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Abstract
Background: Fetal Alcohol Spectrum Disorder (FASD) is a common neurodevelopmental dis-
order but may be underrecognized and misunderstood by people who provide health and social
support services. The aim of the research is to understand the FASD knowledge, attitudes, and
practices among people employed by the social and community sector in New Zealand.Methods:
We conducted an online survey of people working in the New Zealand social and community sector
(i.e., social workers, support workers). The survey focused on the following areas: awareness of
FASD; knowledge and beliefs about FASD; the impact of FASD on professional practice; and training
needs. Results: Most participants reported a basic understanding of FASD, however only 5% felt
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very well prepared to support someone with FASD. A large majority of participants believed that
FASD diagnosis may be stigmatising for individuals or families. Conclusion: There is a need to
improve training, professional development, and workplace support for social and community
workers in New Zealand to support people with FASD.

Keywords
fetal alcohol, social and community workers, knowledge, attitudes, practices

Introduction
Fetal Alcohol Spectrum Disorder (FASD) is a diagnostic term that describes the neurological and
physical effects of prenatal exposure to alcohol (Cook et al., 2016) and is one of the most common
forms of neurodevelopmental disorder. The global prevalence of FASD is estimated at 7.7 per 1000
births, but estimates vary considerably across countries (Lange et al., 2017). In New Zealand, the
Ministry of Health estimates that of every 100 live births, 3 to 5 are affected by alcohol (Ministry of
Health, 2022), although this is likely to be an underestimate of the true number of those living with
FASD due to difficulties accessing a formal diagnosis (Coons et al., 2018; Mukherjee et al., 2013).

People living with FASD face challenges in their daily lives due to impairments across multiple
neurocognitive domains including memory, cognition, language, executive function, social skills
and attention (Cook et al., 2016). They often require support from professionals in many sectors
including education, health, and social and community services (Petrenko et al., 2014). Without
adequate support, individuals with FASD may experience difficulties that can lead to school dis-
ruption, poor mental health, substance misuse, victimization, engagement with the justice system, and
incarceration (McLachlan et al., 2020; Streissguth et al., 2004). In New Zealand, FASD is not
recognised as a disability, therefore people living with FASD can only access disability support
services if they have been diagnosed with a physical or intellectual disability, requiring an IQ less than
70 (Disability Rights Commissioner and Children’s Commissioner, 2021). To be diagnosed with
FASD people do not need to have an intellectual disability and often do not meet the government
criteria, restricting the government funded support that people with FASD can access in New Zealand.

The social and community sector, which includes social workers, community support workers
(i.e., support workers employed in home and community settings to help people live independently),
mental health workers, and youth workers, plays a major role in supporting people with FASD in the
community. People living with FASD may be referred to community services due to secondary or
tertiary impacts associated with FASD such as mental health issues, addiction, homelessness, and
under or unemployment (Moore and Riley, 2015). Lack of knowledge or awareness of FASD by
these support professionals is a major barrier for families when attempting to access services or
support for FASD (Coons et al., 2018; Petrenko et al., 2014). For example, families report
challenges in making themselves understood by providers when accessing services in the com-
munity (Mukherjee et al., 2013). This lack of knowledge can contribute to misdiagnosis, misin-
terpretation of behaviours, inadequate service provision, and failure to intervene to prevent adverse
life outcomes (Petrenko et al., 2014).

