain damage as you will see noted on the
attached pages.  In this situation, we use the term “static encephalopathy” to describe the patient’s
condition.  Static encephalopathy literally means non-progressive brain dysfunction.  On the attached
sheets are the specific findings in this patient's case that led us to this conclusion.  Although it is
unknown whether this patient was exposed to alcohol during gestation, a number of other factors could
be contributing to the patient's current cognitive/behavioral problems such as the patient’s genetic
background, other potential exposures or problems during pregnancy, and various experiences since
birth.  These kinds of differences may partly explain why there is so much variability in the kinds of
specific difficulties that patients with static encephalopathy face.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal, then further diagnostic consideration would be appropriate.

Individuals with static encephalopathy have  brain damage that is a major component of their cognitive
and behavioral problems and they should be viewed as individuals with disabilities.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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M
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Neurobehavioral disorder
(2)  Sentinel physical findings
(3)  Alcohol exposure unknown

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.  On the attached sheets you will find
our specific observations in this case.  We found that some, but not all, of the characteristic physical
findings seen in patients with FAS were present and a confirmed history of alcohol exposure during
gestation was not available.  There was not strong evidence that the patient's cognitive/behavioral
problems were clearly due to  brain damage, but there were suggestions that this was the case.  In this
situation we use the term "neurobehavioral disorder" to emphasize the possibility that the problems may
not be entirely due to postnatal experiences.  Certainly a number of other factors could be contributing
to the patient’s condition such as genetic background, other potential exposures or problems during
pregnancy, and various experiences since birth.

The diagnoses made today are based on the information at hand.  If further testing is done which makes
the likelihood of brain damage of prenatal cause more likely, then an alternate diagnosis would be
considered. .  Alternately other birth defect syndromes not related to alcohol exposure may also need
reconsideration.

In any event, the diagnosis of neurobehavioral disorder means that issues of abnormal brain structure
and brain impairment need to be considered with implications for educational planning, societal
expectations, and health.  On the attached sheet, you will find a list of specific problems that have been
identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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N
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Neurobehavioral disorder
(2)  Alcohol exposure unknown

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.  Not all
individuals exposed to alcohol during gestation have FAS.

On the attached sheets you will find our specific observations in this case.  There was not strong
evidence that the patient's cognitive/behavioral problems were clearly due to  brain damage, but there
were suggestions that this was the case.  In this situation we use the term "neurobehavioral disorder" to
emphasize the possibility that the problems may not be entirely due to postnatal experiences.  Certainly
a number of other factors could be contributing to the patient’s condition such as genetic background,
other potential exposures or problems during gestation, and various experiences since birth.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal or if further testing finds further evidence of brain damage, then further
diagnostic consideration would be appropriate.

Whatever the cause, the diagnosis of neurobehavioral disorder means that issues of abnormal brain
structure and brain impairment need to be considered with implications for educational planning,
societal expectations, and health.  On the attached sheet you will find a list of specific problems that
have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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O
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Sentinel physical findings
(2)  Alcohol exposure unknown

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.
Not all individuals exposed to alcohol during gestation have FAS.

Some individuals have the growth deficiency and/or facial characteristics, but do not have evidence of
brain damage.  We refer to this condition as "Sentinel physical findings".  On the attached sheets are the
specific findings in this patient’s case which indicate that the characteristic growth deficiencies and/or
facial features are, to some extent, compatible with FAS, but alcohol exposure during gestation is
unknown and at this time there is no clear evidence of cognitive or behavioral problems that strongly
suggest  brain damage.  At such time in the future that  brain damage is found through images of the
brain, neurologic testing or cognitive behavioral assessment, and a confirmed history of alcohol
exposure is obtained, then further diagnostic consideration would be appropriate.  Alternately other
birth defect syndromes not related to alcohol exposure may also need reconsideration.

________________________________________ ____________________
Physician's Signature Date
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P
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  No cognitive/behavioral or sentinel physical findings detected
(2)  Alcohol exposure unknown

In this current assessment, it is unknown whether or not this patient was exposed to alcohol during
gestation.  Furthermore, no specific cognitive, behavioral, or characteristic physical findings were
detected in our examination.

No alcohol related diagnoses are offered at this time.  Re-evaluation would be appropriate in the future
if further history of alcohol use in pregnancy is documented or problems arise that strongly suggested
brain damage, growth deficiency, or facial dysmorphology.

________________________________________ ____________________
Physician's Signature Date
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Q
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  Static encephalopathy
(2)  Sentinel physical findings
(3)  No alcohol exposure

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.

