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What Once Was sick is nOW Bad: the 
shift frOm Victim tO deViant identity 
fOr thOse diagnOsed With fetal  
alcOhOl spectrum disOrder1

Erin DEj

Abstract. Fetal alcohol spectrum disorder (FASD) is constituted by different net-
works and institutions. I demonstrate that while the symptoms associated with 
FASD do not differ from childhood to adulthood, their conceptualization and thus 
societal and governmental responses to individuals with FASD change dramatic-
ally. This research is theoretically grounded in Rose’s work on psy-identities and 
Hacking’s concept of a looping effect. To unpack the reconstitution of the FASD 
identity from childhood to adulthood I have identified two linked but distinct-
ive loops — that of the promising child and the deviant adult. These two loops 
conceptualize the different institutions, stakeholders, and knowledges that take 
interest in the “FASD child” and those that constitute the “FASD adult” identity 
within the criminal justice system.
Keywords: fetal alcohol spectrum disorder; identity; looping effect; psy-disci-
pline; critical criminology; First Nations/Métis/Inuit communities

Résumé. Les définitions liées à l’ensemble des troubles causés par l’alcoolisation 
foetale (ETCAF) proviennent de différents systèmes de réseaux et institutions. 
Je démontre que la conceptualisation des TCAF et les approches sociales et gou-
vernementales envers ceux qui en souffrent changenr radicalement malgré le 
fait que les symptômes associés aux TCAF demeurent les mêmes de l’enfance à 
l’âge adulte. À l’intérieur de cette recherche, je me réfère au travail de Rose sur 
les «identités psy» et de Hacking sur l’effet de boucle. Afin de révéler la recons-
titution de l’identité associée à l’adulte qui souffre de TCAF, j’ai identifié deux 
boucles qui sont à la fois liées et distinctes — celle de l’enfant prometteur et celle 
de l’adulte délinquant. Ces deux boucles nous aident à conceptualiser les diffé-
rentes institutions, les parties prenantes et les connaissances qui s’intéressent à 
« l’enfant souffrant des TCAF » et ceux qui servent à définir l’adulte TCAF à 
l’intérieur du système pénal. 
Mots clés: l’ensemble des troubles causés par l’alcoolisation foetale; l’identité; 
l’effet de boucle
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Fetal alcohol spectrum disorder (FASD) is constituted by different 
actors, networks and institutions. Whereas in childhood, the FASD2 

identity is salvageable victim, in adulthood the FASD identity is devi-
ant, dangerous, and irredeemable. I explore the shift in the FASD iden-
tity from childhood to adulthood and the governing effects produced 
from these differing discourses. Conceptualizing adults as responsible 
for their behaviour is not unique to FASD. However, the cognitive and 
behavioural symptoms associated with FASD (such as impulsivity, be-
ing overtly affectionate, an inability to grasp basic concepts) cast FASD 
children3 as victims and FASD adults as deviant. FASD is simultane-
ously regarded as a mental illness and a marker of deviance, with the 
two paradigms mutually reinforcing one another. The aim of this paper is 
to think critically about the FASD diagnosis as a psy-identity. Although 
psy-knowledges4 claim to be natural/objective/neutral, the meaning of 
the diagnosis shifts from sick in childhood to bad in adulthood thus call-
ing for different governing responses. The racialization of FASD as an 
“Aboriginal problem” is indicative of the value-laden knowledges used 
to produce the diagnosis. 

FASD is an umbrella term encompassing all possible effects of pre-
natal exposure to alcohol (Fast and Conry 2004:161). A diagnosis re-
quires varying degrees of pre and/or postnatal growth retardation, fa-
cial anomalies, central nervous system dysfunction, and confirmation of 
maternal consumption of alcohol during pregnancy (Abel and Hannigan 
1995; Michaud and Michaud 2003). Some scholars (Armstrong 2003, 
Golden 2005) are critical of the expanded diagnosis, focusing on FASD 
as a tool of gender regulation and cite its emergence and acceptance 
by the medical community in the early 1970s as a method of control-
ling women’s reproduction. Tait (2007) studies the social construction of 
FASD amongst Aboriginal communities and its use as a tool to homogen-
ize Aboriginal peoples and simplify complex social problems. Socially 
marginalized people are reframed as deviant biopsychological subjects 
(Rose 2000a; Armstrong 2003; Tait 2007). Building on this critical lit-
erature, I consider FASD as a shifting identity from childhood to adult-
hood, based in part on the claims of different knowledge producers. It is 
2. The term FASD will be used to refer to fetal alcohol syndrome, fetal alcohol effects, 

partial fetal alcohol syndrome, alcohol related birth defects and alcohol-related neuro-
developmental disorders.

3. I use the terms FASD child and FASD adult to be critical of the notion that an indi-
vidual has this syndrome and to acknowledge that while those labelled with FASD have 
a variety of identity markers, a psy-identity takes over other facets of their identity to 
various degrees, and in relation to other markers such as race; class; and gender, to 
become a master status (see Cohen 1985).

4. By psy I am referring to psychology, psychiatry and other disciplines related to these 
areas.
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important to recognize that questioning how and why FASD is constitut-
ed as a pathology warranting criminal justice intervention has no bearing 
on whether or not FASD is real in the biological sense of the term. My 
point is that the deployment of the identity, real or not, has real effects.

