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REQUIREMENTS
The Division of Family and Children Services (DFCS) shall:
1. In partnership with other agencies providing services to the family, develop and
implement a Plan of Safe Care for infants identified as being affected by substance
abuse (illegal and/or legal), or withdrawal symptoms resulting from prenatal drug
exposure; or a Fetal Alcohol Spectrum Disorder (FASD).
NOTE: This includes reports involving prenatal abuse as defined in Intake policy 3.7
Intake: Intakes Involving Substance Use or Abuse, Prenatal Exposure/ Prenatal Abuse
or Fetal Alcohol Spectrum Disorder.
2. Assess the health and substance use disorder needs of the infant, family and caregiver.
3. Obtain an Authorization for Release of Information (ROI) from the subject or
parent/guardian of the infant/other children for whom the information is being requested,
when it is necessary to obtain/share information and/or to initiate referrals.
NOTE: Utilize program specific ROI when required, i.e. Children 1st.
4. Conduct the Plan of Safe Care meeting:
a. Within five calendar days of receiving the substance abuse assessment from
Women’s Treatment and Recovery Services; or
b. Within 14 calendar days of the intake report1 that contain no allegations of
1 Medical personnel must notify the state child welfare agency when an infant is affected by prenatal substance abuse; withdrawal
symptoms or a Fetal Alcohol Spectrum Disorder. The notifications do not constitute reports of child maltreatment; however, a Plan of Safe
Care is required. Georgia law mandates that it is prenatal abuse, unless the infant’s condition was due to medical treatment received by the
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maltreatment (see policy 3.17 Intake: Non-Incident Request Types).
5. Ensure that the Plan of Safe Care addresses:
a. The health and substance abuse treatment needs of the infant and caregiver; and
b. The needs of the other family members affected by the substance abuse.
6. Monitor the Plan of Safe care to determine whether referrals are made and delivery of
appropriate services to the affected infant, family or caregiver:
a. Ensure the Plan of Safe Care is incorporated into the case plan, if the case is
transitioned to Family Preservation Services or Foster Care.
b. Identify a responsible agency for monitoring the Plan of Safe Care, if the DFCS case
is expected to close.
7. Adhere to the requirements outlined in policy 19.26 Case Management: Case
Management Involving Caregiver Substance Use or Abuse.
PROCEDURES
Prenatal Exposure: Allegations of Prenatal Abuse
The Social Services Case Manager (SSCM) will:
1. Conduct a home visit with the infant and family within 72 hours of discharge from the
hospital to discuss and assess the safety and well-being of the infant following the
release from the hospital. The home visit may be conducted in conjunction with the
initiation of the Initial Safety Assessment only if the infant was discharged from the
hospital prior to the expiration of the assigned response time.
NOTE: Symptoms of withdrawal, also known as Neonatal Abstinence Syndrome (NAS)
may manifest after the infant has been discharged from the hospital (see Practice
Guidance: Neonatal Abstinence Syndrome).
2. Gather information on the health and substance use needs of family members to
determine the impact of the substance use on general family functioning:
a. The infant prenatally exposed:
i. Determine whether the caregiver has selected a pediatrician or healthcare
provider for the infant and request the date of the first health check for the
infant.
ii. Contact the infant’s medical provider(s) to obtain information regarding any
diagnosis, prognosis and medical care needs to assist in determining the
specific care needs of the infant.
iii. Obtain the medical records and any other pertinent information from medical
providers e.g., hospital records, occupational therapy, pediatrician, discharge
plan, growth chart.
iv. Complete the Children 1st Referral and Screening Form in Georgia SHINES
for the infant to have a developmental screening and assessment (see policy
19.28 Case Management: Children's 1st and Babies Can’t Wait).
b. Other children living in the home:
i. Contact the children’s medical providers to obtain information regarding any
diagnosis, prognosis and medical care needs to assist in determining the
specific care needs.
ii. Obtain the medical records and any other pertinent information from medical
providers.
iii. Complete and submit a referral for Children 1st Referral and Screening Form
for any other children in the home under age three (see policy 19.28 Case
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Management: Children's 1st and Babies Can’t Wait).
c. The biological mother:
i. Determine whether the mother is already receiving services for substance use
disorder, and obtain all pertinent substance abuse disorder assessments,
treatment information, etc.
ii. Refer the mother for a substance use disorder assessment with Women’s
Treatment and Recovery Services (WTRS) within five business days of the
receipt of the intake report; or any subsequent notification by the healthcare
provider that the infant was affected by prenatal drug exposure.
