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1 Introduction - a problem with no name

1.1 Background and context

Social workers, family lawyers and judges have long recognised that some women to return court as
respondents in care proceedings, having experienced the removal of a child in a previous set of care
proceedings. A proportion of women are repeat clients of the family justice system and lose multiple
children to public care and adoption. This causes untold distress to women, their partners, children
and extended networks and in addition, places exceptional demands on services. Yet, prior to the study
reported here, the scale of this problem was unknown and there was an absence of systematic analysis
of the reasons behind women’s return to court. Professor Pamela Cox has captured research and policy
silence on this topic in her fitting description of repeat losses to care as “a problem with no name” (Cox,
2012).

In the same year, a network of concerned academics and practitioners brought together by Dr.
Mike Shaw and Ms. Sophie Kershaw sparked something of a revolution in thinking about family court
proceedings. A community of interest was first hosted by the Family Drug and Alcohol Court team, at
the Tavistock and Portman NHS Foundation Trust, leading to the publication of a series of papers in
Family Law in 2014 (Shaw et al., 2014; Harwin et al., 2014; Broadhurst and Mason, 2014). The subject of
’repeat removals’ was firmly placed on policy and practitioner agendas, with searching questions raised
about what more could be done to prevent this negative cycle.

In this report we document the findings from the first comprehensive study of recurrent care
proceedings in England focused on birth mothers. Following a successful feasibility study that
demonstrated the research value of national electronic records held centrally by the Children and Family
Court Advisory and Support Service (Cafcass), the Nuffield Foundation granted further funding for a
substantive 2-year study (2014-2016). Aiming to establish the first estimate of the scale ofwomen’s return
to court and to understand the factors behind this, the study combined analyses of population-wide
court records and in-depth interviews with birth mothers, with intensive reading of a large sub-set of
court files. Further fundingwas provided by the Foundation (2016-2017) to support dissemination of the
findings and to engage in further work with agencies to ensure maximum translation of key messages.

Some of the findings we present in this report will no doubt be difficult to hear, not least, that
a sizeable proportion of the women identified as repeat clients have been in the care of the state
as children themselves. From women’s first person accounts, we report on the sensitive topics of
reproductive decision-making and women’s experiences of removal at birth. We also consider barriers
to mental health services that foil women’s self-help efforts after child removal. The study raises
searching questions about the accountability of social work services and the courts to this marginal
group of women, particularly in relation to treatment recommendations made during the course of care
proceedings. Readers may find it useful to consult articles published by the team during the course of
this study, which include a discussion of what we have termed the ‘collateral consequences’ of child
removal (Broadhurst and Mason, 2017). A consideration of the negative consequences of child removal,
helps explain why women are at risk of appearing in repeat care proceedings.

In Section 4, we consider the implications for children born into a cycle of recurrent care proceedings,
again presenting the preliminary picture of health, welfare and legal outcomes for England. Based on
the limited data available in case files, infants born into a cycle of recurrent care proceedings are more
likely to be ’born into care’ and to be placed separately from siblings who enter care at the same time.
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They are less likely to have direct contact with their birth parents and have poorer health outcomes than
the general population of children. Recurrent care proceedings affect adults but also children, and as
we write, we know little of the life chances of these infants and children.

This is the first study of recurrent care proceedings and as such, the study aimed to generate research
questions to guide further work. A series of linked studies, funded by the Nuffield Foundation, are now
under way that build on the initial work of the team and which promise new and equally important
insights. Professor Ruth Gilbert and Dr. Linda Wĳlaars at University College London (UCL) are now
working with members of the research team to link family court and health records, with the aim of
gaining a far clearer view of women’s health needs and interaction with health services. The team is
also working with Professor Marian Brandon at the University of East Anglia to examine the position of
fathers in repeat care proceedings. Further afield, Australian colleagues have commenced a new study
looking at infant removals and pre-natal reporting, also with an interest in repeat cases. This project is
led by Dr. Stephanie Taplin at the Australian Catholic University, funded by the Australian Research
Council. However, many more questions remain unanswered particularly in relation to the potential of
emerging preventative initiatives, including alternative court models, to intercept a pattern of recurrent
care proceedings through tailored support for women’s rehabilitation.

As we write, a vocabulary of recurrent proceedings has found its way into mainstream policy,
practice and research literatures, and sparked major investment in preventative services, such as Pause
(McCracken et al., 2017), Positive Choices (Cox et al., 2017), and Gwent Reflect in Wales1. However, far
more needs to be done to mainstream new preventative initiatives and to examine their impact in the
longer term.

New initiatives, led by pioneering practitioners who bring first-hand experience to the design
of preventative solutions, need more than skeletal funding if they are to deliver durable solutions
for children, families and communities. It will be important to make very good use of the data
routinely generated by the Pause initiative, now established in multiple sites in England, to ascertain
the longer-term impact of this programme. Working alongside the research intermediary, Research
in Practice, we are now developing tools for frontline practitioners. A clearer understanding of the
complex grief responses that arise from child removal is urgent, as well as a more humane approach to
the removal of infants at birth.

In April 2016, a “looming crisis” of care proceedings was described by the President of the Family
Division (Munby, 2016). In response to this, the research team produced an updated picture of the
contribution of ‘repeat mother’ cases to rising care demand. Although we did not find a significant
increase in the rate of repeat cases, neither did we find any decrease. Additionally, as more mothers, in
general, come before the courts in care proceedings, this increases the number at risk of entering repeat
cases in the future. Over time, the impact of new initiatives will most likely be more evident, but there
is further work to be done to reduce recidivism in the family justice system.

We would encourage readers to consult our published papers to-date, which are signposted in the
body of this report. Further publications will be published on the website of the Centre for Child and
Family Justice Research at Lancaster University as they come to fruition.

1.2 Report structure

We have written and structured this report for the purposes of a broad audience. Depending on the
interests of the reader, some sections can be omitted with only a minor loss in understanding of the
study as a whole.

In Chapter 2 we present a summary of the study: research questions, definitions, and an overview

1http://sites.cardiff.ac.uk/cascade/2017/03/23/launch-of-the-gwent-reflect-project/

http://sites.cardiff.ac.uk/cascade/2017/03/23/launch-of-the-gwent-reflect-project/
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of our methodology. A more detailed account of methodology is located in Appendix A, given that
technical information may be of more relevance to academics rather than our general readership.

Findings start at Chapter 3 and 4 reporting on the number of recurrent care proceedings cases
visible within our observational window (2007/08 to 2015/16), as well as their profile. This is followed
by a descriptive profile of mothers in recurrent proceedings and their children. These sections present
descriptive statistics based on population-level data (Element A) and our court case file review (Element
C).

Chapter 5 presents findings from statistical analyses concerning the scale and pattern of mothers
in recurrent proceedings using data from Elements A and C. Analyses are reported about the risk of a
mother returning to court over time; the probability of a child being adopted; sub-groups of women,
according to presenting issues at proceedings and duration of proceedings.

In Chapter 6, we present detailed findings from the birth mother interviews, which take readers into
the experiences of the women who have all experienced repeat removals of children.

Finally, in Chapter 7, we present a discussion of themain findings and concludewith a consideration
of the policy and practice implications of this study.
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2 Study summary

2.1 Overview and research questions

A mixed methods study was carried out between 2014 and 2017, focused on birth mothers and their
children in care proceedings under s.31 of the Children Act 1989. Building on a feasibility study
completed in 2013-2014, This study was designed to: (a) provide the first national (England) picture
of the scale and pattern of recurrent care proceedings, (b) identify and explain the factors or processes
associated with a woman returning to court and the implications for her children, and (c) identify
opportunities where policy and practice might make a difference. The following research questions
framed the study:

1. What is the scale and pattern of recurrent care proceedings nationally and what is the profile of
birth mothers involved in this cycle?

2. Is it possible to differentiate the population of birth mothers caught in a cycle of recurrent care
proceedings and what are the implications for intervention?

3. How can a dynamic understanding of risk and protective factors and processes over time, inform
the development of preventative services?

4. Where mothers exhibit recovery of parenting capacity, how is this achieved?

5. How might reproductive health services be delivered differently to intercept a cycle of repeat
pregnancy and recurrent care proceedings?

6. What are the implications for children, fathers and kin networks of recurrent care proceedings?

2.2 Definitions

For the purposes of this studywe consider a woman to be recurrent, if wewere able to identify more than
one set of s.31 care proceedings in which she was the respondent. She also had to be the birth mother
to at least one of the children who was a subject within the proceedings. Under this definition, we
refer to the first recorded set of s.31 proceedings for a mother as the mother’s index set of proceedings.
This is because it is possible that the mother may have had earlier proceedings but we are unable to
identify these due to limitations with each of the data sources and methods. Subsequent proceedings
are described as the mother’s first repeat, second repeat, and so forth.

Based onwhether or not the child or children in this second set of proceedings have previously been
seen by the family court, a mother’s recurrence can be further described as either recurrent with at least
one new child, or recurrent with previous child or children only.

2.3 Methodology summary

The study comprised three main elements:

• Element A (population-level): comprised statistical descriptive analysis and reporting of data
extracted from routine administrative records held by the Children and Family Court Advisory
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and Support Service (Cafcass). Records concerned approximately 65,000 birth mothers appearing
as respondents in s.31 proceedings under the Children Act 1989, between 2007/08 and 2015/16.
The Cafcass data required considerable manipulation to be suitable for analysis and variables
were restricted.

• Element B (interviews): comprised qualitative analysis of 72 semi-structured interviews with
women who had experienced repeat removal of children, followed by a questionnaire. Women
were accessed via 7 local authorities, participation was voluntary. The sampling strategy had
tended to attract women who had made marked improvements in their lives and who, at the
time of interview, were positively engaged with services. Data was subject to standard thematic
analysis, using the software package NVivo for data storage and coding.

• Element C (manual review of court case files): comprised statistical descriptive analysis and
reporting of systematic manual reading of court case files concerning a sample of 354 women in
recurrent care proceedings. The case files were accessed via the court archives at 5 DFJ areas
and concerned women appearing in a total of 851 care proceedings issued by 52 local authorities.
Detailed reading of court files aimed to compensate for the restricted detail on cases in Element
A.

While each element has its strengths and limitations, combined together we were able to build a
comprehensive picture of birth mothers in recurrent proceedings. Appendix A provides an account of
the methodology in full.
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3 Profile of mothers in recurrent proceedings

In this chapter we describe recurrent care proceedings in England, indicating the number of repeat
cases visible within our observational window (2007/08 to 2015/16), as well as their duration and
pattern. We also provide a descriptive profile of mothers and children in recurrent proceedings,
drawing on data from Element A (population-level administrative data) and from Element C (court
case file review). This first section is scene setting in terms of providing an initial picture of recurrent
proceedings, however, we present multiple new observations that are vital to understanding why
women are vulnerable to repeat appearances before the family court and the implications for their
children. Where appropriate, we have benchmarked our findings against a small number of relevant
published studies.

3.1 Recurrent care proceedings in England

Key findings

Between 2007/08 and 2015/16, mothers’ recurrent care proceedings:

• Typically involved a single child (85%).

• Typically concerned an infant aged less than 12 months (73%). With the percentage
concerning a child aged under 4 weeks found to be 60%.

• Approximately 25% were issued prior to the final hearing of an earlier set of proceedings,
and an additional 35% were issued within one year (i.e. 60% of repeat proceedings were
issued in short succession).

Between 2007/8 and 2015/16, at a population level, we were able to capture a birth mother’s
appearance in an index, first repeat and second repeat set of s.31 proceedings. Table 3.1 presents
summaries of these s.31 proceedings: type of application, whether or not the mother is the
sole-respondent or if the father is also present, number of children, age of youngest child, duration
and intervals between proceedings.

It is important to note that, the numbers and percentages in Table 3.1 do not take in to account the
varying amount of time that we have been able to observe mothers within our population-level data
(Element A). For example, mothers who recorded an index set of proceedings in year ending 2007/08
can be followed up for a further period of eight years to establish whether they return. While for a
mother who enters in 2014/15, she can only be followed up for two years. Moreover, the period of a
woman’s life in which this follow-up period spans depends on the age at which she first appears in the
data (i.e. her index set of proceedings). To accurately calculate a mother’s risk of returning to the family
court over time based on available data, we use method of survival analysis, and we report the results
of this sophisticated statistical analysis in Section 5.1.



18 PROFILE OF MOTHERS IN RECURRENT PROCEEDINGS

Table 3.1: Descriptive statistics of all birth mothers’ index, and where appropriate, first repeat
and second repeat s.31 proceedings between 2007/08 and 2015/16 (Element A). Note that
column percentages may not add up to 100 due to rounding.