In this patient’s case, some but not all of the characteristic growth and facial features associated with
FAS were present, there was evidence of brain damage, and the patient was reportedly not exposed to
alcohol during gestation.  Based on these observations, which are documented on the attached pages,
this patient does not have FAS, but does have static encephalopathy and some of the physical
characteristics found after alcohol exposure.  Static encephalopathy literally means non-progressive
brain dysfunction.  A number of factors other than alcohol could be contributing to the patient's current
cognitive/behavioral problems such as the patient’s genetic background, other potential exposures or
problems during pregnancy, and various experiences since birth.  The physical findings may suggest that
other syndrome diagnoses be considered.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal, then further diagnostic consideration would be appropriate. .
Alternately other birth defect syndromes not related to alcohol exposure may also need reconsideration.

Individuals with static encephalopathy have brain damage which is a major component of their cognitive
and behavioral problems and they should be viewed as a person with a disability.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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R
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Static encephalopathy
(2)  No alcohol exposure

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.

In this patient’s case, no growth deficiency or characteristic set of facial features were found and the
patient was not exposed to alcohol during gestation so the patient does not have FAS, but there was
evidence of brain damage as you will see noted on the attached pages.  In this situation, we use the term
“static encephalopathy” to describe the patient’s condition.  Static encephalopathy literally means non-
progressive brain dysfunction.  On the attached sheets are the specific findings in this patient's case that
led us to this conclusion.  A number of factors could be contributing to the patient's current
cognitive/behavioral problems such as the patient’s genetic background, other potential exposures or
problems during pregnancy, and various experiences since birth.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal, then further diagnostic consideration would be appropriate. .
Alternately other birth defect syndromes not related to alcohol exposure may also need reconsideration.

Individuals with static encephalopathy have  brain damage that is a major component of their cognitive
and behavioral problems and they should be viewed as individuals with disabilities.  The static
encephalopathy diagnosis has implications for educational planning, societal expectations, and health.
On the attached sheet you will find a list of specific problems that have been identified that need
attention.

________________________________________ ____________________
Physician's Signature Date
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S
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  Neurobehavioral disorder
(2)  Sentinel physical findings
(3)  No alcohol exposure

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.

On the attached sheets you will find our specific observations in this case.  We found that some, but not
all, of the sentinel physical findings seen in patients with FAS were present and the patient was
reportedly not exposed to alcohol during gestation.  There was not strong evidence that the patient's
cognitive/behavioral problems were clearly due to  brain damage, but there were suggestions that this
may be the case.  In this situation we use the term "neurobehavioral disorder" to emphasize the
possibility that the problems may not be entirely due to postnatal experiences.  The patient also had
some of the physical characteristics often found with alcohol exposure.  In this case, however,  there
was no alcohol exposure, therefore, these physical findings might suggest that other syndrome
diagnoses be considered.  Certainly a number of factors could be contributing to the patient’s condition
such as genetic background, other potential exposures or problems during pregnancy, and various
experiences since birth.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal or if further testing finds further evidence of brain damage, then further
diagnostic consideration would be appropriate.

In any event, the diagnosis of neurobehavioral disorder means that issues of abnormal brain structure
and brain impairment need to be considered with implications for educational planning, societal
expectations, and health.  On the attached sheet, you will find a list of specific problems that have been
identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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T
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Neurobehavioral disorder
(2)  No alcohol exposure

Fetal alcohol syndrome (FAS) is defined by evidence of growth deficiency, a specific set of facial
characteristics, and evidence of brain damage in individuals exposed to alcohol during gestation.

On the attached sheets you will find our specific observations in this case.  In this patient’s case, no
growth deficiency or characteristic set of facial features were found and the patient was not exposed to
alcohol during gestation so the patient does not have FAS.  Although there was not strong evidence that
the patient's cognitive/behavioral problems were clearly due to  brain damage, there were suggestions
that this may be the case.  In this situation we use the term "neurobehavioral disorder" to emphasize the
possibility that the problems may not be entirely due to postnatal experiences.  Certainly a number of
other factors could be contributing to the patient’s condition such as genetic background, other
potential exposures or problems during gestation, and various experiences since birth.

The diagnosis made today is based on the information available at the time of this assessment.  In the
event that a confirmed history of alcohol exposure is obtained, or if the patient’s facial features or
growth become more abnormal or if further testing finds further evidence of brain damage, then further
diagnostic consideration would be appropriate.  Alternately other birth defect syndromes not related to
alcohol exposure may also need reconsideration.

Whatever the cause, the diagnosis of neurobehavioral disorder means that issues of abnormal brain
structure and brain impairment need to be considered with implications for educational planning,
societal expectations, and health.  On the attached sheet you will find a list of specific problems that
have been identified that need attention.

________________________________________ ____________________
Physician's Signature Date
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U
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis: (1)  Sentinel physical findings
(2)  No alcohol exposure

Fetal Alcohol Syndrome (FAS) is defined by evidence of growth deficiency, a specific set of subtle
facial anomalies and evidence of brain damage occurring in patients exposed to alcohol during gestation.