While a number of previous studies have evaluated the knowledge, attitudes, and practices (KAP)
of healthcare and justice professionals in relation to FASD and prenatal alcohol exposure
(McCormack et al., 2022), only four studies have included professionals from the social and
community sector. A small survey in 1997 of US social workers (N=44) found almost two-thirds had
received training related to Fetal Alcohol Syndrome (a diagnosis within FASD), and those who had
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received training scored higher in their knowledge of Fetal Alcohol Syndrome in a true-false test
(Wolff, 1998). In contrast, a 2009 US nation-wide survey of professionals working in the social
services (N=1902) found that social services professionals were knowledgeable when it came to
prevention of FASD and alcohol-exposed pregnancies, but were less knowledgeable about its epi-
demiology, diagnosis, and intervention strategies (Johnson et al., 2010). More than 70% reported that
they felt under-prepared to manage or co-ordinate care for a child with FASD. A 2014 UK survey of
health professionals (N=505) that included social workers (n=79) found that while almost all re-
spondents were aware of FASD, less than a third believed they had sufficient information to advise
patients about safe alcohol consumption (Mukherjee et al., 2015). More recently, a 2020 qualitative
study of UK social workers working with children with FASD (N=8) found that a lack of knowledge
of FASD was linked to difficulties managing children suspected of FASD (Gilbert et al., 2021).

In New Zealand, there has been very limited research on social and community sector workers in
relation to FASD.We aimed to measure the degree to which this important group is aware of and has
the knowledge and attitudes needed to support individuals with FASD and their families, with a
view to informing training resources and guidelines.

Methods

Design
We conducted an online KAP survey of people working in the social and community sector in New
Zealand. The survey consisted of multi-choice, true-false, and open-ended questions and took 5-10
minutes to complete. The survey was adapted from a survey conducted of New Zealand educators
(Chu et al., 2022), which was modelled on previous surveys of health and justice professionals
(Payne et al., 2011; Cox et al., 2008; Wouldes, 2009; Mutch et al., 2013). The development of that
survey is described in full in Chu et al. (2022). We adapted the survey questions in Chu et al. (2022)
to describe the work of people in the social and community sector and sought feedback from sector
workers to ensure that the wording was appropriate. Based on findings from our previous survey
with educators, we added questions regarding the potential stigma associated with FASD and
whether participants believed individuals with FASD are entitled to receive state-funded support.
The survey covered four domains: awareness of FASD, knowledge and beliefs about FASD, impact
of FASD on professional practice and experience with FASD, and training and information needs
relating to FASD. The survey also collected demographic information, location (i.e., rural, urban, or
city centre), role in the sector, types of work setting, and years working in the sector.

Study Population
Participants were eligible to participate in the survey if they were aged ≥18 years, resident in New
Zealand, able to read and speak English, currently employed in New Zealand, and have contact with
clients in their work. Based on our previous survey, we aimed to recruit 300 participants across the
different groups working in the social and community sector (i.e., social workers, community
support workers, youth workers, and mental health workers).

Recruitment
We recruited participants over five weeks from 14 February 2022 to 21March 2022 through mailing
lists, social media platforms (Facebook, Twitter) and e-newsletters to professional groups. Social
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medial links were shared through provider and advocacy networks including the New Zealand
FASD Care Action Network (FASD-CAN) and Australia New Zealand FASD Clinical Network
(ANZFASD-CN). We also sent email invitations to senior staff in social services organisations, such
as Oranga Tamariki (the New Zealand Ministry responsible for childrens’ wellbeing), and to social
and community services providers, inviting their staff to participate in the survey. On completion of
the survey, in recognition of their time completing the survey, participants were invited to enter a
prize draw to receive 1 of 10 $NZ50 vouchers.

All participants were informed of the aims and focus of the survey before via an online par-
ticipant information sheet before starting the survey; completion of the survey was equivalent to
consent for their answers to be used in their research.

Analysis
All data were collected and managed via an online survey created in a REDCap database (Harris
et al., 2019) hosted by the University of Auckland and exported to SAS version 9.4 (SAS Institute
Inc., Cary, NC, USA, 2016) for analysis. Continuous variables were summarised as frequencies,
means and standard deviations (SD), medians and interquartile range. Categorical variables were
summarised as percentages, with missing data excluded. Comparisons were made using Chi-square
tests and Wald tests to assess statistical significance. The significance level was set at 5% with two-
tailed tests.