Index First repeat Second repeat

Number of mothers 64,975 (100.0%) 11,191 (100.0%) 2,115 (100.0%)

Type of application
Care Order 61,509 (94.7%) 10,526 (94.1%) 1,998 (94.5%)
Supervision Order 3,466 (5.3%) 665 (5.9%) 117 (5.5%)

Respondents
Mother only 12,216 (18.8%) 2,575 (23.0%) 489 (23.1%)
Mother with father(s) 52,759 (81.2%) 8,616 (77.0%) 1,626 (76.9%)

Child count
One 37,168 (57.2%) 9,470 (84.6%) 1,835 (86.8%)
Two 14,510 (22.3%) 1,048 (9.4%) 203 (9.6%)
Three 7,457 (11.5%) 416 (3.7%) 53 (2.5%)
Four 3,575 (5.5%) 164 (1.5%) 18 (0.9%)
Five or more 2,265 (3.5%) 93 (0.8%) – –

Age of youngest child
Under 4 weeks 12,165 (18.7%) 6,418 (57.3%) 1,309 (61.9%)
4 weeks to 1 year 15,006 (23.1%) 1,758 (15.7%) 319 (15.1%)
1 to 4 20,629 (31.7%) 1,629 (14.6%) 293 (13.9%)
5 to 9 10,085 (15.5%) 770 (6.9%) 115 (5.4%)
10 to 15 6,779 (10.4%) 587 (5.2%) 73 (3.5%)
16 and above 298 (0.5%) 28 (0.3%) – –
Missing 13 (0.0%) – – – –

Duration
Under 26 weeks 18,107 (27.9%) 5,414 (48.4%) 1,229 (58.1%)
26 to 38 weeks 16,143 (24.8%) 2,819 (25.2%) 515 (24.3%)
39 to 51 weeks 11,674 (18.0%) 1,461 (13.1%) 199 (9.4%)
1 year or over 19,051 (29.3%) 1,497 (13.4%) 172 (8.1%)

Time since previous proceedings
Overlapping/Consolidated 2,793 (25.0%) 276 (13.0%)
0 to under 1 year 3,949 (35.3%) 788 (37.3%)
1 to under 2 years 2,067 (18.5%) 609 (28.8%)
2 to under 3 years 1,141 (10.2%) 264 (12.5%)
3 years or more 1,241 (11.1%) 178 (8.4%)

Number of mothers

We identified 64,975 mothers in s.31 proceedings in England between 2007/08 and 2015/16. Of these, a
rawcount of repeat cases, identified 11,191mothers at first repeat proceedings, and 2,115 at second repeat
proceedings. As we have stated in Broadhurst et al. (2015a), over time, as the national administrative
data sets mature, it will be important to further calculate women’s repeat appearances, based on a longer
observational window and for specific cohorts of women. It is not known how fully we have been able
to capture mothers’ history of care proceedings, given this limited observational window (2007/8 to
2015/16).

Type of s.31 proceedings

The vast majority of s.31 proceedings (94.7%) captured in our observational window involved a single
application for a Care Order, with only 5.3% for a Supervision Order.
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Mother as sole- or co-respondent

We found that in 81.2% of index proceedings the father was also named on the application. Fewer
fathers were listed on repeat cases than at the index (a decrease in 4 percentage points). However,
it is not known what proportion of mothers or fathers actually attended hearings. These figures are
substantially higher than those reported by Masson et al. (2008), who reported that in only 63.0% of
proceedings involving a mother was the father also listed. It is possible that the further embedding
of a formal pre-proceedings process within local authorities in England has led to earlier and greater
identification of fathers. Moreover, a more comprehensive picture of men’s participation is gainedwhen
we look across sets of care proceedings, rather than simply focus on an index episode.

Number of children per proceedings and age of youngest child

Themajority of proceedings only have a single child as the subject; 57.2% at mother’s index proceedings,
84.6% and 86.8% at mother’s first repeat and second repeat, respectively. This increase reflects that fact
that the majority of repeat proceedings concern infants aged less than 12 months (41.8% at mother’s
index, 73.1% and 77.0% at first repeat and second repeat). The percentage change in the proportion of
newborns is also striking (18.7% at index; 57.3% and 61.9% at first and second repeat). These findings
are comparable with Masson et al. (2008) in terms of the number of children appearing at our index.
However, we gain a more nuanced picture of both the number and age profile of children in care
proceedings when we separate out index, from first and second repeat. The change in the percentage
of infants from index to repeat, provides important insights into how local authorities and the courts
respond to repeat cases.

Duration and intervals between proceedings

Amother’s first repeat proceedings is likely to be shorter; 48.4% complete within 26 weeks, compared to
27.9% of index proceedings. Additionally, 25.0% of first repeat proceedings overlap with the mother’s
index. An important factor to consider regarding duration, is that because the sampling window for the
extract is from 2007/08 through to 2015/16, this includes the introduction of the legislation (Children
and Families Act 2014) that stipulated a 26 weeks performance target for care proceedings. In Section
5.4 an analysis of the duration of proceedings is presented, which, in part, controls for the year in which
the proceedings commenced, thus taking into account this change in practice.
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3.2 Maternal profile

Key findings

Mothers who have appeared in recurrent care proceedings:

• Often became mothers at a far younger age compared to women in the general population,
as well as those who appear in a single set of proceedings. With 64% of recurrent mothers
having their first child before the age of 20.

• Were more likely to have 4 or more children (42%) compared to the general population,
where 2-child families are the most common.

• Majority of recurrentmothers werewhite/white British (82%), andwere UK nationals (95%).

• Had a range of issues as reported by the local authority. Service non-engagement featured as
the most common key professional concern (72% at recurrent mothers’ index proceedings).
This was followed by being a victim of domestic abuse (65%), engaging in substance misuse
(56%), and experiencing mental health issues (51%).

In order to understand the characteristics of birthmothers involved in recurrent care proceedings, we
have drawn on data from both Element A (population-level) and Element C (case file sample). Helping
agencies develop preventative solutions for this population requires detailed analysis of both the issues
that women present within care proceedings, but also their histories. Detailed histories help explain
why women may be hard to help and why difficulties persist.

Table 3.2 provides information on the 64,975 mothers who were party to care proceedings between
2007/08 and 2015/16, grouped according to whether women appeared in only an index set of
proceedings (53,784), or two or more sets of proceedings (11,191). Based on available population-level
biographical information within the ECMS, we have profiled the mothers in terms of their age at entry
tomotherhood, number of children, her age at her index set of proceedings, and number of proceedings.

As explained in Appendix A, source data for Element A contained only limited information
regarding women’s profiles. Therefore, further profiling data was extracted through systematic review
of a representative sample of court case files (Element C). This second source of data allowed us to gain
a far more detailed picture of mothers within recurrent care proceedings, by capturing demographic
information, as well as information about mothers’ own childhoods, care experiences, and the issues
presented at each set of proceedings.

Table 3.3 presents demographic and maternal profiles from the court case file study. When we
compare Table 3.3 with the appropriate population-level numbers in Table 3.2 (i.e. the column for
mothers who have had ‘two or more proceedings’), we see differences in terms of age at first child and
number of children. This reflects the differences in the depth of the information from each of the sources,
and is discussed further below. In the example of age at entry to motherhood, the case file data gives a
more accurate picture over the population-level data.

Table 3.4 summarises the prevalence of mother-related issues at her index and first repeat set of
proceedings. These are the concerns that are central to the issuing of the case, such as domestic violence
or substancemisuse. In order to understand the possible antecedents of the issues that the local authority
presents to the court concerning the women, we have also captured from the file study, where possible,
information regarding women’s childhood experiences which are presented separately in Section 3.3.
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Tables 3.2, 3.3 and 3.4 are presented together for ease of reference, and need to be read in conjunction
with the summary of findings that follow.

Table 3.2: Descriptive statistics of all birth mothers who have had one set of s.31 proceedings
compared to two or more between 2007/08 to 2015/16 (Element A).

Number of proceedings

Only one Two or more

Total 53,784 (100.0%) 11,191 (100.0%)

Age at first child
Under 16 1,413 (2.6%) 366 (3.3%)
17 to 19 1,5217 (28.3%) 4,627 (41.3%)
20 to 24 13,874 (25.8%) 3,267 (29.2%)
25 to 29 8,693 (16.2%) 1,512 (13.5%)
30 and above 10,255 (19.1%) 1,176 (10.5%)
Missing 4,332 (8.1%) 243 (2.2%)

Number of children
One 28,747 (53.4%) 784 (7.0%)
Two 12,854 (23.9%) 4,365 (39.0%)
Three 6,680 (12.4%) 2,942 (26.3%)
Four 3,267 (6.1%) 1,622 (14.5%)
Five 1,369 (2.5%) 836 (7.5%)
Six or more 867 (1.6%) 642 (5.7%)

Age at s.31 index proceedings
Under 16 373 (0.7%) 70 (0.6%)
16 to 19 5,190 (9.6%) 1,854 (16.6%)
20 to 24 10,281 (19.1%) 3,308 (29.6%)
25 to 29 10,008 (18.6%) 2,550 (22.8%)
30 and above 23,606 (43.9%) 3,167 (28.3%)
Missing 4,326 (8.0%) 242 (2.2%)

Number of s.31 proceedings
One 53,784 (100.0%) 0 (0.0%)
Two 0 (0.0%) 9,076 (81.1%)
Three 0 (0.0%) 1,736 (15.5%)
Four or more 0 (0.0%) 379 (3.4%)
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Table 3.3: Summary description of demographics and motherhood characteristics in recurrent
mothers (Element C).

(a) Demographics and experiences.

Count Percent

Total 354 100.0

Ethnicity
White 289 81.6
Black/Black British 32 9.0
Other 33 9.3

Immigration status
UK National 336 94.9
Other 10 2.8
Missing 8 2.3

Age at first application
Under 20 82 23.2
20 to 24 115 32.5
25 to 29 75 21.2
30 and above 82 23.2

(b) Motherhood.

Count Percent

Total 354 100.0

Age at first child
Under 20 225 63.6
20 to 24 91 25.7
25 to 29 20 5.6
30 and above 14 4.0
Missing 4 1.1

Number of children
Two 110 31.1
Three 95 26.8
Four 68 19.2
Five or more 81 22.9

Age at first child and number of children

Based on our population-level data, from Table 3.2, we found that recurrent mothers, on average, had
their first child at a younger age than those appearing in the index only: 44.6% were aged less than 20
years at the birth of their first child, compared to 30.9% for those who only appeared in a single set of
proceedings. As stated in the Methodological Appendix (Appendix A), reliable population-level data
from Cafcass is only available from 2007/8, we are potentially under-estimating how young women
were at the birth of their first child.

From Element C, we found that 63.6% of recurrent mothers were aged less than 20 years when
they had their first child. This is significantly different from the earlier finding from Element A (χ2 �

62, d f � 4, p < 0.001). Benchmarking this data using an ONS statistical bulletin regarding births by
parents characteristics in England andWales (ONS, 2016b), women in Element A are on average entering
motherhood much earlier than the general population. The bulletin reports that, over the same time
frame as our extract, the median age of a mother at the birth of her first child is between 27 and 29 years,
while for mothers from Element C, the equivalent median age is 19 years.

Regarding birth rate, we can only calculate this on the number of children we can see linked to
mothers at the time of our study (i.e. womenwill likely have hadmore children, after the point at which
we have measured this variable). However, we can conclude from both the population-level data and
from case file review, that women’s birth rate is higher than in the general population, because 2-child
families remain the norm for England and Wales (ONS, 2016c). Drawing on data from Element A, for
women who record two or more sets of proceedings, 93.0% have had two or more children subject to
proceedings, with their median number of children being 3. From case files, and because we have been
able to gain a more complete picture of motherhood trajectories, we see that 42.1% of the women had
four or more children, compared to approximately 28% in Element A (χ2 � 316, d f � 3, p < 0.001).
To conclude, women’s birth rates are higher than in the national population, and through the case file
review, ‘large’ families (3 or more children) are not uncommon for this group of women. This is out of
sync with national demographic trends towards later motherhood and smaller family sizes.
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Mother’s age at first s.31 proceedings

A second and related question concerns the age at which women first appear in the family court, as
a respondent in care proceedings. Again, based on Element A, we see that recurrent mothers tend to
become first time respondents at a younger age than women appearing in an index episode only.

Again, our case file data is more reliable regarding age, for the reasons stated above. From case file
review, we found that 23.2% of recurrent women in the sample were are aged less than 20 years, at their
first set of proceedings. This is a concerning finding and we return to this when we discuss women’s
experiences of the family court in Section 6.4. Teenagers clearly grapplingwith their own developmental
needs may struggle with parenting, but in addition, without very effective legal representation, will no
doubt have major problems in engaging meaningfully with the court process. Regarding age, we can
also report from case file review that the majority of women were aged less than 25 years at a first set
of proceedings, and this is consistent with our observations from our analysis of our population-level
data.

Recurrent mother demographics

Details regarding ethnicity were not consistently recorded over time by Cafcass. From the case file
study of recurrent mothers (Element C), we found that 81.6% were white/white British, 9.0% were
black/black British and 9.0% were ’other’. Regarding immigration status, 94.9% of recurrent mothers
were UK nationals, 2.8% had some other status, and for 2.3% of mothers we were unable to determine
their status. These results are in line with Masson et al. (2008).

Maternal issues at index and first repeat proceedings

From the case file review we were able to identify maternal issues at proceedings as described by local
authorities in their statements to court. Table 3.4 summarises the percentage of recurrent mothers with
each issue at both index and first repeat proceedings. Service non-engagement was the most prevalent
concern, with this being reported for 72.9% of recurrent mothers at their index proceedings, and 65.5%
at first repeat. Other prevalent issues at index proceedings are: the mother being a victim of domestic
abuse (65.0%), engaged in substancemisuse (55.9%), and experiencingmental health issues (50.6%). One
consistent trend, is for the number of issues to be decrease slightly between the index and first repeat set
of proceedings. For example, service non-engagement was mentioned in 72.9% of index proceedings,
but only 65.5% of first repeat proceedings. Despite reporting of each concern decreasing from 2 to 7
percentage points, the ranking of issues remains largely the same. Where proceedings follow in short
intervals, it is likely that the local authority is more economic in the description of risks, given that this
evidence has very recently been put before the family court.

While these percentages show the reported prevalence of the issues for the sample as a whole, they
do not show how likely issues are to be co-occurring. An identification and analysis of subgroups of
issues within the sample is presented in Section 5.3.
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Table 3.4: Prevalence of the types of mother-related issues mentioned by professionals at
recurrent mothers’ index and first repeat proceedings (Element C, n � 354).