This research draws on multiple methods: document analysis of 
government and advocacy material, criminal court cases, and Hansard 
debates from 1968–2008; and eight semistructured interviews with ad-
vocacy groups, government personnel, and not-for-profit organizations. 
Interviews were conducted either in person or by phone throughout Can-
ada between June and December 2007 by cold-calling and some snow-
ball sampling; participants were asked questions related to their profes-
sional capacity. While many themes emerged, the focus of this paper 
centres on applying Hacking’s looping effect to the construction of two 
distinct but related psy-identities — the FASD child and adult.

Psy-IdentItIes as UnnatUral

Psy-disciplines rely on classification tools, observation, and measure-
ments to produce knowledges claiming to be objective and neutral 
(Zachar 2000). The transformation of the FASD identity from childhood 
to adulthood contradicts the premise that diagnoses are innate. Rather 
than providing a uniform and objective measurement of symptoms, the 
FASD diagnosis imposes particular normalization techniques. Ignor-
ing the social context of diagnosis characteristics leaves individuals to 
be normalized and controlled (Rose 1988; Rosenberg 2002). Although 
diagnoses are debated, negotiated, and even voted upon (as is the case 
with each new version of the Diagnostic and Statistical Manual, Kut-
chins and Kirk 1997), once pathologized, psy-identities are presented 
as discoverable, natural phenomena. Likewise, psy-identities are not 
consistently applied, but take different forms and affect individuals to 
greater or lesser degrees depending on social circumstances. 

FASD is described as an epidemic in First Nations, Métis, and Inuit 
communities (House of Commons Debates 2003; 2008), so an analy-
sis of FASD must include a discussion of the identity as “an Aboriginal 
problem” (Michaud and Michaud 2003). The introduction of FASD in 
two Lancet articles in 1973 uses scientific rhetoric to mask the racializa-
tion of the diagnosis. Of the eleven case studies used to create the diag-
nosis, more than half (six) of the children were Aboriginal; their facial 
features were measured and assessed against white children to create the 
“FAS face” (Jones et al. 1973; Jones and Smith 1973). Although FASD 
was initially documented through physical measures it was quickly ac-
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cepted as a scientific diagnosis to explain cognitive and behavioural 
problems as well. 

Just as the case studies are racialized, the link between class and 
FASD is built into the diagnosis. For example, the authors of the Lan-
cet articles remark that four of the eleven patients were living in foster 
homes and that eight of the families were living on social assistance 
(Jones et al. 1973; Jones and Smith 1973). The scientific value of refer-
encing the patients’ socioeconomic status is not apparent; conversely, the 
reference imbeds class into the FASD diagnosis by making it synonym-
ous with poverty. 

Rose (1998:105) explores the way psy-disciplines use pathologiza-
tion as a “…technique for the disciplining of human difference.” Codify-
ing individual behaviour into categories — such as disease, syndrome, 
and disorder — allows disciplining of difference. Rose (1988:4) sug-
gests: “The idea of a unified, coherent, self-centered subject has been 
upset by the multitude of ways our selves are shaped, but psychology 
likes to pigeon hole into one identity.” The FASD diagnosis explains any 
number of cognitive and behavioural actions as resulting from exposure 
to alcohol in utero, thus implementing truth claims about an individ-
ual and enforcing specific governing technologies. Rose’s (1988; 1998) 
work finds that the psy-disciplines develop precise governing mechan-
isms to persuade the abnormal to become normal. Although both identi-
ties are governed on principles of discipline, FASD children and adults 
are distinct because different technologies of government act upon their 
conduct (Rose 2000b). Children are targeted by the public health/welfare 
systems and FASD adults are identified, often for the first time, within 
the criminal justice system. The inconsistencies between the two FASD 
identities demonstrate the psy-disciplines’ inability to proclaim a singu-
lar truth.

the looPIng effect 

Rose’s concept of psy-identities explains how technologies govern 
people. Thinking critically about FASD, however, requires moving be-
yond an individualized lens to consider FASD identities on a collective 
scale. Here, Hacking’s concepts of making up people and the looping ef-
fect demonstrate the variety of knowledges constructing an identity and 
how identity can be reformed. Hacking (2004:279) refers to the looping 
effect as: “…the ways in which those who are classified, and who are 
altered by being so classified, also change in ways that causes systems 
of classification be modified in turn.” In the case of the FASD child and 
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adult identities, it is the lay knowledges (for example parents of an FASD 
child) and professional knowledges (social welfare or criminal justice 
systems) that constitute two different identities based on one diagnosis.

Hacking’s (1991; 1999; see Pfohl 1977) project on the reidentifica-
tion of child abuse in different temporal and social contexts allows us to 
think about the FASD identity in transformative terms. Hacking illus-
trates how narratives about child abuse can change over time, effect-
ively altering an individual’s past, present, and future identities. When 
thinking about FASD in terms of reconstituted identities, there are two 
connected but ultimately distinct loops — that of the child and adult. 
Both identities have the same characteristics but produce either a child 
loop of an innocent victim who is worth saving or an adult loop of an 
undeserving and hopeless criminal. The temporal linkages, which in the 
child abuse identity produce a lifelong narrative, are missing from the 
FASD identity. The division between childhood victim and deviant adult 
is a messy one and within each discourse some knowledge is silenced. 
Figure 1 oversimplifies the distinction between the two loops, especially 
as it relates to adolescence when this shift often occurs, but is a helpful 
tool to explore the division between the two identities.

