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Abstract
Background
South Africa is considered to have the highest prevalence of fetal alcohol spectrum disorder (FASD) globally. Nevertheless, the extent to which the South African government has responded to the high FASD prevalence at the policy level is unclear. Herein, we aimed to identify targeted and generic clauses that could be attributed to the prevention and management of FASD in relevant South African policy documents.

Methods
We conducted a search of two search engines (PubMed and Google) and the websites of South African national and provincial departments from January to April 2018. A total of 33 policy documents were included in this review. Using content analysis, we sought documents that mention the terms ‘fetal alcohol syndrome’ and ‘fetal alcohol spectrum disorder’. The Framework method was also used to thematically identify specific and generic clauses attributed to the prevention and management of FASD in South Africa.

Results
The content analysis indicated that 12 policy documents contained the searched terms. Findings from the thematic analysis showed that targeted and generic clauses for FASD exist in various policy documents. Some of the generic clauses focused on the regulation of liquor outlets, enforcement of liquor laws, and the general management of persons with mental and educational challenges. Specific clauses focused on creating platforms to improve the awareness, screening, identification and support for individuals with FASD.

Conclusions
There is a noticeable increase in the number of policy documents that considered elements of FASD enacted in the last decade. Although this study revealed the existence of targeted and generic clauses that could be attributed to the prevention and management of FASD, the sustained high prevalence of FASD in South Africa, as reported in the literature, calls for more holistic and comprehensive approaches to tackle the FASD problem in South Africa.
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Background
Fetal alcohol spectrum disorder (FASD) is a group of physical, behavioural and learning conditions that can occur in persons who were exposed to alcohol during pregnancy [1]. According to reports, no amount of alcohol is safe, and there is no safe time to drink during pregnancy that will not lead FASD [2, 3]. Therefore, any amount of alcohol consumed during pregnancy places the foetus at risk.
Globally, 1 in every 13 prenatal alcohol-exposed pregnancies results in FASD, with a global prevalence of 8 per 1000 children and youth in the general population as reported in 2017 [4]. In South Africa, the national prevalence of FASD ranges from 29 to 290 per 1000 live births [5], representing the highest rate globally. In the Western Cape Province, a recently published study estimated the prevalence to be between 196 and 276 children per 1000 [6], representing the highest prevalence in South African provinces.
The high prevalence of FASD recorded in South Africa has been attributed, in part, to the historical drinking culture driven by a system known as the ‘dop system’, whereby farmworkers’ wages were paid in alcoholic beverages [7, 8]. The high prevalence of FASD could also be ascribed to the lack of a comprehensive and multi-sectoral policy. To this end, incessant calls for a coordinated effort for the prevention and management of FASD have been made [5]. The coordinated effort for the prevention and management of FASD requires a sustainable commitment from the government, which could be facilitated by a multi-sectoral approach to policy development.
South Africa has the highest alcohol consumption rate (11 l per capita) in Africa, and is among the highest in the world [9]. The levels of lifetime consumption of alcohol for men and women are 49% and 22%, respectively [10]. Drinking during pregnancy is common in many countries, including South Africa [11], where women consider drinking as a coping strategy for their socioeconomic and sociopolitical realities [12]. In a study conducted in the Cape Metropole of the Western Cape Province, 36.9% of women confirmed that they had consumed alcohol during their current pregnancy or in the 3 months before they knew they were pregnant [13]. In another study conducted in the East Metropole, 22% of the pregnant women in the sample reported using alcohol during pregnancy [14]. This high rate of alcohol consumption is facilitated by the vast presence of illegal liquor stores. For example, in a single province (Western Cape), there are approximately 25,000 illegal liquor stores, known as shebeens (home-based taverns), making alcohol readily accessible to people of all ages [15]. The South African government must make a conscious effort to address and tackle this endemic risk factor for FASD [16].
In South Africa, policy-making is in most part the responsibility of the national government, with implementation and monitoring usually occurring at all levels of the government, though mostly at provincial and municipal levels. However, in a few instances, provincial and municipal governments can develop policies to address localised issues. Developing a policy document is an indication of the government’s acknowledgment of a dilemma and acts as a response in the form of an action plan or a strategy to address a specific problem. The policy document usually contains stipulations on the allocation of resources, the timeframe for action and the framework for implementation [17–21]. The development of a National Strategy for HIV, tuberculosis and sexually transmitted infections is a good example of the importance of a policy document in South Africa [22–25]. Despite its shortcomings on implementation, progress has been made towards reaching the 90–90–90 target, especially in achieving a 90% rate of diagnosis in HIV-positive individuals [24]. Learning from the success recorded on HIV, our consideration is that the South African government can achieve some success in curbing the escalating prevalence of FASD in South Africa by developing a comprehensive multi-sectoral policy.
Countries such as Australia, Canada and the United States of America [5, 26–29] have not only recognised FASD as a public health issue but have developed specific FASD guidelines/policies to address it. These guidelines/policies include action plans [30], screening tools [31], frameworks for action [32], diagnosis guidelines [33–35] and treatment improvement protocols [36]. However, in South Africa, the approach to addressing FASD at all levels of government remains non-specific as demonstrated by the presence of generic policies.
In 2008, Rendall-Nkosi et al. [17] conducted a situational analysis to examine the extent to which FASD has been addressed in various South African policy documents. According to these authors, only two policy documents used the term fetal alcohol syndrome (FAS), namely the National Drug Master Plan 2006–2011, and the National Human Genetics Policy Guidelines for the Management & Prevention of Genetic Disorders, Birth Defects & Disabilities. However, other policy documents, including the Guidelines for Maternity Care in South Africa 2002, Education White Paper 5 on Early Childhood Development 2001, and Education White Paper 6 on Inclusive Education 2001, contained blanket or generic clauses that could be attributed to the prevention and management of FASD. The authors also reported that services for individuals with FASD are fragmented among the essential departments (Education, Health, Labour, and Social Development), which may be because of the absence of a multi-sectoral guideline/policy for FASD [17].
Rendall-Nkosi et al. [17], in their situation analysis in 2008, recommended that a further detailed document review in South Africa should be conducted to examine the extent to which FASD is considered in policy documents. To the best of our knowledge, theirs is the only document review on FASD policy reported in the literature. To this end, we conducted another review to examine the extent to which FASD is considered in policy-related documents. We aimed to examine the targeted and blanket clauses that could be attributed to the prevention and management of FASD. These clauses could form part of a proposed guideline policy for the prevention and management of FASD, which is the aim of the larger study [20].