Open-ended answers were exported to NVivo (QSR International Pty Ltd, 2020) for analysis by
the first author (JCM) using reflexive thematic analysis methods (Braun and Clarke, 2022) The first
phase of analysis was familiarisation, followed by coding of open-ended responses using semantic
codes (Terry and Hayfield, 2020). Once all data had been coded, we built thematic maps to identify
clusters around central themes with shared meaning, which were then reviewed by JCM and JC.

Results
In total, 225 people responded to the online survey invitation. We excluded 38 responses that were
from people not employed in the social sector, were only involved with administration, or who did
not complete the screening question. Our final sample consisted of 187 participants from the New
Zealand social and community sector.

The largest group of professionals in our sample was social workers (n=71, 38.0%), followed
by Other (n=34, 18.1%), which included students, probation and corrections officers, health
promotors, and advisors. The remaining participants were mental health workers (n=23, 12.3%),
community support workers (n=27, 14.4%), youth workers (n=12, 6.4%), case managers (n=9,
4.8%), and clinical workers (n=9, 4.8%), a category that included psychologists, therapists,
counsellors, and nurses (Table 1). Three participants did not select a role within the social and
community sector.

Most participants identified as female (82.9%) and identified as New Zealand European
(71.1%). Additionally, 18.2% identified as M!aori, 2.7% as Pacific Islander, and 8.0% as Asian or
another ethnic group. Most participants were from suburban areas and most participants (67.5%)
had worked in the sector for 5 or more years, with 39% reporting working in the social sector for
11 or more years. Participants worked in the following settings (multiple settings could be
selected): Healthcare settings (61), Youth services (46), School or education settings (29),
Addiction services (24), Prison or probation settings (13), M!aori services (19), Pacific services
(8), and Other (75).
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Awareness of FASD
Almost all participants (94.5%), regardless of professional group, reported that they were aware of
FASD prior to the study. The most common sources of information about FASD were professional
training and information (62.0%), followed by education sessions such as a conference or workshop
(46.5%), colleagues (44.4%), and their own research (37.4%). Other sources of information reported
by participants included professional experience with clients living with FASD or personal ex-
perience with wh!anau (extended family) living with FASD. Only one participant reported that they
were aware of FASD through formal education.

Knowledge of FASD
When asked to rate their knowledge or awareness of FASD, the majority of participants rated their
knowledge level as a basic understanding of FASD and its effects for people with FASD (Table 2).
Self-rated knowledge of FASD was lowest for case managers while mental health workers and
clinicians were more likely to rate themselves as having a good understanding of FASD.

Participants were given a list of characteristics and asked to identify which three features
required for a diagnosis of FASD (central nervous system abnormality, neurological impairments,
and exposure to alcohol during pregnancy). Most participants were able to identify at least two
features (60.4%), but only a quarter (26.7%) identified all three. Neurological impairments and
exposure to alcohol during pregnancy were identified by 89.3% and 93.1% of participants re-
spectively, but only 30.5% identified central nervous system abnormality or dysfunction as a
feature of FASD. More than a third of participants identified distinctive facial features as a feature
of FASD (41.2%).

Participants were asked to estimate how common they believed FASD to be in New Zealand. The
Ministry of Health estimate of FASD in New Zealand has recently been updated from 1-3% to 3-5%
(Ministry of Health, 2022), therefore we treated both 1 in 50 (2%) and 1 in 20 (5%) as correct
responses. Only 31.0% correctly estimated the prevalence of FASD in New Zealand (14.4% 1 in 20
and 16.6% 1 in 50) with 51.3% of participants underestimating it, 9.1% estimating that FASD
affected only 1 in 10,000 people (0.01%). Underestimation of FASD was highest among youth
workers (58.3%) and lowest in the Other category of worker (36.4%).

Participants were also asked to estimate how common FASD is likely to be in people involved in
the justice system, including incarcerated adults, children in the care of youth justice, arrestees, and
victims of crime. The prevalence of FASD in justice system is unknown in New Zealand, however,
estimations from international studies indicate the prevalence to range from 10 to 36% (Hughes
et al., 2016; Bower et al., 2018; McLachlan et al., 2019). Almost half of participants (49.7%)
estimated that 1 in 5 people involved in the justice system is affected by FASD and 13.9% estimated
that 1 in 100 or fewer people involved in the justice system were affected by FASD.