1. Contact the WTRS provider to obtain an appointment date and time for
the completion of the substance use disorder assessment.
2. Complete the WTRF/RFW Referral & Confirmation of Appointment of
Substance Abuse Disorder Assessment form, include all the relevant
psychosocial history related to substance use known by DFCS.
3. Provide a signed copy of the WTRF/RFW Referral & Confirmation of
Appointment of Substance Abuse Disorder Assessment form to the
mother to take to the assessment and to the WTRS provider.
EXCEPTION: When the mother receives Temporary Assistance for
Needy Families (TANF) have the mother sign the WTRF/RFW Referral &
Confirmation of Appointment of Substance Abuse Disorder Assessment
form acknowledging that the failure to attend the appointment may be
considered failure to comply with TANF Family Service Plan
requirements.
NOTE: If the mother is already receiving treatment with another substance
abuse provider, a referral to WTRS is not necessary.
iii. Upon receipt of the substance use disorder assessment:
a. Review assessment, findings and recommendations.
b. Discuss with the WTRS provider the reason for not recommending
services, if the recommendations do not include substance or alcohol use
treatment services,
NOTE: The substance use disorder assessment will be completed by the
WTRS provider within 14 calendar days of the receipt of the completed WTRS
Referral and Confirmation of Appointment Form.
d. Other family members:
i. Complete the CAGE screen on other adult household members (see Practice
Guidance: CAGE Screen).
ii. Refer other family members for a substance use disorder assessment, when
indicated by the CAGE screening tool or other psychosocial indicators.
iii. Determine the capacity of secondary caregivers and other family members to
protect and meet the needs of the infant and other children in the home.
3. Prepare for the Plan of Safe Care meeting:
a. Review and analyze all information gathered to determine family functioning (see
policy 19.13 Case Management: Family Functioning Assessment).
b. Initiate a staffing with the Social Services Supervisor (SSS) to plan for the Plan of
Safe Care meeting, discuss at a minimum the following:
iv.
The impact of the substance/alcohol use by the mother and any other
caregivers in the home on the care and protection of the infant and other
children in the home.
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The mother’s compliance with MAT, if applicable;
The mother and other caregiver’s functioning including physical health,
mental health, life management, relationships, parenting, etc.;
vii.
The health care, developmental or other needs of the infant and any other
children in the home;
viii.
Current formal or informal supports.
ix.
Recommendations for the Plan of Safe Care and participants to include in the
meeting.
c. Schedule the meeting and invite all identified participants (e.g., family members,
informal support system, the individuals identified by the mother, Children 1st or
Babies Can’t Wait, medical professionals, substance and alcohol treatment
professionals, and WTRS staff).
4. Conduct the Plan of Safe Care meeting within five business days of receiving the WTRS
substance use disorder assessment to develop the plan of safe care.
a. Develop the Plan of Safe Care addressing the needs of the infant, other children in
the home, mother, and other family members (see Practice Guidance: Plan of Safe
Care).
b. Identify and obtain agreement regarding a responsible party for referrals, provision
of services for the mother, other caregivers, infant and other children in the home;
c. Identify and obtain agreement regarding a responsible agency to monitor the Plan
of Safe Care, if the case will not be opened for child welfare services; and
d. Complete the written Plan of Safe Care using the Plan of Safe Care form and upload
to Georgia SHINES External Documentation.
5. Implement and monitor the Plan of Safe Care.
a. Follow up with the family and other parties involved in the plan.
b. Initiate services and/or follow up on substance use disorder treatment and/or any
other recommendations from the substance use disorder assessment.
c. Refer and/or follow up with medical or other providers regarding services for the
infant and other children in the home.
d. Follow up with Children 1st regarding the referral for the developmental screening
for the infant and other children in the home.
e. Incorporate the plan of safe care into the case plan, if the case is transferred to
Family Preservation Services or Foster Care (see policies 8.3 Family Preservation
Services: Case Planning and 10.23 Foster Care: Case Planning).
6. Follow requirements and procedures outlined in policy 19.26 Case Management: Case
Management Involving Caregiver Substance Use or Abuse.
v.
vi.