The separation between the two identities is illustrated in a speech 
made by California Governor Pete Wilson when denying a reversal of 
the death sentence of someone with FASD. The governor claimed: “As 
great as is my compassion for Robert Harris the child, I cannot excuse 
or forgive the choice made by Robert Harris the man” (Golden 2005). 
The governor’s message is that the child and the adult are two different 
people. This division is necessary in order to demonize the FASD adult; 
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otherwise, it would appear that an innocent victim is being sentenced to 
death. By bridging the two loops through their common denominator 
— the diagnosis — the dichotomy between the victimized child and the 
deviant adult are blurred. Using the psy-diagnosis is precisely what dis-
tinguishes FASD from the broader criminalization of deviant adults. As 
Smart (1989:20) describes, the law reorients psy-knowledges to suit its 
purposes, such as in the case of best interests of the child. For FASD the 
diagnosis is manipulated by the criminal justice system as more or less 
medicalized to suit the needs of the system (often by making the FASD 
adult responsible for his or her actions). 

the VIctImIzed chIld

Psy-experts identify the FASD child as an innocent victim with the po-
tential to be a productive citizen, given professional and timely inter-
ventions. The FASD child identity is medicalized so that the scientific 
community, psy-disciplines, and community programmers can have 
virtually uninhibited access to the individual and his/her environment. 
Medicalization literature contains privileged discourses that do not exist 
in a vacuum, but are shaped and understood by larger social and political 
constructs (Rosenberg 2002). Critics of medicalization demonstrate how 
these discourses transform social, political, and historical phenomena 
into pathologies. For example, one research participant (a public ser-
vant; 3 August 2007)5 commented that overrepresentation of Aboriginal 
people in the criminal justice system occurs partly because FASD is one 
of the first illnesses physicians consider in an Aboriginal patient. In con-
trast, non-Aboriginal patients are more likely to receive a diagnosis such 
as attention deficit-hyperactivity disorder (ADHD).The medical com-
munity and society in general fail to 

remember that FAS/FAE occurs in any society. While there are no statis-
tics to show how many Inuit have FAS/FAE, the incidence is not necessar-
ily any higher than that of other groups. (McGrath 1998:5) 

This reality is forgotten or ignored because, as one research officer 
studying the Inuit experience (19 August 2007) claimed, issues such as 
poverty, disenfranchisement, and disconnectedness can be explained 
away with the FASD diagnosis (Tait 2007). By taking a purely medical-
ized approach to the FASD identity, the production of the FASD child as 
a victim is appealing; children are not meant to be sick and so there must 
be someone to blame for their illness. 

5. The titles of the research participants and their organization are not revealed as this 
would compromise their anonymity.
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To sustain the victim identity, only certain parents/caregivers have 
the resources and opportunity to participate in knowledge production, 
leaving others silenced. Those children whose narratives are not ac-
knowledged by the medical discourse are, therefore, not recognized as 
innocent. Children who reside with their biological mothers are rarely 
accounted for in the FASD literature, likely because few retain custody 
of a child diagnosed with FASD. Children who move from one living 
environment to another, most often foster homes, may not receive the 
attention and special care expected for a child with FASD; this is an 
important consideration given that more than half of FASD children live 
in foster care or in adopted homes (Clarren and Astley 2002). Very rarely 
are the experiences of parents/caregivers caring for an Aboriginal FASD 
child heard, with the exception of those children who have been adopted 
by white parents. 

The medical and psy communities subjugate the knowledges of par-
ents/caregivers who do not or cannot invoke approved governing tech-
niques. These parents are “condemned as perpetrators” for refusing their 
children the possibility of a positive future (Chen 2005). Research par-
ticipants (a public servant; 3 August 2007) (director of an early interven-
tion centre; 20 June 2007) noted that women likely to be at high risk of 
bearing a child with FASD and FASD children often have limited access 
to social programs due to poverty, a lack of education, inaccessible med-
ical care, and geographic isolation. Among these systematic barriers are 
health inequalities suffered by First Nations, Métis, and Inuit peoples, 
including discrimination amongst health care providers and the lack of 
accessible health care that contributes to poor health in many Aborig-
inal communities (Tang and Browne 2008). By eliminating marginalized 
children, the FASD child identity can be narrowly defined by its psy-
characteristics (Rose 1998), becoming a worthwhile investment of social 
programs to produce productive adults. 

Reaching the Optimum Potential

Psy-experts view FASD children as capable of becoming productive fu-
ture citizens. The key to success6 is reaching children at a young age to 
allow sufficient time to “fix” them and their potential future behaviour. 
As one psychologist noted, although “we should never write children 
off, it can be difficult to change long-lasting, maladaptive patterns later 
in life” (Bruer 1999:6). Limiting the scope of the victim identity to chil-
dren under the age of six lays the foundation for the construction of the 

6. By success I am referring to those children who are able to manage their symptoms in 
a way that they can participate fully in society, for example, as a taxpayer (see below).
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deviant adult loop made up of those who do not receive adequate pro-
gramming in the specified time. 

The notion of optimum potential emerges from the rhetoric that treat-
ing children with FASD is an investment in the future. Optimal potential, 
as described in the neurodevelopmental discourses, is based on the idea 
that children who receive the best developmental experiences will be 
increasingly productive. It describes indicators of readiness as a way to 
measure the success of a young child through specific criteria, including: 
a lifelong readiness to learn, social awareness, efficiency, and adaptabil-
ity. These indicators provide a normative milestone by which all children 
are assessed to determine their potential value as citizens, regardless of 
differential personal and social circumstances (Henderson 2005). Early 
years programs targeting children age 0–6 exemplify the focus of gov-
erning strategies for children. For example, Ontario’s Best Start program 
leads with the mantra: “Healthy babies are more likely to develop into 
healthy children, and healthy children are more likely to grow up to be 
healthy teenagers and healthy adults” (Ontario 2007). Programs such as 
Best Start use optimum potential as a mode of classification (Rose 1998; 
Rosenberg 2002) whereby cognitive ability and behaviour are quantified 
to evaluate programs for their ability to cure symptoms with no reference 
to children who do not access care before the age of six, who require 
continued care, or who are not “successful.”