Attitudes and Beliefs Towards FASD
A large majority of participants correctly identified the following as domains affected by FASD:
learning and memory (95.2%), emotional regulation (94.1%), communication (86.1%), and forward
planning (84.0%) (Figure 1). Only 56.7% correctly identified motor skills or movement control as
an area affected by FASD. More than 80% of participants believed that FASD can affect a person’s
judgement and two-thirds believed that FASD can affect a person’s ability to feel remorse or regret
for their words or actions.
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General beliefs about FASD were assessed through a series of true-false statements. A large
majority correctly rejected the statements that people can grow out of FASD (85.0%), that FASD is
only relevant to people under 18 years (86.5%), and that a diagnosis of FASD would NOT improve
outcomes for those affected by FASD (72.6%). More than two-thirds of participants recognised that
people with FASD have permanent brain damage. In response to the statement “most birth mothers
who drink when pregnant know it can harm the baby” only around half of participants correctly
rejected the statement (47.6%), while 28.8% reported that the statement was true. Almost half of
participants believed, incorrectly, that diagnosis of FASD would enable an individual to access
Disability Support Services (47.1%) and 13.0% were unsure whether this statement was true or
false. Almost two-thirds of social and community sector employees believed that diagnosis of FASD
might lead to a child or their family being stigmatized (64.9%).

Experience and Practices Related to FASD
When asked if FASD was relevant to their work in the social sector, almost three-quarters of
participants reported that FASD was relevant or highly relevant (74.3%), with 45.5% reporting that
FASD was highly relevant. Only 13.4% reported that FASD was highly irrelevant to their work.
Compared to the other groups, a greater proportion of social workers and case manager reported that
FASD was irrelevant to their work in the social sector (18.3% of social workers and 33.3% of case
managers), however more than half of social workers also reported that FASDwas highly relevant to
their work (50.7%). Youth workers most strongly endorsed FASD as relevant to their work, with
two-thirds of youth workers reporting that FASD was highly relevant. When asked to report the
percentage of their current clients they believed may have FASD, 66.3% reported that 10% or more
of their current client may have FASD, with 10.7% reporting 60% or more.

More than 70% of social sector employees reported that they would change their practices or
behaviours if someone in their care was known to have FASD. When asked to explain their

Figure 1. Percentage of participants endorsing the domain as affected by FASD.
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answer (n=166), participants recognised that individuals with FASD have different needs and
require different approaches, with many participants highlighting the need for different
communication strategies and the need for support that accounts for the individuals needs and
limitations and deficits. Participants also highlighted the need for different kinds of support,
such as advocating on behalf of the client, educating the individual’s community and support for
the family. Knowing that a client had an FASD diagnosis was also seen as giving insight or
context to the individual’s behaviour: “To know someone is to have the whole picture not half”
(Case manager). Because people with FASD have different needs, some participants noted the
need for specialised support or services, or to seek out training and information to support
people with FASD, with some participants reporting that their service might not be appropriate
for people with FASD. One participant, however, described the need for greater vigilance
towards individuals living with FASD because they are a “danger to those around them”
(Social Worker). For those who would not change their practices or behaviour (n=25), the main
reasons were because their practices were already responsive to individual differences or
avoiding discriminatory behaviour towards FASD.

More than two-thirds of participants reported having a client diagnosed or undiagnosed but
suspected of FASD under their care (66.8%); 11.2% reported than they had personally suspected a
client of having FASD and only 15.5% reported that they had not had a client in their care with
FASD. When asked about what care was provided, how they managed their care, and what in-
formation they were provided with in order to provide support, participants responded that there had
been little or no support provided (n=27). Many participants reported that support was provided on
the basis of a different diagnosis – such as global developmental delay, intellectual disability, or
autism spectrum disorder – rather than an FASD diagnosis, with some participants noting that
individuals with FASD are unable to access disability support. Similarly, many participants reported
that they had received none or minimal information to help them support the client (n=54), although
others reported they had received assessment reports or clinical notes (n=14) or were provided with
training (n=24). In the absence of support or information, many participants had taken it upon
themselves to find out more about FASD, conducting their own research online or seeking out
training resources such as those provided by FASD support groups or the Oranga Tamariki Practice
Centre.