Prenatal Exposure: No Allegations Prenatal Abuse
The Social Services Case Manager (SSCM) will:
1. Review intake assessment and DFCS history, prior to contacting the family, to
determine if there are any other indications of substance/alcohol use disorder that
impacts child safety (see policy 19.10 Case Management: Analyzing DFCS History).
a. When information indicates a history of substance use or alcohol use disorder that
impacts child safety and family functioning, discuss with the SSS the
appropriateness of a CPS investigation.
b. Make a new report when information indicates suspected maltreatment or child
safety concerns.
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2. Conduct a purposeful contact with the infant and mother within 72 hours of the intake
report to gather information regarding family functioning and child safety (see policy 7.2
Family Support Services: Purposeful Contacts).
a. Explain that DFCS’ involvement is to ensure that the infant and family are linked to
the appropriate services to address the health and/or developmental needs of the
family; and that the involvement will be approximately 45 days, unless concerns
related to child safety are identified.
b. Gather information on family functioning and child safety, including the substance
use disorder needs of the infant, mother and other family members (see policy 19.13
Case Management: Family Functioning Assessment).
c. Discuss with the mother the impact of any health problems on her ability to meet the
needs of the infant and any other children, as applicable. Determine whether the
family already has a plan in place to support the mother in caring for the infant.
d. Discuss with the family referrals for any other identified needs for the children.
e. Determine whether the caregiver has selected a pediatrician or healthcare provider
for the infant and request the date of the first health check for the infant.
3. Obtain the medical records and any other pertinent information from medical providers
for the mother and infant to assist in determining any specific care needs of the infant
and mother.
4. Assess the health and substance use disorder needs of other family members:
a. Discuss with need for assisting any other family member with locating and entering
substance treatment programs, when the mother is in a MAT program, but other
family members with possible substance or alcohol use disorders are not in
treatment programs.
b. Complete the CAGE screening tool with all adult family members (see Practice
Guidance: CAGE Screen).
c. Determine the capacity of secondary caregivers and other family members to protect
and meet the needs of the infant and other children in the home.
5. Contact the mother’s substance or alcohol treatment providers, as applicable, to discuss
and verify that the mother is in compliance with her treatment plan.
6. Contact the infant and mother’s medical provider(s) to obtain/verify information
regarding any diagnosis, prognosis and medical care needs.
7. Complete and submit the Children 1st Referral and Screening Form for the infant and
any other children in the home under the age of three, to have a development
assessment (see policy 19.28 Case Management: Children's 1st and Babies Can’t
Wait).
8. Prepare for the Plan of Safe Care meeting:
a. Review and analyze all information gathered to assess family functioning (see
policy 19.13 Case Management: Family Functioning Assessment).
b. Initiate a staffing with the Social Services Supervisor (SSS) to plan for the Plan of
Safe Care meeting, discuss at a minimum the following:
i. The impact of the substance/alcohol use by the mother and any other
caregivers in the home on the care and protection of the infant and other
children in the home.
ii. The mother’s compliance with MAT, if applicable;
iii. The mother and any other caregiver’s functioning including physical health,
mental health, life management, relationships, parenting, etc.;
iv. The health care, developmental or other needs of the infant and any other
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children in the home;
v. Current formal or informal supports.
vi. Recommendations for the Plan of Safe Care and participants to include in the
meeting.
c. Schedule the Plan of Safe Care meeting with all identified participants (e.g.,
individuals identified by the mother, Children’s 1st, medical professionals, substance
and alcohol treatment professionals, and WTRS staff);
9. Conduct the Plan of Safe Care Meeting within 14 calendar days of the intake report:
a. Develop the Plan of Safe Care addressing the needs of the infant, other children in
the home, mother, and other family members (see Practice Guidance: Plan of Safe
Care).
b. Outline the services and supports for the mother, infant, other children in the home
and other family members to address the health and psycho-social needs of the
family.
c. Identify and obtain agreement regarding a responsible party for referrals, provision
of services for the infant and other children in the home, mother, and other family
members.
d. Identify and obtain agreement with the agency or agencies that will be responsible
for monitoring the services provided to the family.
e. Complete the written Plan of Safe Care using the Plan of Safe Care form and upload
it to Georgia SHINES External Documentation within 72 hours of the meeting.