The Medicalization of FASD

There are few FASD specific social support services.7 Most children 
who gain access to services between the ages of 0–6 have an integrated 
support services network. To demonstrate progress towards reaching a 
child’s optimum potential the cognitive and behavioural problems as-
sociated with FASD are isolated rather than assessed as a single diag-
nosis (Wentz 2002). This “quantification of the human soul” (Rose 
1998:112) results in an understanding of the FASD diagnosis as a series 
of independent, manageable symptoms. Because of this, many of the 
disabilities associated with FASD are not viewed as permanent with an 
assumption that children can move past the cognitive and behavioural 
barriers that are associated with deviancy in adulthood. 

A climate of hope exists for FASD children when small, manage-
able issues are addressed rather than the larger context within which the 
symptoms form. As a public servant (3 August 2007) explained, pro-
gramming is directed at problems such as self-regulatory, developmental 

7. One exception is Breaking the Cycle, offered by Mothercraft with the mandate of work-
ing with biological mothers and their FASD children ages 0–6. It is only available in 
Toronto, Ontario (Leslie 2007).
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or communication issues, to name a few (see also, Leslie and Roberts 
2004). A significant portion of the interventions are devoted to changing 
a child’s environment such as painting the walls a calming colour, lower-
ing noise levels, and working out a routine (Leslie and Roberts 2004). 
Such targeting is limiting and ignores the social implications of having 
a diagnosis of FASD; ultimately, there is an assumption that the illness 
can either be cured or effectively managed in childhood, making adult 
programming unnecessary (Bruer 1999).8 By framing FASD in child-
hood as almost curable, the FASD adult loop assigns a label of deviant 
to those who have not learned to manage their cognitive and behavioural 
problems.

Blaming Others

Psy-experts constitute FASD children as victims and thus place blame for 
their deficiencies externally. In cases where children are removed from 
their biological parents blame is often placed on the biological mother 
for drinking during pregnancy and/or on society for failing to force the 
mother to stop drinking. The biological mother (the father is typically 
omitted from the discussion) is said to have inflicted trauma onto the 
lives of her children and it becomes the community’s responsibility to 
save the child (Chen 2005). The lack of analysis at the sociohistorical 
level inflames the rhetoric of “bad mothers,” particularly in the case of 
Aboriginal women and communities where the impacts of colonization, 
including residential schools, contemporary socioeconomic marginaliza-
tion, and discrimination, are ignored in favour of biological imperatives 
imposed by so-called unfit mothers (Tait 2003). 

Moreover, nonbiological parents/caregivers experience guilt trying 
to ensure the best interventions for their children. Parents are easily criti-
cized for not trying hard enough or in the right ways to facilitate the suc-
cess of their child/victim (Buxton 2004). For example, in an interview 
conducted by CBC Radio (2007), the adopted mother of Russ, a thirty-
year-old man diagnosed with FAS, tells the story of a child who was con-
tinually behind on developmental milestones. She explains that given the 
lack of knowledge and resources about FASD, blame for Russ’ multiple 
incarcerations fell on her shoulders. This mother states that because she 
was not able to keep track of her son twenty-four hours a day, criminal 
justice actors told her she was a bad parent. An interview participant 
(mother of FASD child and advocate; 18 June 2007) maintained that 
the message these stories send is that unrelenting perseverance is neces-

8. Although it is clear that these programs are not benign, without systematic review of 
the programs, participants, and their parents, we cannot evaluate whether they are non/
coercive, paternalistic, or racist. 
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sary for success. As the looping effect is mutually reinforcing (Hacking 
2004), when parents accept the blame for their child’s failure to reach the 
optimum potential, there is a greater potential for the victim discourse to 
be embedded in the individual’s identity.

After Optimum Potential

The discourse concerning FASD children ages 0–6 is clear: they are vic-
tims and with substantial intervention from medically informed program-
ming there is hope that they will become successful adults. As children 
reach school age, this identity is blurred as the child and adult loops con-
nect. There is less emphasis on the entitlement of older children to have 
access to support services and an expectation that these children will 
adapt to their environment, rather than the environment accommodat-
ing them. As understood through the looping effect, parents/caregivers 
and FASD children reinforce a more ambiguous identity for school-aged 
children by their acceptance of sole responsibility for finding and fight-
ing for services, in contrast to government programs meant to save the 
younger children. In a reconfiguration of Hacking’s (2004) looping ef-
fect this blurriness denotes a shift from one identity to another rather 
than a single identity. The shift is illustrated by a research participant’s 
(director of a research network; 10 July 2007) claim that it becomes the 
responsibility of the parents/caregivers to educate teachers who do not 
know about FASD. For each new teacher the FASD student encounters, 
parents are required to provide information on how to best manage their 
FASD children. This leads many parents/caregivers to choose special-
ized private schools or homeschooling for their children.9 

Despite the messiness with which identities take shape, are imposed, 
and are taken up through the looping effect, the transition between the 
victim and deviant identity appears seamless as the symptoms associ-
ated with FASD are recast. For example, young children with FASD are 
described as extremely affectionate. They have an insatiable desire for 
affection and seek embraces from anyone who will give them and read-
ily accept new individuals into their lives (Dorris 1989; Buxton 2004). 
Many FASD narratives describe this indiscriminate appeal for affection 
as a positive attribute. In adulthood, however, this same trait is described 
as a major cause of sexual deviancy (Novick 2002).