Count Percent

Index First Repeat Index First Repeat

Total 354 354 100.0 100.0

Mother-related issue
Service non-engagement 258 232 72.9 65.5
Victim of domestic abuse 230 201 65.0 56.8
Substance misuse 198 176 55.9 49.7
Mental health 179 162 50.6 45.8
Housing instability 144 121 40.7 34.2
Pregnancy 116 107 32.8 30.2
No support network 105 88 29.7 24.9
Criminal record 97 78 27.4 22.0
Cognitive functioning 68 63 19.2 17.8
s.20 withdrawal 21 8 5.9 2.3
Sex work 12 14 3.4 4.0
Kinship breakdown 7 9 2.0 2.5
Physical disability 4 6 1.1 1.7
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3.3 Maternal childhood profile

Key findings

Mothers who have appeared in recurrent care proceedings:

• Had been exposed to much higher levels of harm and adversity in childhood than what
would be expected in the general population. With 56% of recurrent mothers experiencing
four or more different types of adverse experience in childhood. From an international
evidence base, this is firmly associated with increased risk of poor adult outcomes.

• Prevalence of abuse and neglect in their childhoods was high: neglect 66%, emotional abuse
67%, physical abuse 52%, and sexual abuse 53%.

• In the context of neglect, emotional abuse and physical abuse, mothers’ own parents and
caregivers were typically the cause of harm. While for sexual abuse we found a more mixed
picture of parents, caregivers, and other adults outside the household.

• Approximately 40% of recurrentmothers had been looked after children (formal out of home
care), with the largest proportion entering care aged 10 years or older (48%). Half of those
looked after had experienced multiple placement moves.

• Approximately 14% had spent a period of time not living with their parents through an
informal arrangement.

In this section,we explorematernal childhood experiences as reported in the court case files (Element
C). Focusing initially on childhood adversities using our adapted ACE categories (see Section A.5 for
details), we report both the type and number of adverse experiences. We were able to capture in more
detail, the nature of abuse and neglect experienced by themothers and the age atwhich they experienced
this, which is often hidden when studies simply refer to ‘sexual’ or ‘physical abuse’. In capturing the
perpetrator(s) of abuse, we have been able to quantify the number of mothers in recurrent proceedings
who experienced abuse and neglect at the hands of their own parent(s) or caregivers in childhood. This
is an issue we return to in our discussion of mothers’ own accounts of their childhood in Section 6.

Second,wedescribe, through theuseof our adaptedACEscore, thepercentageofwomen in recurrent
proceedings that have spent periods in formal and informal out-of-home care. In addition, for those
who were looked after, we have also been able to capture age at first entry, a summary of placement
moves and types of placement. This is the first analysis of the relationship between childhood care
experience and adult appearances in the family court, and establishes a relationship between the two.
More work needs to be done to explore and explain this relationship based on the full population of
women in care, rather than recurrent mothers only, but this is an important first step. Finally, an analysis
is provided of the relationship between ACE scores and whether women were formally looked after as
children.

Prevalence of adverse childhood experiences

Mothers’ childhoods were clearly marked by adversity. We refer readers to Table 3.5 and 3.6 below.
Table 3.5 provides a statistical summary of prevalence and types of harm and maltreatment using our
adapted ACE categories, whilst Table 3.6 gives further breakdown of the detail of the particular abuse
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Table 3.5: Prevalence of types of childhood experiences by recurrent mothers (Element C).
Categories marked with an asterisk were used in the computing the ACE score. Note that
column percentage will add up to more than 100% as some mothers will have experienced
more than one of the experiences below.

Count Percent

Total 354 100.0

Mother’s experiences
Emotional neglect∗ 207 58.5
Physical neglect∗ 71 20.1

Emotional abuse∗ 237 66.9
Sexual abuse∗ 188 53.1
Physical abuse∗ 183 51.7

Substance misuse 178 50.3
Mental health 132 37.3
Significant loss∗ 108 30.5

Looked after 143 40.4
Informal care 88 24.9

Mother’s parents’ issues
Domestic abuse∗ 143 40.4
Substance misuse∗ 134 37.9
Mental health∗ 76 21.5

and the perpetrator. When compared to prevalence rates from general population studies the rates of
abuse are much higher for our cohort across the range of issues (Radford et al., 2011).

Sexual abuse

The NSPCC prevalence study (Radford et al., 2011) reports that 24.1% of the respondents aged 18
to 24 had experienced sexual abuse (contact or non-contact) in their lifetime. In comparison, our
figure is 53.1%, over half of our total sample. Particularly striking is that 18.9% of our total sample
had been sexually abused by a parent or caregiver. This is markedly higher than that reported in
national prevalence studies (only 1.5% of contact or non-contact sexual abuse in the NSPCC study
was perpetrated by the child’s parent or guardian). Furthermore the severity of the sexual abuse is
greater in our population with 28.5% of women having experienced contact sexual abuse, compared to
a reported figure of 11.3% by Radford et al. (2011). These findings are concerning given the particular
developmental implications of sexual harm, a point we pick up in detail in Section 7.

Physical abuse

Physical maltreatment in childhood was recorded for 51.9% of women in our study. This is markedly
higher than the national prevalence figure, as reported by Radford et al. (2011), in which 12.9% young
women aged 18 to 24 reported having been severely physically maltreated in childhood. The rates of
harm by a parent or caregiver are also much higher for our sample: 42.3% in our sample compared to
only 9.9% nationally. The type of physical harm most frequently reported in the court files was of the
mother having been severely hit or beaten. The first incident of physical abuse, happened when women
were typically between the ages of 10 and 15. However, in a substantial minority of cases physical (19%),
maltreatment began under the age of 10 which once again has developmental implications.



PROFILE OF MOTHERS IN RECURRENT PROCEEDINGS 27

Neglect

The most common type of adversity in childhood, along with emotional abuse, was parental neglect.
With incidents of parental neglect recorded in two-thirds of the sample (66.1%). Neglect by comparison
was reported as a rate of 16% within national prevalence study (Radford et al 2011). The neglect of the
child’s basic emotional needs was the most commonly reported type of neglect within our sample.

Emotional abuse

Benchmarking for emotional abuse has proved more challenging due to diverging definitions and the
lack of detail available within the case files. However comparison is more reliable if we focus specifically
on exposure to domestic violence. Within our sample 48.1% of women had been exposed to domestic
violence in their family homes as compared to the national prevalence rate of 23.7% (women aged 18 to
24, over their lifetime).

Summary of abuse and neglect

Thewomen in our study have had high exposure to forms of abuse and neglect in their childhoodswhen
compared to national prevalence statistics. Significantly, this maltreatment is more often perpetrated
by a parent or caregiver. This is particularly concerning given that broader prevalence studies point
to the fact that children and young people who were maltreated by a parent or caregiver are also at
increased risk of or becoming what has been termed as “polyvictims” (Finkelhor et al., 2009; Radford
et al., 2011), that is experiencing further forms of abuse by other perpetrators during their childhood
and adolescence. Whilst all forms of childhood maltreatment are a concern there is a growing evidence
that polyvictims are a particularly vulnerable group. This point is further explored within both our
qualitative insights discussed in Section 6 and our analysis ofwomen’s ACE scores further in this section.

Given that we have only reviewed files of recurrent mothers, we cannot draw conclusions about
differences between women who return to court and those who do not. New preventative initiatives,
particularly where they are multi-site provide an opportunity to use local authority data, to draw such
comparisons.



28
PRO

FILE
O
F
M
O
TH

ERS
IN

REC
U
RREN

T
PRO

C
EED

IN
G
S

Table 3.6: Descriptive details of the nature of childhood abuse and neglect experienced by recurrent mothers, as reported by the local authorities
(Element C). Regarding the ‘who’ and ‘what’ topics, multiple categories may apply for a single mother.

(a) Neglect.

Count Percent

Prevalence
No 120 33.9
Yes 234 66.1

Age

Under 1 10 4.3
1 to 4 28 12.0
5 to 9 21 9.0
10 to 15 13 5.6
16+ 0 0.0
Missing 162 69.2

Who

Parent / caregiver – –
Friend / family – –
Peer – –
‘Unknown’ – –
Other – –
Missing – –

What

Emotional 181 77.4
Safety 160 68.4
Housing 48 20.5
Nutritional 29 12.4
Hygiene 27 11.5
Clothing 20 8.5
Health 21 9.0
Missing 5 2.1

(b) Emotional abuse.

Count Percent

Prevalence
No 117 33.1
Yes 237 66.9

Age

Under 1 6 2.5
1 to 4 15 6.3
5 to 9 16 6.8
10 to 15 16 6.8
16+ 1 0.4
Missing 183 77.2

Who

Parent / caregiver 193 81.4
Friend / family 11 4.6
Peer 50 21.1
‘Unknown’ 4 1.7
Other 6 2.5
Missing 17 7.2

What

Witness DV 114 48.1
Threat physical 70 29.5
Shouted at 65 27.4
Humiliated 56 23.6
Insulted 54 22.8
Threat removal 22 9.3
Sworn at 21 8.9

(c) Physical abuse.

Count Percent

Prevalence
No 171 48.3
Yes 183 51.7

Age

Under 1 3 1.6
1 to 4 8 4.4
5 to 9 23 12.6
10 to 15 26 14.2
16+ 5 2.7
Missing 118 64.4

Who

Parent / caregiver 150 82.0
Friend / family 19 10.4
Peer 12 6.6
‘Unknown’ 6 3.3
Other 14 7.7
Missing 7 3.8

What

Hit 103 56.3
Beaten 41 22.4
Choked 10 5.5
Burnt 5 2.7
Missing 26 14.2

(d) Sexual abuse.

Count Percent

Prevalence
No 166 46.9
Yes 188 53.1

Age

Under 1 1 0.5
1 to 4 7 3.7
5 to 9 45 23.9
10 to 15 39 20.7
16+ 6 3.2
Missing 90 47.8

Who

Parent / caregiver 67 35.6
Friend / family 60 31.9
Peer 25 13.3
‘Unknown’ 43 22.9
Other 38 20.2
Missing 0 0.0

What

Non-contact 19 10.1
Contact1 101 53.7
CSE 69 36.7
Missing 38 20.2
1 Includes sexual intercourse
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Out-of-home care

Table 3.7 presents the prevalence of mothers in recurrent proceedings who had experienced formal or
informal out-of-home care, or both. When we combine these different types of out of home experiences,
we found that 54.2% of our sample had spent some part of their childhood not living with their parents.
With 40.4% specifically being formally looked after.

For those that were formally looked after, they were least likely to enter care as infants (2.8%), and
most likely to enter aged 10 years or older (44.1 + 3.5 � 47.6%). Regarding types of placements, 67.1%
of the group had been placed with foster carers, a relatively high percentage had also experienced
residential and secure unit placements, 39.2% and 11.6%, respectively. Moves within out-of-home care
were common, half the women had experienced multiple placements (50.3%). We were able to identify
that 20.3% had experienced harm while in care, with harm defined as a specific instance of abuse either
by another child or caregiver or informal network.

Table 3.7: Recurrent mothers’ experiences of being looked after (Element C).

Count Percent

Type of care
Looked After only 104 29.4
Informal OHC only 49 13.8
Looked After & Informal OHC 39 11.0
Neither 162 45.8

Of the 143 women that were looked after...

Age at first entry
Under 1 4 2.8
1 to 4 20 14.0
5 to 9 29 20.3
10 to 15 63 44.1
16+ 5 3.5
Missing or unclear 22 15.4

Placement type
Residential 56 39.2
Foster Care 96 67.1
Adoption 6 4.2
Kinship Care 28 19.6
Secure Unit 17 11.9
Other 21 14.7
Missing 9 6.3

Care experiences
Stable placement(s) 42 29.4
Multiple short placements 72 50.3
Harm while in care 29 20.3
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Volume of adverse childhood experiences

By creating a score for the ACEs (see Appendix A.6.9 for methodology), we were able to measure the
number of types of adversity experienced by these mothers. Table 3.8 shows the distribution of ACE
scores among the case file sample of recurrent mothers. With the maximum possible score being 10, we
found that 55.9% of our sample experienced four or more types of childhood adversity. Based on other
population studies, a score of 4 or more is associated with a 12-fold increase in health risks for alcohol
misuse, drugmisuse, depression, suicide attempts (Felitti et al., 1998). In addition, a 2- to 4-fold increase
in poor self-rated health, more than 50 sexual partners over their lifetime, sexually transmitted disease
and smoking (Felitti et al., 1998). Furthermore, the number of categories of adverse childhood exposures
showed a graded relationship to the presence of adult diseases including heart disease, cancer, chronic
lung disease, skeletal fractures, and liver disease.

As the ACE study suggests, the particular adversities cannot be seen in isolation, but rather there
is a graded dose response relationship, which means as the dose of the stressor increases the intensity
of the outcome also increases. The high ACE scores indicate the women’s heightened vulnerability to
poor adult outcomes across a range of adult dimensions. Applying ACE and the work of Felitti et al.
(1998) helps to explain why this group of women face the difficulties that bring them before the family
court as adults. However, this study provides a first descriptive profile only and is an adapted use of
ACE which relies on professional accounts in case files rather than self-report data. Further research is
suggested that compares women with recurrent and non-recurrent profiles using the ACE framework.

Table 3.8: Distribution of ACE scores of recurrent mothers (Element C).

Count Percent

Total 354 100.0

ACE score
0 26 7.3
1 38 10.7
2 35 9.9
3 57 16.1
4+ 198 55.9
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Association between adverse childhood experiences and being looked after

The association between adverse childhood experiences (ACE score) and being a looked after child was
examined using a simple logistic regression modelling framework. Results from the model are shown
in Figure 3.1. The results show that there is a positive association between being looked after and a
mother’s ACE score. A unit-increase in the ACE score, increases the relative risk of being looked after
by 31%. This means that for a person with a score of 4 (the average in our sample), the probability of
them also being looked after is 41%, while for someone with a score of 5, their probability is 47%.

While there is a positive association between being looked after and the ACE score, the estimated
percentages show that there is still a large number of mothers in our sample who were not received into
any state care. Given what we know from Felitti et al. (1998) about the relationship between a score of
4 or above and heightened vulnerability to poor outcomes, this raises questions about what preventive
action is being taken to support these clearly vulnerable women at an earlier point.