Methods
Study design
We conducted a document review with a qualitative approach to analysis [37]. This approach allows for an in-depth examination and interpretation of data to elicit meaning and gain an understanding of a particular issue [38]. Using a document review approach was informed by our aim to identify clauses that speak to the prevention and management of FASD in various relevant South African policies either specifically or in an inclusive manner.

Identifying relevant documents
We searched PubMed and Google search engines and the websites of South African national and provincial departments, specifically the departments of Education, Health, Social Development, and Trade and Industry, from January to April 2018. We applied the following standard Boolean phrase during the searches: [‘foetal alcohol spectrum disorder’ OR ‘alcohol-related neurodevelopmental disorder’ OR ‘foetal alcohol syndrome’ AND ‘policy’ OR ‘guideline’ OR ‘gazette’ OR ‘action plan’ OR ‘white paper’ OR ‘green paper’ AND ‘South Africa’]. Of note, the use of foetal during the search also captured documents using ‘fetal’. In addition to the online searches, we contacted the departmental designated contact persons in the Departments of Education, Health, Social Development, and Trade and Industry by email to request other policy documents, which may not be available online. These departments were selected because they have policy documents with clauses that could be attributed to the prevention and management of FASD or regulations of alcohol. We also searched references of the selected relevant policy documents for additional related information.
Herein, we considered a policy document as an action plan or a guideline that contains the intention of a government (national or provincial) concerning a particular issue. The search terms were identified and defined by two of the authors (BOA and FCM). BOA conducted the electronic search following the defined search terms and contacted other stakeholders for relevant documents. BOA and FCM finalised the list of documents that met the inclusion criteria. AMB supervised the work.
Inclusion criteria

                    	The document must be about South African policy.