9. Of course, these options are only open to parents/caregivers with the financial and so-
cial resources to pursue an alternative to public education, further marginalizing some 
families dealing with FASD.
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the deVIant adUlt

The FASD adult loop is built on the same cognitive and behavioural 
symptoms associated with the FASD diagnosis, but the discourses 
around the characteristics are drastically different. No longer do com-
munity and school based programs and government agencies add to the 
discourse about FASD. Instead, criminal justice officials become the 
dominant knowledge producers, using the FASD diagnosis to depict 
affected adults as responsible for their decisions and behaviours, and 
thus potentially dangerous and hopeless.10 Although the adult identity is 
a marked departure from the child identity, the two loops are linked by 
their reliance on the same characteristics and diagnosis.

The apparently stark contrast between the FASD identities is ex-
plained in part by the demedicalization of FASD in adulthood. Golden 
(1999:271) defines demedicalization as: “a political and social process, 
reflecting the interests of particular groups in returning definitions of 
deviance to the legal arena, the moral realm, and the court of public 
opinion.” Referring specifically to FASD, Golden (1999:271) emphasiz-
es that demedicalization does not mean the diagnosis is being ignored by 
the medical community; however, the “explanatory power of the diagno-
sis is eroding as the diagnosis does little to afford special consideration 
to those classified as FASD.” Stakeholders such as politicians, agents of 
the criminal justice system, and the media produce the dominant know-
ledges about FASD adults rather than medical experts. Golden (1999; 
2005) uses the term practically to study death sentence appeals; I am 
using it in a theoretical sense to understand how a new loop appears for 
FASD adults and is connected to but distinct from the FASD child. The 
loop in childhood grants significant power to the medical knowledges 
that make up the FASD identity. In adulthood, the criminal justice sys-
tem demedicalizes FASD as seen in criminal justice doctrines regarding 
mental illness, such as fitness to stand trial or being found not criminally 
responsible, which are not designed and rarely implemented with FASD 
in mind (Roach and Bailey 2009).

Just as the FASD story emerges from the perspective of select chil-
dren — those who warrant saving — not all adults diagnosed with FASD 
are heard. In fact, there is a dichotomy in the FASD adult identity be-
tween what I term the redeemed and the “lost cause.” The former are 

10. There are no reported statistics on the number of individuals diagnosed with FASD 
who end up in the criminal justice system, likely because there is no clear indication 
of the number of diagnoses given each year in the general population (Mitten 2004). 
Although we must be careful not to exaggerate the numbers, it is worthwhile to discuss 
the governing implications of a discourse that asserts a strong connection between 
FASD and the criminal justice system.
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those individuals who beat the odds and lead a “successful” life because 
they received the necessary support and treatment from medical and 
community officials (see Kleinfield and Wescott 2000). FASD advocates 
highlight their stories and use these individuals as poster children for 
increased awareness about programming and support.

Buxton (2004) tells the story of a woman who accepts a six-year-old 
girl as a foster child, despite the fact that the social worker deems her un-
teachable and hopeless. Through many medical and cognitive struggles, 
the child grows up healthy and educated, thanks to home schooling. She 
is successful because her mother fought for supports from the medical 
and social community. The story emphasizes that it is because of this 
perseverance that the child is now an intelligent and sociable woman 
who runs a small business with her mother and speaks at conferences 
about her life with FASD. The story ends by noting that the young 
woman made contact with her biological brother, who was raised by a 
foster family that was not sensitive to his needs as an FASD child, and 
was, “frequently in trouble with the law [as] he ‘did not get the help and 
support he needed’” (Buxton 2004:106). He committed suicide at age 
twenty-one. This is a telling contrast between the young girl and her 
brother. The girl, who received support and education, is recognized as 
successful not only as a person with FASD but as an entrepreneur and 
spokesperson. The boy, who did not receive these interventions in child-
hood, is portrayed as the antithesis of his sister (the redeemed) — he is 
the embodiment of a lost cause. We do not hear about him or other lost 
causes until they reach the criminal justice system.

Responsibility and FASD
In childhood, the victim identity prevents personal responsibility for 
problems (such as poor grades in school, angry outbursts, stealing) and 
blame is often attributed to parents/caregivers. In contrast, the criminal 
justice system shifts responsibility back to FASD adults for these same 
problems, not surprisingly given the psy-disciplines’ influence on the 
system (Rose 1998). There is an obvious question about where youth11 
fit into the paradigm of the child and adult loops. The body of research 
on youth as a distinct entity in the criminal justice system is well es-
tablished (Doob and Cesaroni 2004; Sprott 2003). Surprisingly though, 
with reference to the FASD identity, there is little indication that youth 
are distinguished from the adult identity. Whereas an FASD youth may 
receive a more lenient sentence on account of the Youth Criminal Justice 
Act (YCJA), in terms of the justice system’s reaction to the diagnosis 

11. The age range attributed to “youth” in the FASD literature is inconsistent but generally 
ranges between 12–18.
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the youth is demedicalized and subsequently criminalized similarly to 
FASD adults. For example, Roach and Bailey (2009) refer to the impact 
of the YCJA on sentencing but use examples of youth and adult cases 
interchangeably in their analysis of FASD as a mitigating or aggravating 
factor. Therefore, when I refer to the FASD adult identity in the criminal 
justice system, FASD youth are part of this loop. 

