
Preventing Costs, Supporting People:  
The Case for Investing in FASD 

 

Fetal Alcohol Spectrum Disorders (FASDs) are a group of lifelong body and brain-based 
developmental disabilities associated with prenatal alcohol exposure (PAE). FASD places 
an economic strain on our healthcare, education, child welfare, justice, and employment 
systems. Relevant costs estimates are: 

• A Lifetime cost per person is $2.0 to $2.4 million USD 1,2 
• An Annual cost per person is $24 to $45 thousand USD (amortized lifetime) 
• Total US annual expenditure of approximately 215 billion USD (using 2% 

prevalence. 2,3 
• Cost of inaction per birth cohort is $1.7 to $2.0 billion USD/year for new births 

These costs are avoided or reduced by prevention, early diagnosis, appropriate services 
and systemic support. These measures are far more effective than ignoring this highly 
prevalent disability. The cost of inaction—financially, socially, and morally—is far greater 
than the cost of proactive care.  

• Alcohol screening & brief intervention returns $4-$5 for each $1 invested 4 
• Early diagnosis & coordinated support substantially reduce total costs throughout 

the lifespan. 
• Supportive education/employment reduces long-term justice & disability costs. 

FASD is often a non-apparent disability, but FASD is not rare, impacting up to 1 in 20 
Americans. 5,6  Yet, programs and services addressing childhood disability and maternal 
health devote far less resources to FASD than its scale demands.  FASD is often not 
included in discussions of disability and systems of care, including education, resulting in 
missed opportunities for early intervention, prevention, and family supports. Supporting 
individuals with FASD strengthens entire systems of care. When schools, healthcare 
providers, and public agencies are prepared to respond to FASD, they perform more 
efficiently and effectively, benefiting not just those with FASD, but all who rely on these 
systems. 



Healthcare, Education, Welfare, Justice & Lost Productivity Costs 

Healthcare 

Individuals with FASD have elevated rates of complex, lifelong medical conditions that 
increase healthcare costs. Their medical needs often remain undiagnosed or 
misattributed, leading to repeated crises and inefficient service use.  A recent survey by 
adults with FASD identified a range of physical health impacts. 7 

Specifically, individuals with FASD:  

• Have 3–10× higher overall healthcare costs than their peers due to 
hospitalizations, psychiatric care, and chronic disease management. 8,9 

• Can have 428 identified comorbid conditions, including congenital 
malformations, chromosomal abnormalities, and mental disorders. One study 
showed that 82 % of people with PAE had a co-occurring diagnosis. 10,11 

• Show a higher prevalence of congenital heart defects (CHDs), hypertension, and 
heart murmurs.  CHDs are 5x as common among US children with an FASD 
compared to those without. 12 

• Have a high (13-40%) incidence of cardiac anomalies, including septal defects and 
outflow tract abnormalities. 13 

• Have an increased risk for long-term cardiovascular dysfunction, possibly due to 
autonomic dysregulation. 14 

• Have an increased risk of Type 2 diabetes in adulthood, as well as insulin 
resistance and glucose metabolism dysfunction. 15,16 

• May have altered pancreatic function and stress hormone regulation, contributing 
to obesity and diabetes risk in later life. 17 

• Are at increased risk for a significantly higher BMI and insulin levels. 18 

  



Education 

Most students with FASD require special education supports, including behavior plans and 
sometimes out-of-district placements. Impacts on education include difficulties with 
memory, executive functioning, and emotional regulation. 19  Without appropriate 
interventions, high rates of school suspensions, expulsions, and dropout are common.  
Children with FASD have high rates of adverse childhood experiences (ACEs), with impacts 
on behavior. 20 

• Children with FASD require specialized education plans costing 2–3× more per year 
than general education. 21,22 

Child Welfare 

Studies have estimated the prevalence of FASD among children in foster care to be just 
under 19%, with 30% of children diagnosed with FASD coming into contact with the foster 
care system. 23 Notably, an overwhelming majority of these individuals did not receive a 
prior diagnosis, signaling that FASD may be overrepresented in the child welfare system 
and underrecognized in the general population. 24 

• Placement instability and increased service requirements elevate costs to $50,000–
$100,000/year/child in care. 9 

• A study found that 86.5% of youth with FASD in child welfare had never been 
previously diagnosed or had been misdiagnosed. 24 

Criminal Justice 

Cognitive and behavioral traits such as suggestibility, poor impulse control and inability to 
understand legal proceedings result in increased justice involvement. 

• Individuals with FASD are 19× more likely to be incarcerated. 25 

• Average U.S. incarceration cost is $35,000–$60,000/year per person. 26 

Lost Productivity 

Lack of proper FASD identification and support often results in job loss, poverty and 
housing instability.  

• Adults with FASD face high unemployment, often exceeding 70–80%, with many 
relying on disability benefits and social services. 27 

 



Prevention Is Cost-Effective at All Levels 

Primary Prevention (Avoiding PAE) 

Public health campaigns, pre-pregnancy education and reproductive health access are 
critical to preventing PAE. Each prevented case saves $2.0-2.4M in lifetime costs. 

• Universal alcohol screening and brief interventions in primary care reduce alcohol 
exposure 20-40%. 28 The front-end cost of screening yields substantial returns over 
time. 

• More screening is needed.  A study of obstetricians found that 11% used a validated 
screening instrument for substance use. 29 

• The need for prevention is underscored by the finding that low levels of PAE are 
linked to measurable changes in brain structure and behavior, as well as an 
increased likelihood of early alcohol experimentation. 30 

A cost-effective model of primary prevention is the Parent-Child Assistance Program 
(PCAP), a holistic program for pregnant women and mothers with substance use disorders. 
The primary goals of PCAP include preventing substance-exposed pregnancies, assisting 
mothers in obtaining treatment, and assuring that children receive appropriate health care. 
31 

• A report concludes that, “PCAP has the potential for significant cost savings” in 
addition to “the societal benefits of keeping parents with their children.” 

• Specific sources of cost savings through PCAP include reduced dependence on 
child welfare, fewer substance-exposed pregnancies, increased employment, and 
reduced utilization of public assistance. 

• Temporary Assistance for Needy Families (TANF) was the main source of income for 
61% of women entering PCAP compared to only 31% at exit, according to a report 
from Washington State. 32 

Secondary Prevention (Early Identification & Support) 

Early diagnosis, combined with caregiver education and FASD-informed services, reduces 
the likelihood of adverse life outcomes.  Intervention prevents costly outcomes, like school 
disruptions and incarceration. 

• Children diagnosed before age 6 with access to early services are 2–4× less likely to 
experience adverse life outcomes. 21 



Tertiary Prevention (Long-Term Interventions) 

Community-based supports, case management, employment coaching and supported 
housing reduce long-term reliance on expensive crisis systems. Programs that are proven 
to reduce recidivism and improve stability include peer navigation, family support groups 
and restorative justice alternatives. 33,34 

Individuals with FASD can lead successful lives when given the right services and support. 
There are many people with FASD who are thriving, learning and growing in school, living 
independently, successfully employed, and contributing to their community. 35  We can 
improve outcomes for individuals with FASD and their community, while reducing costs, 
through a shared commitment to prevention, early intervention, and appropriate support 
services. 
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