	The document must contain clauses specifically targeting FASD or be attributed to FASD as well as clauses that address alcohol drinking in general.

	If the documents were published in series, the most recent series was considered.




                  
Our initial search yielded 371 articles and documents. Following deduplication, we obtained 152 articles and documents. After screening the titles, executive summaries/abstract and the full texts, we obtained 33 relevant policy documents included for analysis. The list of the documents and their descriptions are presented in Additional file 1.


Data analysis
The data were analysed using both content analysis [39] and the Framework method [40], a family of thematic analysis [41]. During content analysis, we specifically searched for the terms FAS and FASD. To do this, the first author (BOA) typed each of the terms into the search console of the PDF file of each policy document to identify the occurrence of FAS, FASD or both.
The thematic analysis entailed reading and re-reading the identified policy documents for familiarisation. Coding of relevant clauses was performed inductively to generate initial codes, which were re-organised to obtain refined codes. In the thematic analysis, we read all the selected documents to identify clauses targeted or attributed to FASD. These clauses, usually sentence(s), were then chatted into an analytical framework (Fig. 1). The framework revealed a classification of the FASD clauses into the main categories of prevention and management. Each category was further subdivided into education, health and social considerations. In a discursive process, consensus was reached between the authors on the fitting of the various clauses under the appropriate themes and subthemes within the analytical framework.[image: A12961_2019_447_Fig1_HTML.png]
Fig. 1A heuristic framework guiding the document analysis





Data management
For easy identification, we coded the policy documents as DRX, wherein DR stands for policies, action plans or guidelines, and X denotes an arbitrary number from 1 to 33. Targeted clauses are clauses that directly address FASD-related issues in the selected policy documents. Blanket clauses are clauses that could be ascribed to the prevention and management of FASD in the selected policy documents but could be relevant to other conditions. Also described as a generic clause, a blanket clause is considered to be attributed to FASD if it is meant for other conditions, but the clause can also be related to addressing any of the FASD outcomes. While reporting on the specific clauses and blanket clauses attributed to FASD (Fig. 1), we selected only some of the clauses to describe in the Results section. The complete set of clauses is presented as Additional file 2.


Results
Figure 2 denotes the documents containing targeted or blanket clauses for FASD. Content analysis indicated that 12 policy documents contained the terms FAS and FASD, as illustrated in Fig. 3.[image: A12961_2019_447_Fig2_HTML.png]
Fig. 2Number of documents that contained each aspect of FASD prevention and management



[image: A12961_2019_447_Fig3_HTML.png]
Fig. 3List of documents that contained the terms FAS and FASD




Presentation of targeted and blanket clauses of FASD
We present the targeted and blanket clauses following our heuristic framework (Fig. 1).

Targeted clauses
Prevention-targeted clauses
Two policy documents contained educational considerations specifically targeting the prevention of FASD. The documents include (1) the Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects and Disabilities [70], and (2) the Western Cape Alcohol-related Harms Reduction: White Paper [71]. Focus on education in these documents is captured in the following two clauses.“The continuation of education programmes on FASD. The Western Cape Government (WCG) will continue to focus on education programmes on FASD in collaboration with strategic partners specialising in the field, with the aim of expanding the programmes. Current initiatives include screening participants and providing psychosocial therapy and life-skills training.” (DR18: page 62)

“Educate all women regarding the deleterious effects of alcohol on the foetus. Educate all women to avoid alcohol throughout pregnancy.” (DR2: page 18)

Three policy documents contained health-related clauses specifically addressing the prevention of FASD. These include (1) the Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects, and Disabilities [70]; (2) the Western Cape Alcohol-related Harms Reduction: White Paper [71], and (3) the National Child and Adolescent Mental Health Policy Guidelines [72]. Below, we share clauses selected from some of these documents.“Public efforts to improve health, nutrition, education and self-reliance, particularly of women; avoidance of unintended pregnancies, and proper birth spacing through access to contraception and other methods of family planning; improved access to, and quality of, prenatal care and genetic counselling; avoidance of exposure to teratogens (e.g. alcohol) during pregnancy.” (DR2: page 15)