Only 5.3% of participants reported that they felt very prepared to support someone with FASD if
they were assigned to their care. Overall, 40.6% reported that they felt moderately prepared, while
21.9% reported that they felt somewhat unprepared and 10.2% reported that they felt not at all
prepared. Just over half of case managers felt prepared to support someone with FASD (55.6%)
while only 33% of clinicians felt prepared.

Education and Training Related to FASD
One third of participants reported that they had received training relating to FASD in the last five-
years (35.8%). Almost half of social workers reported receiving FASD training in the last five-years
(47.9%). The type of training and duration varied across responses (n=64), from self-directed online
reading or webinars to professional training and education over several weeks or months. Par-
ticipants also reported a variety of different providers includingMinistry of Health or District Health
Board training (n=8), FASD clinicians (n=8), Caregiver Support groups (n=5), Oranga Tamariki
(n=5), and overseas providers from Australia and Canada (n=5). A small proportion reported that
they received training related to other neurological or neurodevelopmental conditions but not FASD
(14.4%), which was most commonly reported to be training on autism spectrum disorders. Thirty-
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seven percent reported that they had not received training on FASD or other neurodevelopmental
conditions in the last five years.

Participants were also asked if they were aware of the FASD resources and online training
provided by Te Pou – a Ministry of Health funded workforce development provider. Most
participants reported that they were not aware of the resources (53.5%) and less than 20%
reported that they had read the resources or taken part in the online training provided by Te Pou
(17.6%).

When asked what information would help prepare them (n=148) some participants highlighted
the need for more training in general, especially ongoing training that continued to update people on
the best practices and latest information about FASD and quick reference resources. Participants
also emphasised the need for resources to be based in a New Zealand context and have meaningful
engagement with M!aori as tangata whenua (Indigenous people of New Zealand). Specific in-
formation to include in training included understanding FASD and its impact on the individual,
strategies for engaging with people with FASD, and managing behaviour. A key theme from the
participants was the need for information around support pathways including how to access funding
for a diagnosis, what support and funding is available, what services are appropriate and where to
direct families, and the need for targeted support services for FASD. Suggested sources for this
information included expert advisors on FASD and peer support networks. Another important
theme was the need for information specific to the client such is, detailed medical history, in-
formation from previous services, assessments and recommendations, and behavioural plans, along
with co-ordination across services. The need for greater access to funding, such as Disability
Support Services, for FASD and recognition of FASD as a disability was also highlighted by some
participants.

The main resources requested by participants were training workshops (75.9%), online resources
(73.8%), and FASD-informed strategies (72.7%) and protocols to support people with FASD
(72.2%). All resources were endorsed as being helpful to their work by 60% or more of participants.
The only resources with relatively low endorsement were FASD diagnostic checklists, but this was
still endorsed by most participants (62.0%). Other resources requested by participants (n=11)
included interventions built upon Kaupapa M!aori and Pasifika values to delivered interventions
tailored to the needs of M!aori and Pacific communities, professional forums, and hui (meeting)
opportunities, and adequate funding for assessment and intervention of FASD.