Schonfeld, Mattson, and Riley (2005) refer to unwanted behaviours 
as a lack of moral maturity on the part of FASD youth and adults. Page 
(2003:78) uses the term “moral retardation” to refer to children who 
grow up never having learned life lessons: 

It is one of the most heartbreaking experiences for adoptive families that 
their children persist in behaving like street urchins in spite of the good 
parenting they have received.  

Failing to meet expectations imposed by parents, teachers, or employers 
are common descriptions of the adult identity (Streissguth et al. 2002; 
Wemigwans 2005). Moreover, when a youth with FASD performs poor-
ly in school the diagnosis is connected to other behaviours: 

By high school these students often achieve very low marks and frequently 
skip school, start smoking, abuse alcohol and drugs to control their pain, 
and engage in crime … and sexual promiscuity. (Wemigwans 2005:22) 

The belief in a “cure” for the behavioural and cognitive problems associ-
ated with FASD in childhood is a major factor contributing to the shift 
from a sick to a deviant identity. Inappropriate behaviour on the part of 
FASD adults is a sign that either they are not cured (because they failed 
to take advantage of the services offered to them) or that they are simply 
deviant. 

The governing technologies adopted by the criminal justice system 
rely on the notion of a responsible subject, which is inconsistent with 
the identification of FASD individuals as morally immature. In the case 
of R v. E.L.J (1998:4) the judge contemplates the accused’s diagnosis of 
FASD when assessing the appropriate sentence for the numerous petty 
crimes he committed, such as theft, vandalism, and failure to appear in 
court: 

… we simply cannot throw up our hands and do nothing. Neither will 
we help by labelling FAS and FAE youth as victims of alcohol abuse or 
as mental defectives, incapable of change … to hold such an attitude is 
ultimately to deny the humanity of such individuals. 

The judge places the standards of a responsible, law-abiding, and social-
ly productive adult on someone who is otherwise considered completely 
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irrational. The discourses that make up the FASD adult identity presume 
that the person can make informed, rational, and calculated choices. Re-
sponsibility thus lies with the individual in spite of the diagnosis. 

The Dangerousness of FASD Adults 

The FASD community asserts that there is a significant risk that FASD 
adults will confront the criminal justice system. Actions taken by FASD 
adults appear to be self-destructive and dangerous but appealing for 
medical intervention is increasingly difficult with age. As an FASD indi-
vidual reaches adulthood, there is an expectation that the disabilities that 
plague FASD children are outgrown. Most often, the physical anomalies 
associated with the disability diminish with time and there is an assump-
tion that cognitive and behavioural disabilities disappear as well (Stre-
issguth et al. 1988). The criminal justice system adopts and substantiates 
demedicalized knowledges by their involvement with FASD persons. 

Of particular concern is the lack of clear statistics on the prevalence 
of FASD in the criminal justice system and/or prison (Boland et al. 
1998). In 2003, Chartrand and Forbes-Chilibeck counted only 40 prison-
ers with an FASD diagnosis. Mitten (2004) and Fast and Conry (2004) 
suggest that 23% of the prison population has FASD. In 2008, Roach 
and Bailey (2009) found 265 criminal cases mentioning FASD, includ-
ing diagnosed individuals acting as a witness, victim, or accused. The 
lack of FASD diagnoses in Canadian prisons is attributed to the diffi-
culty in confirming maternal consumption of alcohol. An interviewee 
(research officer from Correctional Service Canada; 3 December 2007) 
noted that the correctional assessment program is looking for an easier 
way to access the history of prenatal substance use, such as using risk 
factors to make an educated guess about the mother’s drinking habits. 
If this occurs, “risky” behaviour will be used to claim a psy-diagnosis 
while subsequently making value judgements about motherhood, parent-
ing, the individuals being diagnosed, and the social environment from 
which they come. Using the looping effect as our guide, the intent of this 
section is to demonstrate the shifting discourse that strips FASD of its 
victim identity and reinvents it as criminal.

The depiction of FASD youth and adults as responsible yet unable to 
manage themselves appropriately is linked to an increased risk of living 
on the streets, using alcohol and illicit drugs, and having unprotected and 
promiscuous sex (Streissguth et al. 2002; Clark et al. 2004; Let’s Talk 
FASD 2007). Almost every discussion of youth and adults with FASD 
reports a high rate of risky behaviours, although there is no comparison 
to non-FASD youth (Boland et al. 1998; Page 2003; Verbrugge, 2003). 
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Reducing the FASD adult identity to these sorts of activities allows the 
criminal justice system to intervene and impose discipline strategies. 
Criminal justice actors do not perceive or govern middle-class, white 
teens who experiment with drugs or spend a night away from home the 
same way as FASD youth. 