“Improve the detection rate for alcohol and other drug abuse at antenatal clinics, and provide the appropriate services to reduce the incidence of fetal alcohol syndrome.” (DR11: page 21)

Clauses of social consideration mainly targeting the prevention of FASD were found in (1) the Mini Drug Master Plan [73], and (2) the Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects and Disabilities [70].“Increase capacity for prevention, identification and development of appropriate interventions for individuals and families affected by FASD.” (DR23: page 16)

“Target all women of reproductive age with the following message of awareness: alcohol, smoking and substance abuse can damage the foetus, so avoid these during pregnancy. Identification of pregnant women at risk; identification of pregnant women aged 35 years or more; identification of pregnant women exposed to teratogens, e.g. alcohol.” (DR2 page 18)



Management targeted clauses
Two of the policy documents contained health-related clauses specifically targeting the management of FASD, these were (1) the Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects and Disabilities [70], and (2) the Mini Drug Master Plan [73].“Identification and development of appropriate interventions for individuals and families affected by FASD.” (DR23: page 16)



                    “Offer early detection of FAS, with appropriate referral of affected individuals and their parents for counselling and care. Rehabilitation of disabilities and psychosocial support of affected individuals and their families.” (DR2: page 18)


                  

Blanket clauses
These clauses, although of more general nature, were ascribed to the prevention and management of FASD in the selected policy documents.

Prevention blanket clauses
Blanket educational-related clauses that could be attributed to the prevention of FASD were identified in seven policy documents, namely (1) the National Strategy for the Prevention and Management of Alcohol and Drug Use amongst Learners in Schools [74], (2) the City of Cape Town Alcohol Drug Strategy [75], (3) the Western Cape Alcohol-related Harms Reduction: White Paper [71], (4) the National Child and Adolescent Mental Health Policy Guidelines [72], (5) the National Adolescent and Youth Health Policy [76], (6) the National Drug Master Plan [77], and (7) the Anti-substance Abuse Programme of Action [78]. The following illustrative clauses were taken from two of the documents.“Primary prevention: Implement school-based alcohol and drug use prevention programmes including life skills training as part of life skills/orientation subject. Implement information and awareness campaigns. Implement co-curricular activities and safety interventions such as peer education clubs. Implement drug-free sports programmes. Involve families and communities.” (DR13: page VI and 23)



                    “Intensified campaigns to educate people about substance abuse. Educational campaigns to inform and educate people, in particular, young people, about the dangers of alcohol and drug abuse.” (DR15: page 86)


                  
The Guidelines for Maternity Care in South Africa [79], the City of Cape Town Alcohol Drug Strategy [75], the Prevention and Treatment for Substance Abuse Act [80], the Western Cape Alcohol-related Harms Reduction: White Paper [71], and the National Drug Master Plan [77] contained health-related blanket clauses that could be ascribed to the prevention of FASD. The two selected clauses exemplify the nature of these generic prevention intentions.“At first visit, take a full and relevant history including medical conditions, including psychiatric problems, and previous operations; use of alcohol, tobacco and other substances; family and social circumstances.” (DR1: page 35)



                    “The identification of risky behaviour that is associated with and predisposes people to substance abuse; the detection of conditions such as poverty and other environmental factors that contribute to crime and the abuse of substances. Identification of individuals, families and communities at risk; screening for problematic substance use to facilitate early detection and appropriate interventions; enabling affected persons to recognise the warning signals of substance abuse. Identification of individuals, families and communities at risk; screening for problematic substance use to facilitate early detection and appropriate interventions.” (DR7: page 16)


                  
Eight policy documents contained clauses attributed to blanket social considerations ascribed to the prevention of FASD. These documents comprised (1) the National Strategy for the Prevention and Management of Alcohol and Drug Use Amongst Learners in Schools [74], (2) the National Drug Master Plan [77], (3) the Prevention and Treatment for Substance Abuse Act [80], (4) the Western Cape Alcohol-related Harms Reduction: White Paper [71], (5) the National Child and Adolescent Mental Health Policy Guidelines [72], (6) the City of Cape Town Alcohol Drug Strategy [75], (7) the Anti-substance Abuse Programme of Action [78], and (8) the National Liquor Policy [81].“Establishment and provision of community-based services: provide professional and lay support within the home environment; establish recreational, cultural and sports activities to divert young people from substance abuse.” (DR7: page 24)