10. Implement and monitor the Plan of Safe Care:
a. Initiate services and/or follow up with providers responsible for initiating services
identified in the Plan of Safe Care (see policy 19.17 Case Management: Service
Provision).
b. Prior to case closure:
i. Follow up with the substance use disorder treatment provider and medical
provider for mothers receiving Medication Assisted Treatment.
ii. Follow up with medical or other providers regarding services for the infant and
other children in the home.
iii. Follow up with Children 1st regarding the referral for the developmental
screening for the infant and other children in the home.
iv. Re-engage the family and providers to ensure the services have been initiated
and to evaluate progress.
v. Follow up with the agency identified during the plan of safe care meeting with
responsibility for monitoring the Plan of Safe Care, to inform them of services
that have been initiated and any progress know.
PRACTICE GUIDANCE
Prenatal Exposure - Affected
Affected means that a healthcare provider has identified the infant as experiencing symptoms
of withdrawal as a result of the mother’s use of a substance or alcohol during pregnancy; OR
the infant has tested positive for the presence of a substance or a metabolite thereof in his/her
body, blood, urine or meconium. Affected also applies if the healthcare provider has identified
the infant as exhibiting harmful effects in his/her physical appearance or functioning that is
attributed to the mother’s substance or alcohol use.
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Plan of Safe Care
A Plan of Safe Care must be completed when a healthcare provider has identified that an infant
was affected by substance abuse; or withdrawal symptoms resulting from prenatal drug
exposure; or a Fetal Alcohol Spectrum Disorder while the mother was pregnant. This
identification may occur during any stage of DFCS involvement, including at birth, or later
during the infant’s development and/or as symptoms manifest. The Plan of Safe Care that is
created will address actions and services for the infant and family’s needs that support the
family achieving long-term recovery, and these needs must be incorporated into the case plan
or action plan if the case is transferred to Family Preservation Services or Foster Care. An
Infant Plan of Safe Care is different from a safety plan developed by child welfare staff aimed
at addressing present danger situations that have already occurred.2
Alcohol and substances cause significant changes in brain chemistry; which affects a person’s
mood, thinking, behavior and perception. It can be difficult for a person to follow through on
scheduling and keeping appointments; therefore, it is essential that Social Services Case
Managers assist clients with making and keeping appointments or identify a responsible
person to assist the client.
Although, all families with infants who are identified by the healthcare provider as affected by
substance abuse; or withdrawal symptoms resulting from prenatal drug exposure; or a Fetal
Alcohol Spectrum Disorder require a Plan of Safe Care. When developing the Plan of Safe
Care, the family, SSCM, and other agency providers should keep in mind that the post-partum
period is a time of “unique vulnerability” for the mother due to:
1. Increased stress associated with motherhood, infant care, sleep deprivation
2. Limited social support and resource availability
3. Increased financial demands
4. Pain and physical recovery from delivery
5. Physiologic transition from pregnant to non-pregnant state
What to include in the Plan of Safe Care3
1. Needs of the mother:
a. Health Care
b. Identification by the mother of a consistent and stable primary caregiver
c. Medication Management
d. Pain Management
e. Breast Feeding, if recommended by the physician.
f. Substance Use and Mental Health, should include the following:
i. Timely Access
ii. Engagement, Retention and Recovery Supports
2 Adapted from: Developing a Plan of Safe Care for Infants with Prenatal Substance Exposure, their Mothers and
Caregivers: Collaborative Approaches Learned in a Six Site Initiative Part Two presented by
Linda Carpenter , Jill Gresham , Mollie Green , and Dr. Mishka Terplan at the Child Welfare League of America’s 2016
National Conference August 1, 2016 in Orange County, California in conjunction with Children and Family Futures.
3 Adapted from: Developing a Plan of Safe Care for Infants with Prenatal Substance Exposure, their Mothers and
Caregivers: Collaborative Approaches Learned in a Six Site Initiative Part Two presented by
Linda Carpenter , Jill Gresham , Mollie Green , and Dr. Mishka Terplan at the Child Welfare League of America’s 2016
National Conference August 1, 2016 in Orange County, California in conjunction with Children and Family Futures.