The negative depictions of FASD youth and adults as potentially dan-
gerous legitimize stricter control strategies. These strategies are distinct 
from their child counterpart as they rely more heavily (and sometimes 
exclusively) on retribution. A radio broadcast from Minnesota conveys 
the danger FASD youth can be to themselves and others. In profiling a 
residential care centre for adults with FASD, the broadcast relates the 
troubles caused by FASD youth to their diagnosis. The manager of the 
centre recalls the youths’ screaming, swearing, and property destruction 
and associates these behaviours with their FASD. He goes on to describe 
the youth as “hyper-sexual” and remarks that they would likely be in 
prison if not for the centre (Robertson 2007). Resident Billy Nelson con-
nects his FASD diagnosis to his dangerous behaviour, and attributes his 
reduction in drug and alcohol use, and being “prone to violence” to the 
residential centre. Nelson says: “I need to take the punches and say, hey, 
just get my stuff together so I can move on in life and better myself. 
Because if you don’t better yourself, you’re not going anywhere” (Rob-
ertson 2007). As Nelson connects intensive supervision and intervention 
with participating in fewer dangerous behaviours and becoming a better 
(normalized) person, he exemplifies how the FASD adult loop is mutual-
ly reinforcing. Ultimately, Nelson believes that if left to his own devices, 
FASD would inevitably lead to deviancy or criminality.

There is little difference between the FASD associated behaviours 
exhibited by children and adults, but criminal justice literature depicts the 
adult identity as dangerous despite the generally low severity of offences 
committed by FASD adults.12 For example, in R. v. R.B.M. (age 22) and 
R. v. R.F. (age 13) the charges include failure to appear in court, mischief, 
breaking curfew, and consuming alcohol. The most serious charges in 
these cases are auto theft, carrying a concealed weapon, and resisting ar-
rest. These are hardly the crimes of “dangerous” offenders. The judges in 
these cases sympathize with the negative impact of FASD on the lives of 
the accused, but use the diagnosis to justify handing down tougher sen-
tences, including jail time. In R. v. R.F. (2002:para. 82) the judge finds: 

… that R.F.’s moral reasoning is not sufficiently developed so that she ap-
plies society’s standards, rather she applies her own standards; she is very 
ego-centric in this regard.… She may develop sufficient sophistication of 

12. More serious crimes that are associated with FASD adults are crimes of a sexual nature. 
Crimes range from small infractions to charges of sexual assault. See Novick (2002).
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moral judgement when she is older, say 16 or 17 years of age, so that she 
would participate in the social contract which is simply to do the right 
thing because it’s good for society. 

Similar to the assessment of moral retardation suggested by Page 
(2003), in this case the FASD diagnosis conveys the message that the 
accused is mentally ill and it is that impairment that leads to criminality. 
In R. v. R.B.M. (1990:5) the judge makes claims about the accused with 
FASD: 

At some stage in his life he must be educated or trained to become self-
sufficient, and he must be made to understand that at some early date, if he 
continues his present path, even a tolerant and caring society or commun-
ity will give up on him so that longer and longer terms of imprisonment 
may become the only possible future for him. 

The judge clearly states that in order for the accused to remove him-
self from the criminal justice system he must change the very behaviours 
attributed to FASD.

There is an alarming overrepresentation of Aboriginal peoples in 
Canada’s criminal justice system (Andersen 1999). In 1999, Member of 
Parliament John Duncan made the connection between this statistic and 
the high incidence of FASD diagnosis amongst this population: 

We also know that victims of fetal alcohol syndrome have traditionally 
and statistically provable high rates of incarceration. If we look at those 
two statistics independently in the broad population there is a definite 
linkage. If we look at them specifically in the aboriginal population, it 
would be very interesting to know what the link is. We are possibly under-
stating the true impact of fetal alcohol syndrome and how it is ravaging 
the population, particularly in terms of the rate of incarceration of aborig-
inal peoples (House of Commons Debates 1999:1135). 

Making the connection between the disproportionate rate of FASD 
diagnoses and incarceration in Aboriginal communities is not without 
problems. While contextualizing the discourses concerning First Na-
tions, Métis, and Inuit peoples and FASD, it prejudicially relates alcohol 
use with being Aboriginal, and reiterates that those with FASD are inher-
ently criminal and thus unredeemable. Psy-diagnoses reduce complex 
issues to individual problems rather than seeing them as part of the social 
and structural inequalities facing Aboriginal communities (Tait 2003). It 
also limits some individuals’ ability to negotiate their identity as a more 
multifarious entity rather than the seemingly homogenous psy-identity. 
The connection between the rates of FASD diagnoses and incarceration 
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in Aboriginal communities highlights the subjectivity with which the 
FASD identity is applied. A common theme found in the interviews for 
this study is the marginalization attributed to the cultural isolation of 
Aboriginal communities, and how this fosters a negative perception of 
the adult identity.

The Hopelessness of FASD Adults

If FASD adults become involved in the criminal justice system, crim-
inal justice actors minimize the diagnosis and/or use it to invoke tougher 
penalties. As Roach and Bailey (2009) point out, the FASD diagnosis is 
sometimes reduced to a risky/dangerous characteristic (see Castel 1991) 
requiring a custodial sentence for the safety of the public. Alternatively, 
when the diagnosis is acknowledged sympathetically, often the only 
available programming is offered in prison. Thus, the hopelessness of 
FASD prisoners comes from the assertion that they do not fit in a system 
that is otherwise considered effective in reducing harm (Andrews and 
Bonta 2003; see alternatively Hagen 1997). As the deterrent effect of 
prison is thought to be lost on people with FASD, those who work in 
corrections find themselves confronted with the same individuals over 
and over again (Roach and Bailey 2009; Williams 2006). An interviewee 
(research officer from Correctional Service Canada; 3 December 2007) 
noted the current penal structure is unable to cope with persons with 
FASD, and fails to teach them appropriate decision making to avoid re-
cidivism. Advocates are quick to point out, however, that there is no 
adult programming for persons with FASD, despite the relatively large 
number of incarcerated people with FASD. The recent case of sex of-
fender Wayne Mumford, who is diagnosed with FASD, found that

… Correctional Service Canada offers no programs geared to inmates 
with FASD, or any other mental disorders that reduces an adult’s learning 
skills to those of a young child. Rather, CSC’s programs are taught at a 
Grade 9 level. (Appleby 2007) 

At the same time, calls for programming appear to contradict the idea 
that FASD adults cannot be effectively treated and/or “cured.” For ex-
ample, Judge Barnett (2002:145) claims that the programming offered to 
prisoners with FASD is rarely effective, stating, “…in this work, the real 
success stories are hard to come by.” The criminal justice system has so 
far adopted the point of view that without being able to pinpoint what 
FASD is, no intervention will work.