                    “Comprehensive prevention programmes: implementation of universal and targeted programmes, such as those covering life skills. Multiple approaches to prevention across different disciplines, e.g. youth development programmes, sport and skills development.” (DR15: page 86)


                  

Management blanket clauses
Blanket educational clauses that could be attributed to the management of FASD were contained in 10 of the 33 identified policy documents, namely (1) the National Integrated School Health Policy [82], (2) the Policy on Screening, Identification, Assessment and Support [83], (3) the National Integrated Early Childhood Development Policy [84], (4) the National Development Plan 2030 [85], (5) the Education White Paper 5 on Early Childhood Education [86], (6) the Special Needs Education: Building an Inclusive Education and Training System (Education White Paper 6) [87], (7) the National Child and Adolescent Mental Health Policy Guidelines [72], (8) the Guidelines for Responding to Learner Diversity in the Classroom [88], (9) the Guidelines to Ensure Quality Education and Support in Special Schools and Special School Resource Centres [89], and (10) the National Adolescent and Youth Health Policy [76]. Two of these clauses are represented below.“Five specific support provision areas are identified: Specialist support staff, assistive devices, specialised equipment and teaching and learning support materials, curriculum differentiation to meet the individual needs of learners.” (DR16: page 8)



                    “Provide a stimulating environment to enhance the development of the child. Provide special classes in normal schools and special schools for intellectual children and adolescents.” (DR11: page 23)


                  
The Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects and Disabilities [70], the National Integrated Early Childhood Development Policy [84], and the National Development Plan 2030 [85] contained blanket clauses relating to the health management of FASD. The subsequent clauses exemplify this.“Screening and early detection of disability, diagnostic and therapeutic support service, 24-hour service and specialist support.” (DR2 page 22)

“Nutrition intervention for pregnant women and young children. Ensure household food and nutrition security.” (DR30 page 30)


Social consideration blanket clauses attributed to the management of FASD were found in eight documents, including (1) the National Development Plan 2030, (2) National Disability Policy [90], (3) the National Child and Adolescent Mental Health Policy Guidelines [72], (4) the National Integrated Early Childhood Development Policy [84], (5) the Guidelines to Ensure Quality Education and Support in Special Schools and Special School Resource Centres [89], (6) the National Youth Policy [91], (7) the Special Needs Education: Building an Inclusive Education and Training System (Education white paper 6) [87], and (8) the Human Genetics Policy Guidelines for the Management and Prevention of Genetic Disorders, Birth Defects and Disabilities [70]. Illustrated are two of the clauses from the documents.

                    “Strengthen youth service programmes and introduce new, community-based programmes to offer young people life-skills training, entrepreneurship training and opportunities to participate in community development programmes. Efforts to ensure relevant and accessible skills development programmes for people with disabilities, coupled with equal opportunities for their productive and gainful employment, must be prioritised.” (DR30: page 30)


                  

                    “Ensure that an intellectually disabled child or adolescent is in the hands of an effective carer; where possible, ensure that the natural parents are the primary caregivers for intellectually disabled children and adolescent; provide ongoing emotional and (if necessary) material and human resource support for the parents and other caregivers; provide a stimulating environment to enhance the development of the child.” (DR11: page 23)


                  