Figure 3.1: Based on Element C, the estimated percentage of recurrent mothers being looked
after given their ACE score. Error bars represent the 95% confidence intervals.
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4 Profile of children in mothers’ recurrent proceedings

Key findings

Regarding the children of recurrent mothers:

• For 72% of those who appear in a mother’s first and second repeat proceedings, this is the
first time they has been subject to proceedings.

• For 60% of those who appear in a mother’s first repeat proceedings, they are typically of a
very young age (under 1 year). At second repeat we found that 66% were aged under 1 year.

• For 35% of children at a mother’s first repeat, they are subject to either a Placement Order or
Adoption Order. This rises to 45% at second repeat proceedings.

• Those appearing in either a mother’s first repeat or second repeat proceedings are less likely
to placed with siblings than children at a mother’s index proceedings.

• Neglect was a concern for approximately 90% of the children. Followed by emotional abuse
at 70%, physical abuse at 40%, and sexual abuse at 15%.

• With the exception of sexual abuse, the parent or caregiver was most frequently considered
to be the common perpetrator of the harm and maltreatment.

• For those aged under 1 year: 15% were born pre-term, and 18% were affected by mother’s
substance misuse.

Using information from both Element A and Element C, we are able to provide a profile of children
who appear as subjects in the proceedings of recurrent mothers. From Element A, we are able to
explore the population-level changes in the age profile of the children who appear in mothers’ index
proceedings compared to first repeat and second repeat proceedings. From Element C, we are able to
examine the descriptions, as presented in court case files, of the abuse and neglect experienced by the
children of recurrent mothers, health related issues for those who are infants, and the outcomes in terms
of placement arrangements and changes in level of contact with the mother.
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4.1 Element A child profile

Table 4.1 contains descriptive statistics for children of all birth mothers in proceedings based on our
population-level data. Regarding age of children, 10.8% of children at mothers’ index are aged less than
4 weeks when proceedings are issued, this number increases to 47.3% and 53.3% at first repeat and
second repeat proceedings. In short, a substantial proportion of mothers who experience a repeat set of
proceedings, do so close to the birth of a child.

More broadly, 55.1% of children are less than 5 years old at mothers’ index proceedings, compared
to 77.3% and 84.1% at the second and third case. Very few older children appeared inmothers’ recurrent
proceedings, confirming that recurrent proceedings typically involve infants and very young children,
rather than older children.

Within mothers’ first repeat proceedings, for the majority of children it was the first time they had
been subject to proceedings (71.7%). An almost identical percentage is seen for those at mothers’ second
repeat proceedings (71.8%).

An important observation concerns changes in the pattern of legal orders for infants, when we
compare index and repeat proceedings. At the index set of proceedings, 19.1% of all children all
children recorded in this first episode record the category of legal order: “Placement Order or Adoption
Order”, children who appear in a first repeat or second repeat set of care proceedings, are more likely to
be placed for adoption; 35.0% and 44.6% respectively. In order to fully understand the increase in usage
of Placement Orders, Section 5.2 provides an analysis of the probability of a child becoming subject to a
Placement Order or Adoption Order.

Table 4.1: Descriptive statistics of children at all birth mothers’ set of index, first repeat and
second repeat s.31 proceedings between 2007/08 and 2015/16 (Element A).

Index First repeat Second repeat

Number of children 115,040 (100.0%) 13,828 (100.0%) 2,482 (100.0%)

Child recurrence status
First time 115,040 (100.0%) 9,909 (71.7%) 1,782 (71.8%)
Return 0 (0.0%) 3,919 (28.3%) 700 (28.2%)

Age of child
Under 4 weeks 12,375 (10.8%) 6,539 (47.3%) 1,324 (53.3%)
4 wks to 1 year 15,799 (13.7%) 1,796 (13.0%) 330 (13.3%)
1 to 4 35,171 (30.6%) 2,352 (17.0%) 435 (17.5%)
5 to 9 28,631 (24.9%) 1,701 (12.3%) 227 (9.1%)
10 to 15 22,056 (19.2%) 1,366 (9.9%) 156 (6.3%)
16 and above 975 (0.8%) 71 (0.5%) 8 (0.3%)
Missing 33 (0.0%) 3 (0.0%) 2 (0.1%)

Final legal outcome
SO/FAO/ONO 17,961 (15.6%) 2,220 (16.1%) 343 (13.8%)
SG/RO/CAO 25,261 (22.0%) 2,684 (19.4%) 437 (17.6%)
CO/SAO 42,394 (36.9%) 3,466 (25.1%) 511 (20.6%)
PO/AO 21,962 (19.1%) 4,834 (35.0%) 1,108 (44.6%)
Other/Missing 7,462 (6.5%) 624 (4.5%) 83 (3.3%)
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4.2 Element C child profile

In this section we present findings by summarising across the children of recurrent mothers in four
different ways:

• Newborns in recurrent mothers’ proceedings (children aged under 4 weeks, n � 362).

• Infants in recurrent mothers’ proceedings (children aged under 1 year, n � 457).

• All unique children from recurrent mothers’ index and first repeat proceedings (n � 993).

• All children at index proceedings (n � 637), and children at first repeat proceedings (n � 402).

Pre-birth conferences

Care proceedings cannot be issued until after the birth of a child. However, statutory procedures do
enable local authorities to work with women during pregnancy by completing a pre-birth assessment
and establishing a plan for safeguarding the infant following his or her birth. Pregnancy is also a
window of opportunity in which timely and effective preventative work may avert the need to bring
care proceedings following an infant’s birth.

Of the newborns entering proceedings (children aged under 4 weeks) of recurrent mothers, Table
4.2 shows the timings of the pre-birth conference in relation to the birth of the child. The percentages are
based on those who we were able to identify a pre-conference date, there is a large number of newborns
for whomwe were not able to identify a date. The percentages show that a large proportion of pre-birth
conferences are happening late in pregnancy (61.8% within 8 weeks of birth or post-birth).

Table 4.2: Timing of pre-birth conferences for children entering care proceedings under the age
of 4 weeks (Element C). Note that for the majority of infants we were unable to identify a date
from the court case files. The percentages are for those for whom we were able to identify a
date of the pre-birth conference.

Count Percent

Number of newborns 362 100.0

Pre-birth conference timing
More than 8 weeks before birth 52 38.2
8 to 5 weeks before birth 43 31.6
4 weeks to birth 33 24.3
Post-birth 8 5.9
Missing 226 –

Placement and contact arrangements

From the case file review, we have been able to explore the presenting harms, which were detailed by
local authorities in their court statements, regarding the children of recurrent mothers. In addition, we
have captured legal order outcomes, placement types and contact arrangements. We have captured very
limited information regarding the health outcomes for infants, given paucity of detail in case files.

Table 4.3 describes the child legal and placement outcomes as well as contact arrangements with
mother for children. We present this information at the index and first repeat episode. Making
comparisons between the index and first repeat set of proceedings, we can see that there is an increase in
those placed under a Supervision Order (SO) with parent(s), a similar proportion placed under a Special
Guardianship Order (SGO) with kin, a general reduction in those placed under a Full Care Order (FCO)
(with kin or with other foster caregivers?), and a general increase in those placed under PO/AO and
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Table 4.3: Legal status, placement outcomes, and contact arrangements for children inmothers’
index and first repeat proceedings, for recurrent mothers (Element C).

Index First repeat

Number of children 637 (100%) 402 (100%)

Legal status & placement type
No Order 6 (0.9%) 7 (1.7%)

RO with Parent(s) 54 (8.5%) 21 (5.2%)
RO with Other 13 (2.0%) 8 (2.0%)

SO with Parent(s) 34 (5.3%) 38 (9.5%)
SO with Other 3 (0.5%) 2 (0.5%)

SGO with Kin 84 (13.2%) 50 (12.4%)
SGO with Other 10 (1.6%) 4 (1.0%)

FCO with Foster Carers 112 (17.6%) 47 (11.7%)
FCO with Other 52 (8.2%) 17 (4.2%)

PO/AO with Foster Carers 172 (27.0%) 145 (36.1%)
PO/AO with Prospective Adopters 43 (6.8%) 21 (5.2%)
PO/AO with Other 14 (2.2%) 8 (2.0%)

Other 40 (6.3%) 34 (8.5%)

Placed with siblings
Not with siblings 313 (49.1%) 278 (69.2%)
With previously removed siblings 29 (4.6%) 73 (18.2%)
With current siblings 295 (46.3%) 51 (12.7%)

Contact with mother
Direct, unsupervised 81 (12.7%) 67 (16.7%)
Direct, supervised 265 (41.6%) 142 (35.3%)
No direct contact 204 (32.0%) 142 (35.3%)
Not mentioned 87 (13.6%) 51 (12.6%)

with foster caregivers, with successive proceedings. An increase in the use of Supervision Orders is not
surprising as the local authority and the courts may be more assured of the child’s safety and wellbeing
through an extended period of supervision, where these is a history of child removal. It is important to
note that children subject to PO/AO with foster carers, are most likely PO with a pending move to an
adoptive placement.

Regarding whether or not a child is placed with siblings, we see that children are more likely to be
placed separate from their siblings. In a first repeat episode there is a 20 percentage point increase in
not being placed with siblings.

Regarding a contact arrangments between a mother and her children subject to proceedings, the
trend at index proceedings is similar to that her first repeat. The most common arrangements are either
no contact or direct but supervised contact. There is a slight decrease in direct, supervised arrangements
between a mother’s index and her first repeat.
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Health issues for infants

We have been able to produce a limited description of the health outcomes for children aged less than
one year. Table 4.4 shows that, for children in this age group at the time of their first proceedings, 15.3%
are born pre-term, 16.4% are admitted to the Special Care Baby Unit (SCBU) when born, and 18.4% are
affected by mother’s substance misuse. In comparison, in 2015, in England and Wales, 8% of live births
were considered pre-term (ONS, 2016a).

Table 4.4: Health issues for children of recurrent mothers who are aged less than 1 year at start
of their index proceedings (Element C).

Count Percent

Number of infants 457 100.0

Infant born preterm 70 15.3
Infant admitted to SCBU 75 16.4
Affected by mother’s substance misuse 84 18.4

Abuse and neglect

Regarding abuse and neglect, we have been able to produce a description of the combinations of harms,
for all children linked to recurrent mothers only, and we have focused on harms listed at the child’s first
appearance. Table 4.5 shows both the prevalence for the nature and perpetrators of abuse and neglect
experienced by children of recurrentmothers, as described at the child’s index proceedings. Experiences
of neglect were the most prevalent (90.8%). Of the children that experienced neglect it was often related
to lack of safety (81.5%), meeting of emotional needs (74.3%), and health needs (56.2%). It was found
that 73.8% of children experienced emotional abuse, most commonly by a parent or caregiver, and often
related to witnessing domestic violence (73.7%). Physical abuse was experienced by 40.3% of children,
again most commonly by a parent or caregiver. Details regarding the nature of the abuse were often
missing, and the category ‘being hit’ was the most frequently recorded type of physical abuse (35%).
Sexual abuse was experienced by 16.0% of children, the perpetrators of this were a mixture of family
within the household (41.5%) and adults outside (41.5%) the household.

In summary, children who have been subject to proceedings are often experiencing abuse and
neglect from within the family household. For neglect, emotion abuse and physical abuse, the typical
perpetrator was a parent or caregiver, while for sexual abuse it was perpetrated by those inside and
outside the family.
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Table 4.5: Summary of the abuse and neglect experienced by children of recurrent mothers
at the child’s first set of proceedings, as described by the local authority (Element C).
Within-percentages are shown for the type of maltreatment and perpetrator as appropriate. It
is also possible for a child to experiencemaltreatment of the same type bymultiple perpetrators,
or in multiple forms.

(a) Neglect and emotional abuse.

Count Percent

Number of children 993 100.0

Neglect 902 90.8
Type of neglect

Safety 735 81.5
Emotional 670 74.3
Health 507 56.2
Housing 433 48.0
Nutritional 321 35.6
Hygiene 306 33.9
Clothing 209 23.2

Emotional abuse 733 73.8
Perpetrator

Parent or care giver 638 87.0
Friend or family member 39 5.3
Peer 9 1.2
‘Unknown’ 0 0.0
Other 12 1.6
Not mentioned 91 12.4

Type of emotional abuse
Witness DV 540 73.7
Shouted at 186 25.4
Physical threat 99 13.5

(b) Physical abuse and sexual abuse.

Count Percent

Number of children 993 100.0

Physical abuse 400 40.3
Perpetrator

Parent or care giver 333 83.2
Friend or family member 41 10.2
Peer 7 1.8
‘Unknown’ 1 0.2
Other 11 2.8
Not mentioned 48 12.0

Type of physical abuse
Hit 148 37.0
Hit w/ implement 32 8.0
Shaken 14 3.5
Beaten 19 4.8
Burnt 11 2.8
Choked 10 2.5

Sexual abuse 159 16.0
Perpetrator

Parent or care giver 66 41.5
Friend or family member 66 41.5
Peer 8 5.0
‘Unknown’ 5 3.1
Other 20 12.6
Not mentioned 18 11.3

Type of sexual abuse
Non-contact 30 18.9
Contact 34 21.4
Intercourse 14 8.8
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5 Scale and pattern of recurrence

Key findings

Regarding the scale and pattern of mothers who have been in recurrent care proceedings:

• Weestimate the risk of returning to courtwithin seven years to be 25.4%within seven years of
the issue of their index proceedings. That is to say that approximately 1 in 4 mothers return
within 7 years. This risk of returning to court includes returning with children previously
seen by the family court as well as children that may have not.

• When considering the risk of returning to court and entering further proceedings with at
least one new child, we estimate that 20.6% of mothers return within seven years after the
issue of their index proceedings. That is to say, approximately 80% of those that do return,
do so with at least one new child.