When asked about potential challenges for working with individuals living with FASD, three
main themes emerged. The first was around having the appropriate knowledge and skills for
working with people with FASD – both personally and in other staff members: “My team do not
know much about FASD, let alone how to work with people who have FASD. This is a huge
challenge” (Clinical worker). Participants noted several barriers to ensuring that those working
with FASD had the appropriate level of skill such as lack of time and opportunities for training,
having incomplete information about clients, and lack of support from management or other
professionals to address FASD. Another theme was around the lack of funding or services to
support people with FASD. Even where support was provided participants noted that the support
was insufficient or inappropriate for FASD, especially where support was expected to be
completed in a short period of time or to address a specific problem, rather than long-term support
to address the daily challenges of living with FASD: “Short term intervention is not suited for
those with FASD and their families” (Social Worker). This theme also included the inaccessibility
of assessment services due to limited diagnostic services, especially outside of major cities, and
funding. The final theme was the stigma attached to FASD: “Being labelled as ‘bad’ rather than
struggling with FASD” (Social Worker). Stigma was seen as a barrier to diagnosis and accessing
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appropriate supports. For example, “denial due to the embarrassment or guilt where the birth
mothers actions have effected the child” (Community Worker) might make it hard for families to
accept the diagnosis or make families reluctant to seek help for fear of judgment from others. Lack
of awareness of FASD in the broader community contributed to stigma as well as outdated
knowledge and myths about FASD.

Discussion
This research is the first in New Zealand to survey workers in the social and community sector about
their knowledge, attitudes and practices in relation to FASD.We found that, while social and community
workers had some knowledge of FASD, gaps in knowledge and inaccurate beliefs are common, which
need to be addressed so social and community workers can provide best possible support for people
living with FASD. Social and community workers self-reported a basic knowledge of FASD and some
held beliefs that were inconsistent with correct information about FASD. This was similar tofindings of a
previous survey of education workers (Chu et al., 2022) and consistent with studies that show social
workers have basic knowledge about FASD (Johnson et al., 2010; Gilbert et al., 2021).

The majority of participants underestimated the prevalence of FASD in New Zealand, with some
participants believing FASD to be very rare (i.e., 1 in 10000). In contrast, almost half of participants
believed that FASD was very common (i.e., 1 in 5) in people involved in the justice system such as
incarcerated adults, children in the care of Youth Justice, arrestees, and victims of crime). In New
Zealand there has been no research into prevalence of FASD in criminal justice populations
(McCormack et al., 2021) or in justice involved individuals, however, empirical studies from
Canada and Australia suggest that the prevalence of FASD in justice population to range from 10 to
36% (Hughes et al., 2016; Bower et al., 2018; McLachlan et al., 2019), a higher prevalence than in
the general populations (Popova et al., 2019). If FASD goes undiagnosed in the justice system
people face challenges in accessing fair and equitable treatment (Reid et al., 2020). The association
of FASD with people involved in the justice system may be partly due to the high profile criminal
case of Pora v The Queen, a notorious miscarriage of justice where aM!aori teenager with FASDwas
falsely imprisoned for 22 years (Freckelton, 2016).

Nearly half of the participants incorrectly believed that distinctive facial features are a feature of
FASD; in reality only 10% of people with FASD show distinctive facial features (Andrew, 2010).
This is particularly problematic as often people with FASD do not display physical features that
make their FASD visible, which has the potential to result in inappropriate support for FASD. Also,
almost half of the social and community workers believed that a diagnosis of FASD would enable
access to disability support services, however, to access disability support services in New Zealand
people need to have an IQ level of 70 or less, which excludes the 80% of people with FASD who do
not meet this criterion (Disability Rights Commissioner and Children’s Commissioner, 2021). Few
participants correctly recognized central nervous system abnormality as a feature of diagnosis for
FASD, this could be due to lack of knowledge about the central nervous system or diagnosis for
FASD as social and community workers are not usually involved in diagnosis but support for people
with FASD. Several participants noted that the lack of funding and support was a barrier for them to
be able to support people living with FASD. As social and community workers in New Zealand
potentially work closely with and support families and people living with FASD it is important that
they have the correct information about diagnosis and support to guide people to the support
available. Further, perhaps this lack of knowledge and the recognition of the lack of funding in New
Zealand point to the need for more funding to be available to support people with FASD in New
Zealand.
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Most social and community workers believed that FASD diagnosis might lead to a family or child
being stigmatized. Participants also raised that potential stigma towards people with FASD as a barrier
to diagnosis and accessing support. Stigma can be a major barrier towards individuals obtaining an
appropriate diagnosis where FASD is suspected (Mukherjee et al., 2013), especially where individuals
may not qualify for Disability Support Services. Only half of participants correctly reported that most
birth mothers who drink when pregnant are unaware of the potential harm to the baby, suggesting
social and community workers may hold stigmatizing beliefs about women who given birth to
children prenatally exposed to alcohol. Previous studies have found that negative attitudes and
stereotypes about mothers of children prenatally exposed to alcohol are common in the general public
(Roozen et al., 2022). Findings from our survey suggest that the belief that FASD is a stigmatizing
diagnosis is pervasive, even amongst those that have a relatively good knowledge and awareness of
FASD, which could prevent families from seeking diagnosis and support for FASD.