Discussion
Herein, we aimed to identify the targeted and generic clauses that could be attributed to the prevention and management of FASD in various related policy documents in South Africa. The study also serves as an update to the South African FASD policy document review conducted in 2008 [17]. The significance of this review lies in its capacity to shed light on the extent to which FASD issues are considered in existing South African policy documents, as there is no specific policy document currently addressing FASD. Furthermore, the targeted and generic clauses identified could inform the development of a guideline for policy to address FASD in South Africa.
Our findings confirmed that South Africa still does not have a specific policy addressing FASD since the observation was first made by Randall-Nkosi et al. in 2008 [17]. In their review, only two policy documents used the term FAS, with FASD not being reported at all. However, based on our review, there has been an increase in the use of FAS and FASD, with 12 policy documents mentioning these terms since 2008. The increase in the number of policy documents mentioning FAS and FASD could be seen as an indication that more consideration is given to the issue of FASD across various South African government departments. However, we cannot categorically say that this increase in consideration has translated to an improvement in service delivery. Services are still generic in nature with gaps in policy [18, 21, 42], particularly those involving the coordination of services, communication and collaboration among departments, as previously reported [17, 19]. Therefore, we believe that developing a multi-sectoral policy for FASD could improve communication and collaboration among the relevant departments and, consequently, the coordination of FASD-related services.
Most of the policy documents identified in our review contained targeted and blanket or generic clauses that could be attributed to the prevention and management of FASD. We found a distinct improvement on what was reported in 2008, although none of the policy documents provided a comprehensive, holistic and detailed strategy on how FASD could be prevented and managed. For example, the National Liquor Policy (2016) provided an excellent contextualisation and detailed account of the problem of FASD in South Africa but contained only generic approaches for the prevention of FASD. Although the policy on Screening, Identification, Assessment, and Support (2014) does not mention the terms FAS and FASD, the document provided detailed information on screening, identification, assessment and support for learners identified with learning difficulties; this information could benefit individuals with FASD as it is not unusual for them to present learning difficulties [1]. However, one of the shortcomings of the Policy on Screening, Identification, Assessment, and Support (2014) is that it does not holistically address issues (medical and social) other than the educational issue. Therefore, we suggest a more comprehensive approach to the management of FASD.
Some of the prevention strategies identified in the policy documents were efforts proposed to reduce accessibility and availability of alcohol [21]. These exertions include banning alcohol advertisement, increasing the legal drinking age, regulating alcohol trading hours and liquor outlets, and enforcement of liquor laws. These strategies were similar to those identified in previous studies of policy requirements for FASD in South Africa [18, 21, 42]. These strategies have been found to be effective in reducing accessibility and availability of alcohol. In two studies [43, 44], an association between alcohol availability, rates of alcohol consumption and alcohol-related harms were found. Evidence also indicates that increasing the minimum purchase age of alcohol reduces alcohol-related harms [45]. However, enforcing liquor laws remains a prominent problem in South Africa as the government is struggling to balance the economic benefits of liquor against public health hazards [46]. In the Western Cape, for example, there are approximately 25,000 unlicensed/illegal liquor stores making alcohol available and accessible at a lower price [15]. Therefore, in order to reduce accessibility and availability of alcohol, we recommend that the government should take the enforcement of liquor laws seriously.
Other sections that were identified and could be ascribed to the prevention of FASD were education and creating awareness on the dangers of alcohol to different groups (children, adolescents and adults) and at different levels (schools and communities). Education and awareness formed part of the policy requirements for FASD in previous studies [18, 21, 42]. Education alone does not really modify behaviour as reported in the literature [47, 48]. However, research has also shown that education and awareness have the potential to reduce the prevalence of FASD in areas where they are low [49]. Therefore, we suggest education- and awareness-targeted FASD prevention programmes in areas where education and awareness of FASD are low [49, 50]. In areas where education and awareness on FASD are high, we suggest personalised interventions delivered through innovative approaches such as motivational interviewing and case management [51, 52]. These personalised interventions could be targeted at pregnant women and women of childbearing age.
In our review, we identified proposed clauses to enhance the cessation of drugs and alcohol use, including addressing pregnant women at clinics and in communities. These services include counselling, treatment and rehabilitation services, aftercare and reintegration services, screening, identification, and support and skills development, all of which align with the policy requirements for preventing FASD previously identified [18, 21, 42]. The mentioned services are notable, and if routinely carried out, could assist individuals who are struggling with alcohol, especially pregnant women and those of reproductive age, to minimise or cease drinking during pregnancy. However, research has shown that only 45% of health professionals who care for pregnant women routinely ask about alcohol use and only 25% of them provide information on the consequences of alcohol use in pregnancy [53]. Therefore, we recommend training of health professionals on how best to assist women with an alcohol problem.