• The younger a mother at the birth of her first child the more at risk she is at appearing as a
respondent in a further set of proceedings.

• There is a strong association between a child being placed for adoption and their age, with
children under the age of 1 year being at most risk. Additional factors found to increase the
probability of adopting were: if the children was the sole subject of the proceedings, and if
the mother was aged less than 25 at issue of proceedings.

• It is possible to differentiate the women appearing in recurrent proceedings into five
subgroups derived from presenting issues at proceedings. The largest subgroup of women
had co-occurrence of mental health issues, domestic violence and substancemisuse, and also
recorded non-engagement with services.

• Historically, a mother’s repeat care proceedings have always been shorter than her index.
However, the difference in duration has decreased over time. The introduction of a 26-week
deadline for care proceedings, has proved a legal underpinning for a trend in shorter
proceedingswhich had already started a fewyears earlier. However, first repeat proceedings,
on average, currently remain 3 weeks shorter than the initial index proceedings.

5.1 Risk of mothers returning to court

Having provided a profile of mothers within recurrent proceedings in Section 3.1, in this section we
provide an analysis of the rate at which women are likely to return to court over time. To do this we
used a sample of mothers from the population-level data from Element A. Mothers were selected for
inclusion if they had their index proceedings between 1st April 2007 and 31st March 2011. This gave a
sample of 25,526 mothers for which each mother had a minimum of 5 years of follow-up.
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Analysis of the time betweenproceedingswas undertaken using SurvivalAnalysis techniques (Clark
et al., 2003; Collett, 2015). From the Kaplan-Meier estimator, we are able to compute the risk of a mother
returning to the family court over time. In addition, given the observations we made in Section 3.2
about the relatively young age at which these women enter motherhood, we explored how this risk of
returning is associated with age at first child.

We defined the duration between proceedings as being the date of issue of an index proceedings
to the date of issue of the first repeat proceedings, thus we had a continuous (as opposed to discrete)
measure of time since index. The reason for using date of issue of index, as opposed to date of closure,
is that proceedings can, and frequently do, overlap. For mothers who do not return to court within
our observational window, which finishes at 31st March 2016, their duration is calculated as being the
amount of time from the date of issue of their index proceedings, to the end of our observation window,
andmost importantly, they are denoted as censored. This transformation of howwomen appear inwithin
the time window of our data compared to how this information is used for Survival Analysis is shown
in Figure 5.1.

Initially, we provide an estimate of the risk of returning to court for allmothers appearing in repeat
proceedings (with either new or previously seen children). We then further examine the specific risk
for women who return with at least one new child subject to proceedings. This is motivated from from
the profile of children in mothers first repeat and second repeat proceedings presented in Section 4.1,
where we saw that the majority of children were ‘new’ to the family court.

(a) Element A observation window. (b) Transformed for Survival Analysis.

Figure 5.1: An illustration of how mothers are captured within the data observation window
of Element A, and how this information is transformed for use in Survival Analysis. Index
proceedings are denoted by ‘I’, and the first repeat proceedings by ‘R’. For women who do not
return to court in the available time their observations become censored, denoted by ‘C’.

5.1.1 Risk of returning with a previous or ‘new’ child

Based on the Kaplan-Meier estimator, Figure 5.2 shows the cumulative probability of entering a first
repeat set of proceedings with either a previous or ‘new’ child. The life table shown in Table 5.1 contains
the same information but in tabular form by giving the cumulative probability of returning at yearly
intervals, as well as the hazard rates. These results show that the risk of returning within five years
is 22.5%, and within seven years 25.4%. This means that repeat clients are far from unusual within
the family court system, and we would expect 1 in 4 women to return within 7 years from the issue
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of their index set of proceedings. This analysis is an update of what has been presented previously by
Broadhurst et al. (2015a). However, our findings here remain in line with the previous work.

Figure 5.2: Cumulative probability, based on the Kaplan Meier estimator, of a birth mother
entering her first repeat proceedings from the date of issue of her index proceedings. (Element
A, n=25,526).

Table 5.1: Life table of the cumulative probabilities and hazard rates of a birth mother entering
her first repeat proceedings, at yearly intervals from the date of issue of her index proceedings
(Element A, n=25,526).

Cumulative probability Hazard rate

N Years Estimate SE 95% CI Estimate SE 95% CI

25,526 <1 0.051 0.001 (0.048, 0.053) 0.052 0.001 (0.049, 0.055)
24,235 <2 0.120 0.002 (0.116, 0.124) 0.076 0.002 (0.073, 0.080)
22,455 <3 0.169 0.002 (0.164, 0.173) 0.056 0.002 (0.053, 0.060)
21,223 <4 0.202 0.003 (0.197, 0.207) 0.041 0.001 (0.039, 0.044)
20,363 <5 0.225 0.003 (0.220, 0.230) 0.029 0.001 (0.026, 0.031)
19,784 <6 0.241 0.003 (0.236, 0.246) 0.021 0.001 (0.019, 0.023)
13,636 <7 0.254 0.003 (0.248, 0.259) 0.017 0.001 (0.014, 0.019)
7,675 <8 0.264 0.003 (0.258, 0.270) 0.014 0.002 (0.011, 0.017)
3,552 <9 0.269 0.003 (0.263, 0.276) 0.007 0.002 (0.003, 0.011)

5.1.2 Risk of returning with at least one ‘new’ child

Redefining the event of interest as being amother returning to courtwith at least one new child subject to
proceedings, we then repeated the analytical approach above. Findings are presented in in Figure 5.3 and
Table 5.2. These show that the cumulative probability of a mother entering her first repeat proceedings
with at least one ‘new’ child, is 18.2% within 5 years, and 20.6% within 7 years, approximately 1 in
5. As we would expect, because of the more-restrictive definition, this is slightly less than the overall
probability of returning to court. But it does highlight that the majority of women returning to court
are doing so with at least one new child being subject to proceedings.
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Table 5.2: Life table of the cumulative probabilities and hazard rates of a birth mother entering
her first repeat proceedings with at least one ‘new’ child, at yearly intervals from the date of
issue of her index proceedings (Element A, n=25,526).

Cumulative probability Hazard rate

N Years Estimate SE 95% CI Estimate SE 95% CI

25,526 <1 0.037 0.001 (0.035, 0.040) 0.038 0.001 (0.036, 0.041)
24,570 <2 0.096 0.002 (0.092, 0.100) 0.063 0.002 (0.059, 0.066)
23,077 <3 0.135 0.002 (0.130, 0.139) 0.044 0.001 (0.041, 0.047)
22,088 <4 0.163 0.002 (0.158, 0.167) 0.033 0.001 (0.030, 0.035)
21,376 <5 0.182 0.002 (0.177, 0.186) 0.023 0.001 (0.021, 0.025)
20,889 <6 0.195 0.002 (0.190, 0.200) 0.016 0.001 (0.014, 0.018)
14,450 <7 0.206 0.003 (0.201, 0.211) 0.014 0.001 (0.011, 0.016)
8,166 <8 0.214 0.003 (0.209, 0.220) 0.011 0.001 (0.008, 0.014)
3,801 <9 0.219 0.003 (0.213, 0.225) 0.006 0.002 (0.003, 0.010)

Risk of returning to court given mother’s age at first child

In order to calculate mother’s age at first child, both her date of birth and the date of birth of her first
child had to be recorded. Given a number of cases where at least one of these was missing, the number
of mothers available for this analysis dropped to 23,082. Again, we have used our more restrictive
definition, focusing on mothers who returned with at least one ‘new’ child.

The Kaplan-Meier estimates were computed for each age group by stratification, with the results
shown in Figure 5.4 and Table 5.3. Overall, these results indicate that the older the age at which the
woman enteredmotherhood the lower her risk of returning to court. Looking at the results for returning
to court within 5 years, we see that 25.5% of those aged under 20 when they had their first child are
expected to return, compared to 21.0%, 15.9% and 9.3% for those aged 20-24, 25-29, and 30 or more,
respectively. From thiswe conclude that age at entry tomotherhood is clearly associatedwith recurrence,
and this risk is largest for those who entered motherhood at a younger age.

Figure 5.3: Cumulative probability, based on the Kaplan-Meier estimator, of a birth mother
entering her first repeat proceedings with at least one ‘new’ child from the date of issue of her
index proceedings (Element A, n=25,526).
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Further research should examine the life course trajectories of birth mothers in proceedings, with a
focus on determining whether or not women age out of recurrence. As records held by Cafcass mature,
an extended observational window will enable such questions to be addressed.

Figure 5.4: Cumulative probability, based on the Kaplan-Meier estimator, of a birth mother
entering her first repeat proceedings with at least one ‘new’ child from the date of issue of
her index proceedings, stratified by age at which the mother entered motherhood (Element A,
n=23,082).

Table 5.3: Life table of the cumulative probabilities of a mother entering her first repeat
proceedings with at least one ‘new’ child from the date of issue of her index proceedings,
stratified by age at which the mother entered motherhood (Element A, n=23,082).

Mother’s age at first child

Years Under 20 20 to 24 25 to 29 30 plus

<1 0.055 0.046 0.027 0.014
<2 0.134 0.111 0.081 0.053
<3 0.190 0.155 0.115 0.070
<4 0.229 0.186 0.142 0.085
<5 0.255 0.210 0.159 0.093
<6 0.274 0.223 0.174 0.100
<7 0.286 0.239 0.185 0.107
<8 0.301 0.246 0.197 0.116
<9 0.304 0.257 0.201 0.116
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5.2 Probability of a child being adopted

Previously, in Section 4.1, we stated that a higher percentage of children are subject to a plan for
adoption (Placement Order or Adoption Order) at mothers’ first repeat proceedings, compared to those
at mothers’ index proceedings. We know from other published studies, such as Selwyn (2004), that
younger children are more likely to be placed for adoption than older children. However, in order to
understand more fully, the reasons why we see this percentage change, it was important to explore the
impact of a number of other variables as well. Using logistic regression, we examined the probability of
a child being subject to a plan for adoption in relation to the following factors:

• Age of the mother at issue of proceedings.

• Age of the child at issue of proceedings.

• Whether or not the proceedings are the mother’s index set of proceedings, or her first repeat.

• Whether or not the child is the sole-subject of the proceedings, or is part of a sibling group.

The source of data for this analysis was the population-level data from Element A. The sample was
defined as all children at recurrent mothers’ index and first repeat proceedings, as they appear for the
first time. This gave a sample size of 29,276 children.

To estimate the associations between the listed variables and the PO/AO outcome, a 10-fold
cross-validated logistic regression model with a lasso penalty was fitted (Hastie et al., 2011). Table
5.4 shows the estimated coefficients for each of the explanatory variables, while Figure 5.5 visualises the
probability of adoption of children for whom mothers were aged 24 or less at the start of proceedings.

Table 5.4: Parameter estimates from a 10-fold cross-validated, lasso-penalised logistic
regression model regarding the probability of a child of a recurrent mother being subject
to an adoption plan (Element A, n � 29, 276). Both the log odds ratios (LOR) and the odds
ratios (OR) are presented. Reference levels in the category measures are labelled as ‘(ref)’.

Variable LOR OR

Intercept -0.43 0.65

Child’s age at proceedings
Under 4 weeks (ref) 0.00 1.00
4 weeks to 1 year 0.00 1.00
1 to 4 -0.27 0.76
5 to 9 -1.57 0.21
10 plus -2.62 0.07

Mother’s proceedings
Index (ref) 0.00 1.00
First repeat 0.22 1.24

Child sole-subject
No (ref) 0.00 1.00
Yes 0.11 1.12

Mother’s age at proceedings
Under 20 (ref) 0.00 1.00
20 to 24 0.00 1.00
25 to 29 -0.04 0.96
30 and above -0.10 0.90
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Figure 5.5: A visualisation of the probability of a child, of a recurrent mother aged under 25,
being subject to an adoption plan (n=29,276).

Mother’s proceedings

The probability of a child becoming subject to a plan for adoption increases by a relatively large amount
at the first repeat episode of proceedings (OR: 1.24).

Mother’s age

Women aged 20 to 24 years at issue of proceedings have the same chance of their children being subject
to a plan for adoption as those aged less than 20 years. While women aged 25 to 29 years have a slightly
lower risk of their children being subject to a plan for adoption (OR: 0.96). The biggest difference lies
with women aged 30 years at issue of proceedings, who have a lower risk again (OR: 0.90).

Child’s age

Children aged less than 12 months, and those aged less than four weeks at issue of care proceedings,
both have the same chance of becoming subject to a plan for adoption (OR: 1.00). While, children aged
1 to 4 years old are less likely to become subject to a plan for adoption by comparison (OR: 0.76). And
children aged 5 to 9, and 10 years or older have a far lower chance of becoming subject to a plan for
adoption, with odds ratios of 0.21 and 0.07, respectively.

Child sole-subject or part of a sibling group

There is an increase in probability of an adoption plan if the child is the sole subject in proceedings
(OR:1.12).

Summary

What is shown is that the following all increase the probability of an adoption plan being put in place
for the child; the younger the child at issue of proceedings, if the child is the sole subject, the younger
the mother at issue of proceedings, and if this is the mother’s first repeat proceedings compared to her
index.
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5.3 Differentiating mothers in recurrent proceedings

Within Section 3.1, we described the prevalence of specific mother-related concerns at index and first
repeat proceedings. This section identifies a clear set of concerns shared across the group, and,
unsurprisingly, the “toxic trio” of domestic violence, mental health issues and substance misuse were
dominant features (Brandon, 2009). However, our detailed understanding built through analysis of the
files and the qualitative interviews also indicated that in reality, the women did not all experience the
same issues in the same combinations and that a more nuanced understanding was required. In order
to better differentiate the recurrent women captured in Element C, a statistical analysis was performed
to determine what ‘subgroups’, if any, would emerge, based on presenting issues at application.
The analysis did indeed identify a number of subgroups characterized by differing combinations of
presenting issues, indicating some heterogeneity in the sample.