In the community, the resources and supports offered to children 
are rarely offered to adults. One article claims that when FASD youth 
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turn eighteen, they “fall off a cliff” in terms of services (“Groups call 
for more services for adults with FASD” 2007). A number of programs 
would like to help adults and find resources for them, but as one research 
participant (police officer; 10 August 2007) described, there is a greater 
push to provide support for children and families coping with the syn-
drome. Embedded in these programs is the unspoken notion that it is too 
late to help adults. Similarly, a public servant (3 August 2007) stated 
that allocating funding appears more compassionate and resourceful 
when it supports prevention programs and resources for young children, 
rather than managing those who have already failed. She mentioned that 
when sponsoring programming for children “you get more bang for your 
buck.” A Manitoba study reports that 75% of adults with FASD have ab-
solutely no access to support services.13 They do not qualify for financial 
support and there are often no services available for them. In fact, in an 
assessment of the thirteen national services for individuals with FASD 
listed in the Directory of Fetal Alcohol Spectrum Disorder Information 
and Support Services in Canada (2005) none address adults specific-
ally while four target children exclusively. This leads to the very pre-
dicament being assessed in this paper: “The majority of FASD-affected 
adults don’t qualify for any support whatsoever … so the only program 
that can take them, if you can call it that, is the criminal justice system” 
(Skerritt 2007). In their analysis of sentencing FASD adults, Roach and 
Bailey (2009) find that some judges recognize the disadvantages of a 
jail term but retain a custodial sentence because prison holds more pro-
gramming options than the community. Correctional and psy-discourses 
characterize adults with FASD as impulsive, socially inept, and unable to 
appreciate the consequences of their actions. In the end, criminal justice 
representatives use FASD adults’ failure to self-regulate as a justification 
to redefine them as deviant.

conclUsIon

The discourses that produce the FASD child and adult identities appear 
to be in opposition with one another but emerge from the same character-
istics that define the FASD diagnosis. Impulsivity, difficulty interacting 
with others, and cognitive problems are among the variety of symptoms 
applicable to FASD. On the surface the FASD diagnosis, like other psy-

13. There are a few important exceptions, including the FASD Life’s Journey; Whitecrow 
Village Interdependent Living Project; the West Coast Genesis Society and the John 
Howard Society of Central and South Okanagan’s “Gateway Mentoring Program” to 
help individuals with FASD who are in conflict with the law.  
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identities, appears to be an objective and impartial medical category that 
will treat, change, and cure the individual of FASD. 

Using Rose’s concept of psy-identities and a reformulation of Hack-
ing’s looping effect, I examined how the child and adult FASD identities 
are blurred because they are based on the same characteristics despite dif-
ferences in governing effects. In childhood, government and community 
programs use a medicalized discourse to portray children as innocent 
victims worthy of intervention so that they may reach their optimum 
potential. There is a strong belief that if FASD children receive inten-
sive and appropriate support, their illness is almost curable. Moreover, 
much of the psy-literature lays blame for the cognitive and behavioural 
problems associated with FASD on the biological mother and parents/
caregivers, strengthening the victim component of the FASD identity.

During adolescence, the victim identity is recast as FASD adults are 
expected to be increasingly responsible for managing their own illness. 
The FASD identity is demedicalized as criminal justice system actors 
emerge as the new experts on FASD. The literature suggests that if sup-
ports to manage FASD were utilized in childhood, any remaining cogni-
tive or behavioural problems are due to laziness and inherent deviancy. 
Subsequently, criminal justice discourses transform FASD into an ex-
cuse rather than an explanation for undesirable actions. 

The First Nations, Métis, and Inuit communities are stigmatized as 
having a high rate of FASD, but borrowing from critical work on the 
subject (Hookimaw-Witt 1998; Tait 2007) I question whether this stigma 
comes from increased surveillance and assumptions made about prenatal 
alcohol exposure and deviancy in a population that is overrepresented in 
the criminal justice system. The FASD identity marginalizes those living 
in poverty and targets Aboriginal communities in a way that often trans-
forms socioeconomic problems into deterministic scientific rhetoric.

This article serves as a starting point for examining FASD as a psy–
diagnosis and a social construction and begs us to reconsider how mental 
illness is used as a tool of governance in the criminal justice system 
(following from the work of Arrigo 1996; Rose 2000). Future research 
in this area would benefit from an investigation of the perspective of 
children and adults diagnosed with FASD to assess what impact (if any) 
the two loops have had on their identity construction. The psy-identity 
that materializes alongside a diagnosis of fetal alcohol spectrum disorder 
is built upon ideas of abnormality and hopelessness; however, critically 
examining the knowledges used to produce the diagnosis can help us 
redefine what it means to be labelled with a mental illness.
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