Addressing alcohol consumption during pregnancy to prevent FASD is essential. Therefore, it will require asking about alcohol use and providing information on the consequences of its use during pregnancy with specific reference to FASD. The latter should be made a compulsory routine for health professionals caring for pregnant women. Inadequate access to treatment for substance abusers in South Africa has also been reported [54–56], particularly in historically disadvantaged communities [55, 56]. Furthermore, barriers such as limited allocation of resources, stigma and negative beliefs about treatment, hamper substance users from seeking treatment [57, 58]. The inadequate access and barriers to treatment have the potential to influence alcohol use before and during pregnancy. Therefore, we propose an increase in access to treatment. In addition, barriers to treatment specifically for alcohol users should be addressed.
We discovered various levels of support and social security systems for individuals with disabilities outlined in some of the policy documents, which have been reported as part of policy requirements for FASD [21]. The support aims at improving learning participation, meeting the learning needs, assisting parents, and providing a supportive learning environment. Though these support programmes were not specifically targeted at individuals with FASD, those living with the disorder could benefit from them if they qualified. The social security system could also be beneficial to individuals with FASD but would depend on whether they qualify based on the types of primary and secondary characteristics they exhibit. If the South African government can recognise FASD as a disability irrespective of the types of primary and secondary characteristics presented, it would be a first step in the right direction. Therefore, we suggest the inclusion of individuals with FASD and their parents/caregivers in social services allowing them to maximise their potential and improve developmental outcomes [59].
Other strategies we identified in the reviewed policy documents could be ascribed to the management of individuals with FASD, including screening, assessment, identification and support, early childhood development programmes, provision of inclusive education, differentiation and modification of assessment and curriculum, skills development, and training of teachers. These aligned with the policy requirements identified for the management of FASD in South Africa [18, 21, 42]. All these mentioned strategies may be useful if they are directly targeting FASD [59]. Although a screening protocol exists for conditions posing learning barriers, including FASD, there is no national surveillance for FASD in South Africa [17, 18], which means the situation is very similar to what was reported in 2008.
According to the literature, many individuals with FASD only get discovered when they present with other co-morbidities such as intellectual difficulties and conduct disorder, while some of them are misdiagnosed or never diagnosed [60]. Therefore, they are unable to receive the necessary treatment in a timely manner, suggesting the need for national surveillance and specialist diagnostic and support services, as earlier advocated by previous studies [17, 18]. Training all professionals on how to manage FASD should be considered essential, as FASD requires a multidisciplinary team to diagnose and manage [33]. Nevertheless, no specialised training on FASD for health professionals is in place, as reported by the participants in a study published in 2018 [21]. Various studies have indicated the need for training professionals on FASD [53, 61–66]. We suggest that skills development should also be considered paramount as most of the individuals with FASD may not be able to complete formal education [67, 68].
The continuous rise in the prevalence of FASD in South Africa remains a public health concern as reported in the literature [5, 18]. Therefore, it is pertinent for the South African government to respond to this epidemic in a more coordinated and comprehensive manner by designing a specific policy and targeted interventions aimed at preventing and managing FASD. Reducing the prevalence of FASD will directly or indirectly contribute to the reduction in crime rate, risky sexual behaviour, learning problems, alcohol-related harms and other secondary FASD disabilities [67, 68]. We advocate that the South African government should also replicate the success recorded in HIV/AIDS for FASD [22–24]. When developing a policy for FASD, new approaches to policy development on FASD should be considered. We propose that the South African government should learn from the approaches adopted by other governments such as Australia; an example is the Development of Action Australian Plan on FASD (2013–2016), which has led to an increase in government funding, expansion of prevention programmes, and the establishment of specialist FASD diagnostic services [69].
The strength of this study lies in the fact that we accessed several policy documents for FASD-related conditions from multiple departments to show the extent to which FASD has been considered in those policies. The limitation of this study is that we might not have included all the relevant policy documents because we used only two search engines and received only a few responses from the people we contacted. Another limitation is that we only included the latest policy documents of those published in series.

Conclusion
Herein, we revealed the existence of targeted and generic clauses that could be attributed to FASD. There has also been an increase in the number of policy documents mentioning FASD in the last 10 years. However, the sustained high prevalence of FASD in South Africa reported in the literature calls for holistic and comprehensive approaches to tackle this problem.
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