More specifically, to identify the subgroups a Latent Class Analysis (LCA) model was fitted (Collins
and Lanza, 2013) to concerns that had a prevalence of at least 10% (see Table 3.4) at both the index and
the first repeat proceedings. This resulted in nine concerns being included in the model which were;
service non-engagement, victim of domestic abuse, substancemisuse, mental health, housing instability,
pregnancy, no support network, criminal record, cognitive functioning. As part of the structure of the
model, all concerns were treated as statistically independent.

In order to identify the best fitting LCA model, a series of models were fitted with an increasing
number of subgroups; one through ten, with the fit of each model being summarised by the BIC value.
From this process, a five-group LCA model was identified as having the lowest BIC, 7566.1 (Nylund
et al., 2007).

The profiles of the subgroups are shown in Figure 5.6 which is made up of a series of plots:

• Each subgroup has a row of two plots: the first shows the profile for index proceedings, whilst
the second refers to the profile at first repeat proceedings.

• Within each plot is a list of issues (on the y-axis), with a bar representing the probability of a given
issue being present for a woman in that particular subgroup. Thus the longer the bar the more
likely the issue is present.

• The percentage, seen next to the subgroup id, refers to the size of the subgroup expressed as a
percentage of the whole sample. The higher this percentage the greater the number of women in
that subgroup.

• We considered that an issue can be regarded as a ‘common’ feature when the probability is over
0.50, and we claim it is a ‘core’ characteristic when the probability is 0.75 or more. Additionally,
we consider any feature below 0.10 as being effectively absent for the subgroup.
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Figure 5.6: Subgroup profiles of mother-related issues raised by the local authority at index
and first repeat proceedings (Element C, n � 354). The subgroups are from a five-class LCA
model. The profiles show the probability of each concern being a feature of each subgroup.
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By comparing the profile at index proceedings to that at first repeat, we are able to see how the
issues in a subgroup changed over time thus offering an important dynamic perspective.

Subgroup 1: 28.7% of mothers

This is the largest subgroup and presents the greatest number of co-occurring issues. The two key
characteristic of this group; firstly, is that concerns regarding the mental health of the mother is a core
feature (100% at index proceedings), and secondly, this co-occurs with both substance misuse, and
domestic abuse (88.6% and 81.5% at index, respectively).

As has been broadly discussed within the literature the co-existence of these three problems,
commonly referred to as the “toxic trio”, raises particular concerns amongst agencies and presents
specific challenges in terms of appropriate and effective intervention, this is reflected in the high
probability of service non-engagement within this group. It is perhaps unsurprising therefore we
see little change in the prevalence of these issues in the subsequent set of proceedings.

Given that this group presents the greatest number of risks, it is perhaps unsurprising that we
see little change in the prevalence of these issues in the subsequent set of proceedings. An important
question for further research is to disentangle the onset of this combination of problems, in particular
the timing of mental health issues and substance.

Subgroup 2: 26.9% of mothers

This subgroup is distinct. In contrast to the other subgroups, the only commonly occurring issue is
service non-engagement (59.8% at index proceedings). There is a relatively low probability of any of the
other key issues being a feature, with a similar pattern also being evident at subsequent proceedings.
This raises questions about what has led this group of women to be repeat clients of the family court.
While further work is needed, if the presented issues and concerns are not centred around maternal
actions and behaviours, then concerns must relate to either other adults who have contact with the
child, or with the child’s own behaviour. Importantly this group accounts for approximately a quarter
of recurrent mothers in the sample.

Subgroup 3: 17.0% of mothers

This subgroup of mothers is distinctly different from the other subgroups. The key concern relates to
maternal cognitive functioning (94.4% at index), with service non-engagement and domestic abuse also
being features. The absence of substancemisusewhen compared to the other groups is striking (15.0% at
index). Given that cognitive functioning appears over-riding for this subgroup compared to the others,
this certainly suggests a different service response is required. The co-occurrence of domestic violence
in this group is also noteworthy, and cognitive impairment may render women vulnerable to coercive
and controlling relationships.

Subgroup 4: 14.1% of mothers

The key feature of this group is the co-occurrence of substance misuse, service non-engagement, and
domestic abuse (100.0%, 95.1%, and 83.7% at index, respectively). In addition, issues relating to insecure
housing are also more common (60.3% at index). We also see very little change at the subsequent set
of proceedings, given the very high probability of service-non engagement in this group this perhaps
unsurprising (95.1% and % at index and first repeat, respectively).
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Subgroup 5: 13.3% of mothers

This is the smallest subgroup, representing 13.3% of the recurrent mothers. There are typically only 2 or
3 concerns for a mother from this subgroup, with the dominant characteristic being maternal substance
misuse (100.0% at index proceedings). Concerns relating to service non-engagement anddomestic abuse
are features, but much less common (59.4% and 54.4% at index proceedings, respectively). Importantly,
this group shows the greatest change between proceedings, with a substantial reduction in substance
misuse (from 100.0% to 62.3%), as well as reductions regarding the other concerns. This is the only
groupwhere we also see a notable change in service non- engagement in repeat proceedings, suggesting
that services are more effectively reaching this group. Substance misuse is a preventable problem, with
the right help, as the Family Drug and Alcohol Court has demonstrated, women can cease misusing
substances (Harwin et al., 2011).

Summary

The results from the Latent Class Analysis have shown some heterogeneity in the presenting issues of
recurrent mothers, in terms of both number and combinations. Although the presenting problems are
familiar, the way in which they combine in each subgroup does provide new insights and suggests that
practice needs to be tailored according to the particular intersectional challenges that each subgroup
provides. With the exception of subgroup 5, presenting issues appear to persist for all groups across sets
of proceedings. This is perhaps unsurprising given (again with the exception of group 5) that service
non-engagement is a persistent concern across the groups and we might expect positive change to, at
least, in part depend on services succeeding in engaging women. Given women’s experience of harm
and maltreatment in childhood, a reluctance to engage with services is perhaps unsurprising. We urge
that this challenge of service engagement must be addressed, if a cycle of repeat proceedings is to be
broken. In addition, services need to be attuned to the varied combination of presenting issues presented
by women, which are rather glossed over by the concept of the “toxic trio”. Further longitudinal work
is required in order to better understand the longer term outcomes of women within these various
profiles.
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5.4 Duration of mothers’ index and first repeat proceedings

In section 3.1 we presented summary statistics regarding the duration of proceedings at mother’s index,
first repeat and second repeat proceedings. Whilst, on first impression, these statistics show that the
duration of proceedings substantially shortens once the mother is known to the family court and local
authority, we must be cautious because of the reforms of the family justice system that took place within
the same time-period. In particular, there was a shift in practice for shorter proceedings, which was
provided with a legal underpinning from the introduction of the 26-week ruling within the Children
and Families Act 2014.

Thus, in order to accurately understand the contributing effect on the duration of proceedings
of a mother being known to the family justice system, we needed to control for the year in which the
proceedingswere issued. Alongwith year, Table 5.5 lists all explanatory variables included inmodelling
the duration of proceedings.

The selected sample for analysis were the index and first repeat proceedings of all recurrent
proceedings in Element A. The variables considered are listed in Table 5.5. This resulted in a sample
of 71,263 proceedings, involving 60,373 mothers, for which all variables were complete. ‘Duration’ was
defined as the number of weeks from when the first application for the set of proceedings was issued to
thedate of thefinal hearing. This durationwasmodelledusing a 10-fold cross-validated, lasso-penalised,
Gaussian GLM (Hastie et al., 2011). All the features listed above were fitted as main effects, along with
interactions as to whether this was the mother’s index or first repeat set of proceedings.

Table 5.6 contains the parameter estimates. There are three columns of estimates, the first shows the
estimates for the duration of index proceedings, while the second column shows the estimates for the
first repeat proceedings, and the third column is the difference between the two.

Table 5.5: Explanatory variables included in modelling the duration of proceedings.

• Year ending March 31st when the proceedings started.
• Any child aged; under 1, 1 to 4, 5 plus.
• Number of children subject to the proceedings.
• Whether or not a Supervision Order or a Care Order is being applied for.
• Whether or not the birth father is also party to proceedings.
• Age of mother at start of proceedings.
• For repeat proceedings: time since previous proceedings closed.
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Table 5.6: Parameter estimates for modelling the duration of recurrent mother’s index and
first repeat proceedings (weeks). Separate effects are presented for recurrent mother’s index
proceedings, and first repeat proceedings, along with the difference between the two (Element
A, n � 71, 263).

Variable Index First repeat Difference

Intercept 27.28 24.30 -2.98

Fiscal year of proceedings
2016 (ref) 0.00 0.00 0.00
2015 0.00 0.00 0.00
2014 0.00 0.00 0.00
2013 5.10 5.10 0.00
2012 16.02 15.34 -0.68
2011 24.43 22.52 -1.91
2010 28.05 22.21 -5.84
2009 25.48 23.29 -2.19
2008 23.04 23.04 0.00

At least one child aged
Under 1 1.40 1.40 0.00
1 to 4 3.97 3.97 0.00
5 or older (ref) 0.00 0.00 0.00

Number of child subject
1 (ref) 0.00 0.00 0.00
2 3.40 3.40 0.00
3 5.45 5.45 0.00
4+ 8.40 8.40 0.00

Application for Supervision Order
No (ref) 0.00 0.00 0.00
Yes -0.97 -4.00 -3.03

Birth father is party to proceedings
No (ref) 0.00 0.00 0.00
Yes 0.00 -0.12 -0.12

Age of mother at start of proceedings
Under 20 (ref) 0.00 0.00 0.00
20 to 24 0.00 0.00 0.00
25 to 30 0.00 0.00 0.00
30 plus -0.92 -0.92 0.00

Time since previous proceedings
Overlapping – -5.19 –
Under 1 – -0.58 –
1 – 0.00 –
2 – 0.00 –
3 – 0.00 –
4 – 0.00 –
5+ – 0.00 –
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Baseline intercept

The intercept shows that the average length of proceedings in 2016, involving a single child, in which
a Care Order is being applied for, where the birth mother is the only party and she is aged under 20.
For mothers who fit this profile and it’s their index proceedings, the average duration is 27.3 weeks. We
would expect the duration of first repeat proceedings to be 24.3 weeks, a difference of −3.0 weeks.

Fiscal year of proceedings

If proceedings had been issued in fiscal years 2015 or 2014, compared to 2016, then we make no
adjustment to the expected length of proceedings, as the estimated effects for these years are 0.00.
However looking back further in time, we see the length of proceedings increases, with the longest
duration being in 2010, where the average was 55.33 weeks for the baseline (28.05 + 27.28). This is
approximately double what we would currently expect. Regarding first repeat proceedings, whilst
historically the duration of repeat cases were considerably shorter, this difference is at an all-time post
2013. This change can be accounted for the change in practice for shorter proceedings, followed by the
implementation of the 26-week ruling, and the wholesale reduction in duration of proceedings that then
followed. Whilst recurrent cases may be able to dealt with more expediently by the courts, due process
must still be followed which necessitates a minimum duration.

Age of child

Proceedings that contain at least one child under the age of one year, on average, take 1.4 weeks longer.
The association with at least one child aged between 1 and 4 is that proceedings take an additionally 4.0
weeks. There was no association between length of proceedings and at least one child being aged 5 or
older.

Number of children

There is a positive association between duration and the number of children subject to proceedings.
Proceedings involving two child subjects took, on average, an additional 3.40 weeks when compared
to those involving just 1 child. Proceedings involving 3, or 4+ children, the duration increased by 5.5,
and 8.4 weeks respectively. Where the number of children subject to the application remains the same,
the duration of proceedings remain static regardless of whether it is the mother’s index or first repeat
proceedings.

Type of application

The application type appears to have a small effect on the duration of proceedings. If the local authority
is applying for a Supervision Order, compared to a Care Order, we see a small shortening of proceedings
of 1 week at index proceedings. This increases to a shortening of 4 weeks in first repeat proceedings
(−0.97 + −3.03).

Father as party to proceedings

There is no effect where fathers are parties to cases at index proceedings but there is a small negative
effect seen at first repeat proceedings which on average shorten by 0.1 week.
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Mother’s age at start of proceedings

There is only a small association with the duration of proceedings and mothers age and only at index
proceedings. In cases where the mother was aged 30 or older at index proceedings the duration reduces
by 0.9 weeks (6 days). There are no statistical differences found between index and first repeat.

Time between proceedings

The time between the end of one set of proceedings and the start of a second set does have an effect on
the duration. Consolidation and overlapping proceedings, aswould be expected, decreases the duration
of first repeat proceedings by an average of 5.2 weeks. Where there is less than one year between sets
of proceedings, the duration of first repeat is shorter by −0.6 weeks. There is no effect once the gap in
proceedings extends beyond one year.

Summary

In summary, there are a number of factors that influence the duration of a mother’s index proceedings
and her first repeat: the number of children, age of the children, who is party, and the age of the mother.
We have been able to quantify the general shortening of proceedings that had been occurring, whichwas
underpinned by the Children and Families Act 2014. Over the years, proceedings have approximately
halved in length, and the difference between a mothers index and her first repeat is the smallest it has
ever been. With everything else being held constant, the duration of a mother’s first repeat proceedings
is currently expected to be 3 weeks shorter than her index.