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iii. Appropriate Treatment (i.e. gender-specific, family focused, accessible,
medication assisted treatment, trauma responsive)
iv. Depression/Anxiety/Domestic Violence
v. Identify and assist the mother in accessing the appropriate assessments and
treatment services.
g. Parenting/Family Support:
h. Coordinated Case Management/Home Visits to assess/address infant care,
parent/infant bonding, nurturing, mother’s understanding of the special care needs
of the infant(s) and ability to provide such care, parenting guidance and skill
development, safe sleep practices, and maternal support.
i. Child Care
j. Benefits/Eligibility Determination
i. Employment Support
ii. Housing
iii. Transportation
k. Supportive Network (having relationships and social networks that provide support,
friendship, love, and hope)4
2. Needs of the Infant:
a. Identification of a consistent pediatrician/healthcare provider
b. High Risk Follow-up Care
c. Referral to Specialty Care, as indicated
d. Developmental Screening and Assessment
e. Linkage to Early Intervention Services
f. Early Care and Education Program
2. Needs of other children in the home:
a. Identification of a consistent pediatrician/healthcare provider
b. Developmental Screening and Assessment
c. Linkage to Early Intervention Services
d. Early Care and Education Program
3. Needs of other family members:
a. Substance use disorder assessment and treatment
b. Mental health assessment and treatment
c. Pain Management
d. Medication Management
e. Parenting Skills (i.e. bonding, nurturing, understanding of the special care needs of
the infant and the ability to provide it, safe sleep practice, etc.)
f. Their ability to meet the care and protection needs of the infant and any other
children living in the home.
Examples of Cases Involving Prenatal Exposure with No Allegations of Prenatal Abuse
1. The infant is prenatally exposed as a result of the mother’s prescribed medication for
an illness and the mother is in compliance with her medication and treatment plan, as
verified by her healthcare provider.
2. The infant is prenatally exposed as a result of the mother being given prescribed
medication during the delivery process.
3. The infant is prenatally exposed as a result of the mother’s participation in a Medication
4 Recovery and Recovery Support. SAMHSA. https://www.samhsa.gov/recovery Last Updated: 10/05/2015
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Assisted Treatment (MAT) program for a substance use disorder and the mother is in
compliance with her medication and treatment plan, as verified by the substance
treatment provider and her healthcare provider.
Women’s Treatment and Recovery Services
Women’s Treatment and Recovery Services (WTRS) is a part of the Division of Addictive
Diseases under the Georgia Department of Behavioral Health and Developmental Disabilities
(DBHDD). The Division of Addictive Diseases is responsible for the prevention, treatment and
recovery services. DBHDD has contracted with WTRS providers to provide gender-specific
drug/alcohol screening, assessment, referral and treatment services for mothers in order to
reunite them with their children and/or maintain family permanency; to keep children safe; to
develop safe, nurturing and stable living environments for children as rapidly and responsibly
as possible; and to provide addictive disease services to promote self-sufficiency and gainful
employment of Georgia’s women who struggle with addiction. WTRS does not provide
treatment for fathers, but when assessing the mother, there will be an assessment of the
mother’s needs as related to other household members. If treatment or services are needed
for a father, then WTRS will provide a referral for the service.
CAGE Screen
Best practices dictate that case managers should always ask caregivers about their substance
use to screen for alcohol or other substance abuse. Substance abuse screening alone is never
diagnostic, but screening can indicate whether a full assessment or evaluation is necessary.
Screens should be brief and should include questions about unintended use and/or desire to
end use, as well as some questions regarding consequences of use or concerns about such
consequences. One well-known screening tool for case managers to use is the four-question
CAGE:
C – Have you ever felt the need to cut down on your drinking or drug use?
A – Have you ever felt annoyed by people criticizing your drinking or drug use?
G – Have you ever felt bad or guilty about your drinking or drug use?
E – Have you ever had a drink or used a drug first thing in the morning to steady your nerves
or get rid of a hangover (eye-opener)?
Child Abuse Prevention and Treatment Act/Comprehensive Addiction and Recovery Act
(CAPTA/CARA). (federal law) definition: infants born with and identified as being affected by
substance abuse; or withdrawal symptoms resulting from prenatal drug exposure; or a Fetal
Alcohol Spectrum Disorder.
NOTE: CAPTA does not establish a federal definition of prenatal abuse. Georgia law defines
prenatal abuse. CAPTA and its related amendments outline that medical personnel must notify
the state child welfare agency when an infant is identified as being affected by substance
abuse; or withdrawal symptoms resulting from prenatal drug exposure; or a Fetal Alcohol
Spectrum Disorder, and the creation of a Plan of Safe Care for the infant and the infant’s family.