On the attached sheets are the specific findings in this patient’s case which indicate that characteristic
growth deficiencies and/or facial features, compatible with FAS, were present even though the patient
was not exposed to alcohol during gestation.  In this case, these physical findings might suggest that
other syndrome diagnoses be considered.

At such time in the future that  brain damage is found through images of the brain, neurologic testing or
cognitive behavioral assessment, and/or a confirmed history of alcohol exposure is obtained, then
further diagnostic consideration would be appropriate.  Alternately other birth defect syndromes not
related to alcohol exposure may also need reconsideration.

________________________________________ ____________________
Physician's Signature Date
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V
THE FETAL ALCOHOL SYNDROME CLINIC

DIAGNOSTIC SUMMARY

Final Diagnosis (1)  No cognitive/behavioral or sentinel physical findings detected
(2)  No alcohol exposure

In this current assessment, we conclude that this patient was not exposed to alcohol during gestation.
Furthermore, no specific cognitive, behavioral, or characteristic physical findings were detected in our
examination.

No diagnoses are offered at this time.  Re-evaluation would be appropriate in the future if further
history of alcohol use in pregnancy is documented or problems arise that strongly suggested  brain
damage, growth deficiency, or facial dysmorphology.

________________________________________ ____________________
Physician's Signature Date
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VIII.  Reference Charts of Normal Growth

The attached charts should be used to record standardized measures of palpebral fissure length, inner

canthal distance, head circumference, height, weight, and parental height adjustment on the FAS

Diagnostic Evaluation Form.
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Palpebral Fissure Distance

 (From Hall et. al., 1989, by permission)18

Measure from the inner to the outer canthi.

Have patient look up while holding head level to standardize and maximize fissure length.

Palpebral fissure length, both sexes, at birth.

Palpebral fissure length, both sexes, birth to 16 years.
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Inner Canthal Distance

(From Hall et. al., 1989, by permission) 18

Measure from the innermost corner of each eye, in a straight line avoiding the curvature of the nose.

Inner canthal distance, both sexes, at birth.

Inner canthal distance, both sexes, birth to 16 years.
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Birth Weight

(Hall et. al., 1989, by permission) 18

North European males at birth

North European females at birth
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Birth Length

(Hall et. al., 1989, by permission) 18

Length at birth, North Americans, both sexes.

Birth Length, Twin

 (Hall et. al., 1989, by permission) 18

Twin length at birth, both sexes.
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Head Circumference

(Hall et. al., 1989, by permission) 18

Head circumference, both sexes, at birth.
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Head Circumference BOYS

(Mead Johnson Nutritionals by permission)21
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Head Circumference GIRLS

(Mead Johnson Nutritionals by permission) 21
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Girls:  Birth to 36 Months, Height and Weight, NCHS Percentiles

(Ross Products Division by permission)22
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Girls:  Birth to 36 Months, Head Circumference, NCHS Percentiles

(Ross Products Division by permission)22
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Girls:  2 to 18 Years, Height and Weight, NCHS Percentiles

(Ross Products Division by permission)23
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 Boys:  Birth to 36 Months, Height and Weight, NCHS Percentiles

(Ross Products Division by permission)23
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Boys:  Birth to 36 Months, Head Circumference, NCHS Percentiles

(Ross Products Division by permission) 22
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Boys:  2 to 18 Years, Height and Weight, NCHS Percentiles

(Ross Products Division by permission)23
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Parent Specific Adjustments for Evaluation of Length and Stature

(Ross Laboratories by permission)24
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Parent Specific Adjustments for Evaluation of Length and Stature (continued)

Instructions
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Parent Specific Adjustments for Evaluation of Length and Stature

Boys from Birth to 36 Months
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Parent Specific Adjustments for Evaluation of Length and Stature

Boys from 3 to 18 Years
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Parent Specific Adjustments for Evaluation of Length and Stature

Girls from Birth to 36 Months
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Parent Specific Adjustments for Evaluation of Length and Stature

Girls from 3 to 18 Years
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X.  Appendices

A. New Patient Information Form

B. FAS-TutorTM CD-ROM
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Appendix B.

FAS-TutorTM CD-ROM

A CD-ROM entitled Fetal Alcohol Syndrome-TutorTM is available to accompany this Diagnostic Guide

for FAS and Related Conditions.  The CD-ROM provides additional instruction for medical

professionals, through video, computer animation and photographic examples, on how to screen and

diagnose FAS.  Fetal Alcohol Syndrome-Tutor was supported by the March of Dimes Birth Defects

Foundation.

To learn more about the CD-ROM, contact the

FAS Diagnostic and Prevention Network

Children’s Hospital and Regional Medical Center

4800 Sand Point Way NE, CH-47

Seattle, WA, 98105

http://depts.washington.edu/fasdpn
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