With the exception of the year in which proceedings were issued, these factors appear to modify
both a mother’s index and first repeat in the same way, this shows that the system does not seem to be
making decisions more swiftly given these factors beyond the general three week difference.
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6 Birth mothers’ perspectives

Capturing the experiences of birthmotherswhohave experienced recurrent careproceedings formed
an important part of this study. In this section we report on what is the largest qualitative studies of
birth mothers in public law proceedings in England. In-depth interviews were undertaken with 72
women across seven local authority areas. Women’s first person accounts have proven invaluable in
understanding the factors and processes associated with their repeat appearances in the family court.
Common themes across women’s accounts reveal completely new insights about the aftermath of child
removal, subsequent pregnancies as well as positive turning points. Whilst a full descriptive profile of
the sample is provided below in Table 6.1, statistical testing (see Appendix A.7) showed that across most
variables differences were not significant, at the 1% level, between this sample and the sample from
Element C. However, the high number of women in our sample who had a child in their care at the time
of the interview, suggests that this self-selecting group of women were more engaged with services,
than women in the broader population of recurrent mothers.

6.1 Profile of birth mothers participating in interview

Table 6.1 provides a descriptive profile of thewomen participating in the study, based on the information
gathered fromaquestionnaire following interview. Wecan see thatwomenparticipating inour interview
samplewere very young at the birth of their first child, with almost 80%aged 19 years or younger. Almost
all women (94.4%) reported at least one unplanned pregnancy. Just over half of this sample of women
had experienced the removal of at least one child at birth (51.4 %).

Also in Table 6.1, we can see women’s exposure to multiple forms of harm and maltreatment in
childhood. We discussed this in detail in Section 3.3 of this report, but interview data confirms the
picture we gained from court files. With 47.2% women reported sexual abuse in childhood and 45.8%
were formally looked after children, confirming very difficult childhoods and further harm in adult
relationships. The women’s accounts of domestic violence are indeed troubling, with 87.5% of this
group of women having experienced domestic abuse in adult relationships and often across multiple
intimate relationships. We now turn to explore many of these factors in detail from women’s subjective
accounts of their lives.
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Table 6.1: Descriptive statistics of interviewed recurrentmothers regarding their demographics,
experiences and motherhood (Element B, n � 72).

(a) Demographics and experiences.

Count Percent

Total 72 100.0

Ethnicity
White 62 86.1
Black 5 6.9
Other 5 6.9

Adulthood experiences
Domestic abuse 63 87.5
Mental health 60 83.3
Substance misuse 43 59.7
Lack of support network 35 48.6
Housing instability 25 34.7

Childhood experiences
Looked after 33 45.8
Domestic abuse 32 44.4
Significant loss 40 55.6
Physical abuse 43 59.7
Sexual abuse 34 47.2

Mother’s parents
Cognitive functioning 12 16.7
Mental health 25 34.7
Substance misuse 24 33.3

(b) Motherhood.

Count Percent

Total 72 100.0

Pregnancy planning
Any planned 35 48.6
Any unplanned 68 94.4

Age at first birth
Under 16 9 12.5
16-19 48 66.7
20-25 13 18.1
Over 25 2 2.8

Number of live births
One 1 1.4
Two 17 23.6
Three 22 30.6
Four 16 22.2
Five or more 16 22.2

Number of fathers
One 11 15.3
Two 33 45.8
Three or more 28 38.9

Children removed at birth
None 35 48.6
One 24 33.3
Two or more 13 18.1

Has child in FT care
No 31 43.1
Yes 35 48.6
Missing 6 8.3
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6.2 Maternal childhood

Key findings

• Women described histories of maltreatment and neglect, primarily as a consequence of
difficulties their own parents had in providing adequate or safe care (parents and parents’
partners). However, women also described experiences of abuse and further adversity
resulting from their broader familial and community networks.

• Women’s childhoods were marked by instability in relationships; they typically did not feel
sufficiently cared for by either family or professionals.

• Nearly half of the sample of women had spent time in local authority care during their
childhoods, and frequent moves between placements were common.

• The concept of developmental trauma provides a useful framework for helping us to
understand the impact of childhood experiences andwhywomenmay find it hard to engage
with services.

The women participating in our interviews had experienced high levels of maltreatment and abuse
in their own childhoods. The interviews provided women with an opportunity to reflect on their own
childhoods, and in most cases they provided vivid recollections of harmful early experience. A lack of
felt emotional securitywas evident and inmany cases, the level ofmaltreatment and neglect experienced
whilst in their parent(s) care was very apparent. Below, Lisa describes her early experiences:

Lisa: I had mymum and dad. . . he was a lot older than mymum, I think there was about
20 years difference. Andmymumgot pregnantwithme and itwas been there, done
that, it’s another kid, kind of thing, I want to go out with my mates. . . My mum
rebelled against my dad going out all the time, so it was a case of leave me with
whoever will have me, I’m going out to do my thing and I’ll stay over wherever,
and my dad will do the same thing. So there were a lot of different things going
on in the household, a lot of people in, a lot of people out. And a lot of confusion,
and I grew up not feeling very loved at all. My dad died when I was 12. . . she (my
mother) went off the rails; it was like we can’t stay in one place and be happy, we
have to keep moving all the time. And although she made beautiful homes, don’t
get me wrong - we’d only be in it for a month and she’d get itchy feet and we’d
be moving again. . . And we’d have to live in a refuge because there’d be nowhere
else for us to go because we didn’t have a house because she’d give it back. And
we didn’t have no stuff because she’d sold it all. One day I came home she was
trying to hang herself from a light fitting up on the hall way. She took loads of
tablets; she nearly died like I say, because she was on dialysis. What happened
was when I was 14 or 15 I got into a relationship with a man really older than me,
he was 42. . . because I was so vulnerable and I was so like I don’t want to fall into
something like this, but I want someone to notice me and I want someone to love
me. And that’s why I gelled with him so quick I think.



58 BIRTH MOTHERS’ PERSPECTIVES

As we can see from this extract, the lack of care and protection from her parents, predisposes her to
a relationship with a much older man, when she is a teenager. Later in her interview, she describes how
this relationship quickly became very violent and emotionally abusive.

Gemma’s difficulties (below) also began early in childhood and appeared to pre-dispose her to
further difficulties; her mother and step-father are both implicated in her abuse. It is noteworthy that
Gemma describes her childhood as “horrible”. Gemma was sexually abused by her step-father from
age of seven.

Gemma: I was seven. And it stopped when I was 13, and that was the one that my mum
witnessed. But that was the full force. It was only. . . I say only. It wasn’t full
intercourse from seven, but when I hit 13 it was the first time that he’d done it.
Me andmum’s never had a proper mother/daughter relationship. It’s always been
fisticuffs and knocking each other out and throwing plates at each other. She’s
whacked a frying pan round my head after she’s just used it, and I’ve got a big scar
down my head where she’s smashed my head off a wall. . . My childhood was just
horrible.

In common with the sample as a whole, these young women’s detailed accounts demonstrate
the multiple adversities they faced and the consequences. Gemma also describes how she became
vulnerable to further harms as she attempted to block out her memories of being sexually abused. She
began using heroin aged 14 and a series of unstable intimate partner relationships followed. The high
level of reported sexual abuse was particularly concerning given that sexual abuse has been described as
a unique victimisation experience, with particular developmental consequences (T. Lewis et al., 2016).
Both Lisa and Gemma’s interviews demonstrate their vulnerability as they entered adolescence and
made the transition to independence.

When asked, a minority of women initially described their childhoods as “normal”, however from
the perspective of an interviewer looking in on their stories, they too appeared very vulnerable. As their
stories unfolded it was clear that they had experienced high levels of adversity. Women’s references to a
normal or happy childhood frequently referred to particular memories of one parent or caregiver who
had shown them love and support and who appeared to reduce the sense of neglect that they associated
with their childhoods. The extract below provides an illustrative example of this point. Amber initially
describes her childhood as ‘perfect’ but then quickly proceeds to describe a number of very difficult
events:

Interviewer: Would youmind just telling me a little bit more about your childhood? You’ve said
you were quite a troubled teenager. What was life like for you growing up?
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Amber: Fine, it was perfect, but my mum had MS [multiple sclerosis] for 12 years so she
couldn’t speak, she couldn’t walk, she was bedridden. I was about five or six when
she got ill and she’s been in a nursing home ever since then. So, I had to put up
with, like that, but it was like round the age of 14, I think it was about Year 9. . . yeah,
third year in school that I started. Cause I can’t really say I got in with the wrong
crowd because I didn’t. I hadmy own like little group of friends. It might have been
through growing up with my mum, me dad getting with someone else. . . Which
was fine at first, but as I was growing up, I hated her [my step-mother]. We’ve
never seen eye to eye until this day but I suppose its step-parents with step-kids.
Yeah, I think, cause I got into my teenage years so. . . I’m well known for bottling
things up, I don’t really let things out so must have just built up over seven years
and just got to me and then I just started going off the rails running away. They’d
find me in [city] with me mate. Me and me mate, it was me and her we just used
run away together all the time. End up in [cities] everywhere.

Women’s accounts often referred to a history of Children’s Services involvement, but perhaps
unsurprisingly rarely did they appear to understand the detail of this involvement. Most commonly
their perspective was simply that the involvement had not protected them from harm at home.

elow, Carla describes “a lot of abuse at home, physical abuse” and that her stepdad “controlled
the whole house”. Hers is a history of repeated episodes of running away from home, which research
evidence indicates is linked to further secondary vulnerabilities or abuse, such as substance misuse and
sexual exploitation (Tucker et al., 2011; Meltzer et al., 2012).

Carla: I never got on with my stepdad, and there was a lot of abuse at home, physical
abuse withmymum. My stepdad, kind of, controlled the whole household. So I’ve
never got on with him at all, and I used to run away from home all the time. I think
I must have run away about 30 or 40 times from home. Social care were involved,
but they never did anything about it. He wouldn’t feed us for days, he would keep
us locked up in our bedrooms, and I never had any support or anything from social
care at the time. They just, kind of, left me to it.

We can conclude fromwomen’s first-person accounts that childhood neglect andmaltreatment were
clear features ofwomen’s childhoods. The broader context ofwomen’s liveswas also of unstable housing
and exposure to poor parentalmental health, substancemisuse and violence. As shown in Table 6.1, over
a third of the women when asked said that frequent house moves were a feature of their childhoods. In
addition, women made reference to poor home and housing conditions. Women’s accounts confirm the
findings we have drawn from court files (Element C), that childhoods were characterised by instability
and multiple adversities, which were enduring.

Experience of Care (foster care, kinship care and residential care)

Within the interview sample nearly half the women had been in the care system for part of their
childhoods. Again, in keeping with the observations we have drawn from case file data, women
reported unstable care histories. Women’s first person accounts offered a picture of multiple moves both
within the care system, but also between home, kin and care. Cassie provides an illustrative example:
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Cassie: I’ve had them [social workers] involved since I was one. My mum weren’t caring
for us right, and then there were opportunities when my mum had us back. My
nan lived direct over the road from us, so my nan got a Residence Order for me,
for a year. And then obviously after that my mum got allowed to have us back
and then my sister sustained an injury in my mum’s care, which meant her being
hospitalised, which got us took again. . . So, the order came that it was either we go
to family or we go to strangers. So my [great] nanna ended up lying about her age,
saying she was 68, when clearly she was 74, just to get us obviously. I left when
I was 13 because things were getting rough at home, there were issues with my
mum. . . I’d started talking to my mum again, and I was sexually assaulted in my
mum’s care, with my mum watching it - by my mum’s partner. Then obviously I
left, went into different kid’s homes, and then after that I went and got my own flat
at 16.

Neglect and maltreatment were features of Cassie’s life from a young age. It is evident from her
own account that she had little stability of care at any point in her childhood. She experienced frequent
moves in and out of care in her early years before moving to her maternal great-grandmother. However,
her exposure to maltreatment continued and she eventually entered local authority care permanently
at 13. In care she was moved to several different residential settings in a 3 year period. Age 16 Cassie is
living independently.

For this group of women, being received into care did not appear to avert further harm. In the
example below, we see a young girl very much out of control and an escalating picture of risk during
adolescence:

Ingrid: I was in care at this time, I was in a care home because my mum had. . . at the time
I’d been raped, my mum had just met a new man and I clashed with him. Because,
obviously I realised after that shouldn’t have happened, and with everything else
that had happened to me when I was little I didn’t get on with my stepdad. So, I
had run away from home, I’d hit my mum, I’d done all sorts, so in the end I asked
to be put into care [aged] twelve. I had been in foster homes as well and after the
care home, but I’d run away that same night, or the day after. The care home was
the only place that I stayed, I stayed there for nearly a year. . . From there I came
back out of care in the care home, I stayed with my mum again and then I met a
boy and moved in with him. I was out of control, my mum couldn’t control me, I
started drinking, started taking base, speed, I’d be walking up and down this road
hallucinating when I was 13, and drunk at 6 o’clock in the morning. I’d go round
in cars with people, I was really out of control.

Whilst, women were also able to recount some positive care experiences, they tended to be spoken
about as glimpses of happier times, set within a broader context of marked instability and unhappy
memories. However, as we can see in the extract below, for some young women relationships with their
foster carers were reflected upon positively. In the extract belowCandice describes her foster placement:

Chloe: I loved it. The best bit of my life. I wish I could just go back now.
Interviewer: What did you love about it?

Chloe: That I had a mum and a dad but they weren’t my real parents, it was someone who
actually cared and loved me and brought me up as the same as their own children.

Although in the placement for less than a year, she clearly holds on to it as an important time in her
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life. Her words convey this foster placement as her place of safety “someone who actually cared and
loved me” and still holds it in mind in her adult life “I wish I could go back now”.