Fetal Alcohol Syndrome Disorder (FASD)
The Child Abuse Prevention and Treatment Act (CAPTA) requires that healthcare providers
identify and make referrals to CPS of newborns affected by prenatal drug exposure and that
“plans for safe care” (safety, family and case plans that promote health and well-being) be
developed for newborns affected by prenatal drug exposure or a Fetal Alcohol Spectrum
Disorder.
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FASD diagnostic conditions include:
1. Type I: Fetal Alcohol Syndrome with confirmed maternal exposure.
2. Type II: FAS without confirmed maternal exposure.
3. Type III: Alcohol-related birth defects (ARBD)
4. Type IV: Alcohol-related neurodevelopmental disorder (ARND).
Symptoms of FASD can include facial abnormalities, growth deficiencies, skeletal deformities,
organ deformities, central nervous system handicaps and behavioral problems. These
symptoms can have lifelong implications for children who were exposed to alcohol in the womb;
however, some FASD children who receive special education and adequate social services
are more likely to reach their developmental and educational potential than those who do not
receive those services.
Neonatal Abstinence Syndrome5
Neonatal abstinence syndrome (NAS), formerly known as “withdrawal symptoms, is a group
of problems that occur in a newborn who was exposed to addictive opiate drugs while in the
mother’s womb. Neonatal abstinence syndrome may occur when a pregnant woman takes
drugs such as heroin, codeine, oxycodone (OxyContin), methadone or buprenorphine.
Because the baby is no longer getting the drug after birth, withdrawal symptoms may occur as
the drug is slowly cleared from the baby's system. Depending upon the substance that was
used, symptoms may appear within a few hours of birth to 14 days after birth. Although, the
symptoms depend on factors, such as the type of substance used and the length that the
substance was used, generally, the symptoms include:
1. Blotchy skin coloring (mottling)
2. Diarrhea
3. Excessive crying or high-pitched crying
4. Excessive sucking
5. Fever
6. Hyperactive reflexes
7. Increased muscle tone
8. Irritability
9. Poor feeding
10. Rapid breathing
11. Seizures
12. Sleep problems
13. Slow weight gain
14. Stuffy nose, sneezing
15. Sweating
16. Trembling (tremors)
17. Vomiting
Prenatal Abuse (Georgia law) definition: Exposure to chronic or severe use of alcohol or
the unlawful use of any controlled substance, as such term is defined in Code Section 16-135 MedlinePlus [Internet]. Bethesda (MD): National Library of Medicine (US); [updated 2016 Aug 23]. Neonatal abstinence
syndrome; [updated 2015 Nov15; reviewed 2016 Sep 12; cited 2016 Sep12]; [about 2 p.]. Available from:
https://medlineplus.gov/heartattack.html
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21, which results in: (A) Symptoms of withdrawal in a newborn or the presence of a controlled
substance or a metabolite thereof in a newborn's body, blood, urine, or meconium that is not
the result of medical treatment; or (B) Medically diagnosed and harmful effects in a newborn's
physical appearance or functioning.
Medication-Assisted Treatment (During Pregnancy)6
The use of Medication-Assisted Treatment (MAT) during pregnancy is a recommended best
practice for the care of pregnant women with opioid use disorders (American College of
Obstetricians and Gynecologists Committee on Health Care for Underserved Women, &
American Society of Addiction Medicine, 2012). MAT is the use of medications in combination
with counseling and behavioral therapies to provide a whole-patient approach to the treatment
of substance use disorders (SAMHSA, 2014a). Research shows that a combination of
medication and behavioral therapies is most successful for substance use disorder treatment.
MAT is clinically driven and focuses on individualized patient care.
FORMS AND TOOLS
Authorization for Release of Information
Authorization for Release of Information (Spanish)
Plan of Safe Care
Women Treatment and Recovery Services Providers
WTRS/RFW Referral & Confirmation of Appointment of Substance Abuse Disorder
Assessment Form

6 Substance Abuse and Mental Health Services Administration. A Collaborative Approach to the Treatment of Pregnant
Women with Opioid Use Disorders. HHS Publication No. (SMA) 16-4978. Rockville, MD: Substance Abuse and Mental
Health Services Administration, 2016. Available at: http://store.samhsa.gov/.
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