Participants in our survey endorsed all resources and some had self-sought information, which
may be indicative of the scarcity of information available for workers in this sector. Comparatively
fewer participants endorsed diagnostic checklists, likely because this type of material would not be
relevant to most participants working in frontline social and community roles. Many reported that a
lack of training, workplace support and resources to support them to support someone with FASD
was a barrier to working with people with FASD, suggesting that there is limited professional
resources and training about FASD and further professional development is important. Workplace
training sessions about FASD with justice professionals, incorporating videos, workshop and group
discussions, improved the knowledge, attitudes and provided skills to justice professionals
(Passmore et al., 2021), showing the benefits of professionals training about FASD.

Whereas findings from our survey were generally in line with those from a previous survey of
education workers (Chu et al., 2022), a greater portion of the social and community workers
reported that they had experience working with clients with FASD. However, a larger proportion of
social and community workers than educators reported that FASDwas not relevant to their work. As
noted by Gilbert et al., (2021), a lack of knowledge or skill was identified as a major challenge to
their work in addressing FASD. Only 5% of respondents felt well prepared to support someone with
FASD, consistent with studies demonstrating that 70% of people working in social services believed
they were not prepared to work with someone with FASD (Johnson et al., 2010). Therefore, even
though people had experience supporting people with FASD, they did not feel well prepared,
perhaps due to the lack of support available in their workplaces.

The largest group of respondents was social workers, a group that typically work across multiple
settings and are likely to be a key point of contact for individuals and families affected by FASD. In
general, most social workers felt prepared to work with people with FASD and described themselves
as having a basic understanding of FASD. While a large majority believed that FASD was relevant
or highly relevant to their work, nearly 1 in 8 social workers believed that FASD is highly irrelevant
to their work. Taken together, more education and support provided to social workers would enable
them to provide better support to people with FASD.

Strengths and limitations
Our survey has several strengths: it is the first in New Zealand to target the social services sector
despite workers having roles that bring them into contact with people and families facing the
challenges of FASD. Among the few international surveys that have targeted this group the study is
one of the largest, enabling social workers attitudes to be explored in a representative sample. This
surveys similar method with our recent survey of education workers (Chu et al., 2022), enables the
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knowledge, attitudes and practices of education workers to be compared with social and community
workers in New Zealand.

Limitations include the use of an online survey to collect data, potentially biasing responses towards
social and community workers with previous knowledge and experience of FASD, as they may have
self-sought information about FASD, and limiting their generalisability. We did not meet our re-
cruitment targets overall or for any group of respondents and the small number of responses for some
groups limited our ability to make comparisons across or within groups. Future research in this field
should involve multiple sectors to allow for direct comparisons between the sectors and would be
strengthened by including in-depth qualitative interviews of their clients and families livingwith FASD.

Conclusion
Social and community workers in New Zealand have a basic understanding of FASD, but there are
gaps in their knowledge, around the diagnosis and support services available to people with FASD.
With social and community workers likely being a key contact and support for people with FASD in
New Zealand, few felt well prepared to support people with FASD. Therefore, there is a need for
continued education, professional development, and workplace policies to enable the best social and
community support for people living with FASD in New Zealand.
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