Summary

Based on women’s accounts of their childhoods, it is perhaps unsurprising that they went on to
experience poor adult outcomes. Aswe describe in Section 6.2, studies of adverse childhood experiences
emphasise continuities rather than discontinuities between childhood and adult experience (Taussig,
2002; Felitti et al., 1998). Furthermore, the international literature confirms that developmental harm in
the context of the primary parental or caregiver relationship predisposes individuals to further harms
from those outside the family. Qualitative interviews provide invaluable insights into the roots of
the complex difficulties women presented in their adult lives and confirm observations from case file
data. Women’s self-reports of childhood adversity are highly consistent with what we have been able
to learn from our review of case files (Element C). However, from these first person accounts we are
able to capture howwomen adapt to very difficult childhood experiences. Adolescent substance misuse
presents as a strategy of blocking the emotional pain of being harmed and maltreated in childhood.
Equally running away, or leaving home at a young age and quickly setting up home with a partner early
into a new relationship, were further strategies of escape in the face of unstable home environments.
Women were able to reflect on and link their own childhood experiences to difficulties they experienced
in their own parenting. For women across our interviews, there is a lack of a secure base and adult
protection (Schofield, 2002; Schofield and Beek, 2009). Unfortunately, their accounts also suggest that
from their perspectives professional services either through non-intervention or ineffective intervention
failed to assuage this harm. This compounded feelings of abandonment and fear and impacted on their
willingness to engage with services when they became parents.

The concept of developmental trauma disorder, variously referred to as complex trauma or complex
trauma disorder, provides an explanatory framework for understanding the roots of the complex
difficulties that beset the lives of this population of women (Broadhurst et al., 2018). Developmental
trauma disorder (DTD) has become the preferred description for capturing enduring harms in the
context of interpersonal dependence. Harms can be emotional, sexual and physical. Informed by DTD,
the difficulties that we see emerging as externalising behaviours in adolescence are best understood as
complex adaptations to trauma, developed in childhood and which pose a significant challenge to the
helping professional. As these children grow up, they become harder to engage; their expectations, as
we see, and experience of professional services, are very poor.

Professional help needs to be longer-term and attuned to helping women find alternative ways
of managing difficult emotions and resolving past trauma. Dealing with entrenched and complex
difficulties takes time. Professional relationships that offer continuity and consistency will have a
greater chance of success. In this context, there is a fundamental mismatch between standard case-work
social work services and the needs of this population of children and adolescents. In addition, this
population of children requires highly skilled substitute carers who can help children find a sense of
safety, given these difficult histories (Schofield, 2002). In the final discussion to this report we pick up
these observations in more detail and consider implications for service change and prevention.
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6.3 Contraception, pregnancy and first-time motherhood

Key findings

• Women typically became mothers during their teenage years.

• Women largely described their pregnancies as unplanned.

• There are varied reasons for unplanned pregnancy resulting from women’s personal
biographies and decision-making capacities.

• There is clearly a role for targeted advice or advocacy to better support informed choice
about contraception and pregnancy.

• First-time pregnancy was experienced as difficult given women’s very challenging personal
circumstances and a lack of practical and emotional support.

Understanding unplanned pregnancy

Analysis of all three datasets provides clear evidence that the population of women who experience
repeat care proceedings enter motherhood at a markedly younger age when compared to the general
population. In the context of theprevious chapter, this is not surprisinggivenyoungwomen’s dislocation
from protective adults in adolescence, coupledwith childhood experiences of neglect andmaltreatment.
In-depth interviews with birth mothers provided an opportunity to talk to women about contraception
and pregnancy planning.

In keeping with the international literature on unplanned pregnancy and socially disadvantaged
women (Finer and Henshaw, 2006; Ryan et al., 2008; Lucke and W. D. Hall, 2012), the women who
participated in interview, consistently described their pregnancies as not being actively planned.
Responses indicated a lack of personal agency in terms of reproductive decision-making: “I fell
pregnant”, “I found myself pregnant” or “I ended up pregnant”. Recent population surveys in the
UK suggest that only 54.8% of pregnancies are consciously planned (Wellings et al., 2013), but the figure
from our self-report data suggests the far fewer pregnancies are planned for this population. Almost
all the women reported at least one unplanned pregnancy (94.6%). Given that 78% of women were
teenagers at first pregnancy, high rates of unplanned first pregnancy are not surprising.

In over a quarter of cases (28%), mothers reported that their pregnancy was as a result of failed
contraception. However, more frequently the women spoke of not using contraception at all (46%). In
the case of failed contraception the mothers most often referred to use of the oral contraceptive pill and
stated that this method of contraception had not prevented a pregnancy for a variety of reasons. Rachel,
for example, discussed that being on antibiotics interfered with the effectiveness of the oral pill in one
of her pregnancies. However, she also indicated that none of her pregnancies were planned.

Rachel: I just fell pregnant. I weren’t out to get caught pregnant, or on any of them. It’s like
with B now, I slept with somebody, got caught pregnant, told him, he told me to go
and get rid, but I couldn’t do that.

Interviewer: And at any point, did you think about using contraception or long-term
contraception, or?
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Rachel: Well, I was on the pill at that time, but because with everything, with antibiotics
and things like that, it wasn’t working.

User failure in oral contraception been much documented in the literature, particularly among very
youngmothers ormotherswithproblemsof substancemisuse. User failure alsovaries by socio-economic
status (Arai, 2003; Harden et al., 2009; Ryan et al., 2008). However, despite the failure in effectiveness
many women in this study described their continued use of this method.

Similarly, whilst unplanned pregnancy was most commonly associated with first pregnancies, for
over half of the women (52%) all their pregnancies were described as unplanned. It is important to
note, that although unplanned pregnancy was a consistent theme across women’s accounts, the reasons
behind lack of planning or effective use of contraception were complicated.

Unplanned pregnancy: substance misuse and mental health

Within the interviews, women frequently stated that in the face of their difficulties they were simply
“not thinking about contraception”. In keeping with the broader literature (K. S. Hall et al., 2014).
significant problems of mental health are associated with difficulties in self-care and decision-making,
including accessing contraception and making informed reproductive decisions. In the extract below,
Ruth recalls undiagnosed depression, which left her feeling unable to muster the energy or motivation
to take control of many aspects of her life, including contraception:

Interviewer: So were you using contraception?
Ruth: Not really. I mean, I was on the pill for a while and then I was having the injections

but I wasn’t sticking to the dates and times and stuff and kept getting them wrong.
Interviewer: And do you think that was because you sort of wanted to get pregnant or because

you just couldn’t get your head around it, or what do you think?
Ruth: It was a. . . just couldn’t be bothered attitude that came with the depression at the

time, but as I say, I didn’t know it was depression then. It was just I can’t be
bothered, I don’t want to. . . sort of thing.

Asdescribed in thepublished literature (Connery et al., 2014; S. E. Black et al., 2016), substancemisuse
was similarly described as a major factor in unplanned pregnancy. Where drugs and alcohol dominated
women’s lives, their capacity to consider contraception appeared to be very much compromised:

Jodie: I certainly weren’t looking to have another child. I hadn’t set out to get pregnant
whatsoever. . . And I know, I’m not naive obviously, but I just hadn’t. We were
drinking a lot at the time you see.

Similarly, in the extract below Sonya, a long-term heroin user, describes how thinking about
contraception was just not her priority:

Sonya: It just happened. The first three pregnancies just happened.
Interviewer: So you weren’t using contraception?

Sonya: No. . . I will be honest; it wasn’t on the top of my list

As Sonya succinctly expresses, and in keeping with an international literature, for women where
substance misuse was a serious issue, decisions regarding contraception became much less of a priority
and there is a higher risk of unplanned pregnancies and poorer pregnancy outcomes (K. I. Black et al.,
2012; Mundt-Leach, 2014).
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Unplanned pregnancy: personal agency and choice

Problems of mental health and drug misuse erode personal agency. However, many women described
feelings of limited control and difficulty inmaking decisions acrossmany domains of their lives. Women
described feeling unable to steer their lives; rather life events happened to them. The published
evidence indicates that neglect and childmaltreatment can erode personal agency and confidence, which
undermines the capacity to exercise autonomous choice (Jackson and Day-Sclater, 2009). Furthermore,
for this group of women, intimate partner relationships typically continued a pattern of instability and
abuse experienced in childhood, further eroding self-esteem. Again, studies have highlighted a clear
association between intimate partner abuse and unintended pregnancy (Miller et al., 2010).

Wendy: It was good in the beginning. He was giving me all the attention that I wanted. He
was making me feel special and then I fell pregnant. About six months, I was in
the relationship. And then when I fell pregnant he wouldn’t let me leave. He kept
hitting me, telling me I was ugly, ”no wonder your mum and dad didn’t like you”.
And because he was the only one I had, I tried to hold on to him for a long, long
time. Because I never had any family to go and talk to. And then the violence got
so much, obviously I had a second baby as well, and my baby passed away because
the oxygen to the baby stopped, from him punching me in the stomach.

Unplanned pregnancy: the search for love and belonging

Whilst some women described simply “not thinking” about contraception, other women appeared far
more aware of the risks they were taking through unprotected sex. Given histories of a lack of security
and care in their own childhoods, including periods in state care, somewomen described a strong desire
to create a family of their own. This led to a more ambivalent attitude towards contraception.

Kelly: When I was with [Child 1]’s dad. . . it was like. . . because we were together, you
know, it was my first proper relationship with aman, because I was a lesbian before
that. And it was, like, so I started thinking that’s what you do. I don’t know why. I
was young as well and I thought, you know, that’s what you do after a while, you
trust them now, so you can use no protection. Yeah, I’m not going to lie, it was
stupid. . . I wasn’t thinking, like, I don’t get want to pregnant and I wasn’t thinking
that I want to get pregnant. It was like if it happened, it happened. Because I did
love him at the time, so it wasn’t that I was thinking I don’t want to be pregnant for
this guy. At that time, I was thinking, yeah, if I do get pregnant, you know, we’ll
have a nice little family, a nice life.

Kelly was brought up in care. She was physically and emotionally neglected by her ownmother and
later severely emotionally and physically maltreated by other relatives with whom she was placed. She
frequently moved care placements until she finally ended up in a youth offending institution. Although
she described herself as not consciously planning a pregnancy reflecting “I wasn’t thinking, like, I don’t
get want to pregnant and I wasn’t thinking that I want to get pregnant”, she also saw the potential of
creating “a nice little family, a nice life”.

Diana, another care leaver, gave a similarly moving account of her desire to be a mother, following
discovery of an unplanned pregnancy:

Diana: Children are innocent in the whole equation. They don’t have to be born into the
world. We bring them into the world out of our own selfishness and stupidity
because we want to know what it’s like to have unconditional love really.
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Interviewer: Is that how it felt for you?
Diana: Yes. . . Holding my kids was the first time I’d ever felt unconditional love.

It is noteworthy that many women did not choose to terminate an unplanned pregnancy and often
felt positive about the prospect of having a baby, particularly a first child, despite difficult personal
circumstances. Pregnancy can be seen as a positive life event, even when unplanned, for women who
have a sense of fewer alternative life chances (Arai, 2003; Tabberer et al., 2000). In the face of adversity, the
prospect of a first baby can signal hope and a new future and can also be viewed as way of accelerating
commitment in a newly formed intimate partner relationship. As Kelly attests, not using protection was
a way of showing trust in her relationship. However, a desire to create family appeared to predispose
women to forming hasty, intimate partnerships. Darcy provides a vivid illustration of these points. A
single mother, bringing up two sons alone, following a violent relationship and estranged from her own
family, she became pregnant within a fewmonths of meeting her new partner. Soon after her pregnancy
was confirmed, this relationship also became very violent.

Darcy: I brought [child 1] up on my own, so I kept [child 2] and I brought [child 1] and
[child 2] up, two children up on my own. My eldest son was 11 and my youngest
son was five when I met my ex-partner. Like I said, in the fewmonths after I’d been
with him, he turned violent and then I got pregnant.

Interviewer: And was that [pregnancy] planned?
Darcy: I wouldn’t say planned, I wouldn’t say not planned, it’s just. . . well

Interviewer: You weren’t using anything?
Darcy: I got caught pregnant with [child 3] on the pill so. . . But at the time it was like, he

looked after my sons, he looked after me, his mum and dadwelcomedme into their
house so I wasn’t bothered that I was pregnant

Within the extract above, Darcy suggests that although the relationship was still new she had hoped
that things would be better and so she did not consider the pregnancy to be a problem. Having a partner
and other adults to support her was in stark contrast tomanaging alonewith her sons as a single mother.

The challenge of parenting in face of multiple adversities

Despite the hope of a‘fairy tale ending’ associated with some pregnancies, women were also candid in
their descriptions of the difficulties of caring for a baby:

Kim: I didn’t even think I’d get pregnant. It was not even on my mind. But then I was, I
was happy. I didn’t want to have an abortion. I wanted to keep him. But I didn’t
realise how hard it actually would be. Being so young with the lifestyle that I had,
I didn’t realise how hard it would be to actually look after a baby.

Across many of the interviews, women described difficulties coping following the birth of their
children. Breakdown of couple relationships and domestic abuse were frequent and women were left
coping alone in very challenging circumstances, ill prepared for the demands of parenting and with
very few resources to help them cope. Becoming a parent often led to the surfacing of unresolved issues
from women’s childhoods. In the following extract, Angela’s anxiety is very apparent:
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Angela: It was quite traumatic. So obviously, then going on to havemy own child, you know,
I didn’t think I could do it. I kept saying I can’t do it and her dad was like, I’m here,
I’ll support you, you know, don’t get rid of her, you know, I’ve been brought up
Catholic, so you don’t do abortion, you knowwhat I mean, you don’t do things like
that. And I thought there’s no way out. I felt trapped, you know, because it’s not
her fault and I love her to pieces, but I felt trappedwithinmyself because. . . well. . . I
hadn’t dealt with my own issues. I needed my gran and granddad, you know, I
relied on my nan to take me to hospital. I couldn’t look after myself. . . even though
I had my own flat, my nan used to come up and do my washing. You know, I
couldn’t even keep up with my own washing and stuff, you know.

The internal battle faced by Angela is clear when she says “it’s not her fault and I love her to pieces,
but I felt trapped”. This youngwoman had faced serious physical and emotional abuse from her mother
and her partner. She was a young carer from age eight being left responsible for her younger siblings
care. Age 12 shewas taken into local authority care and subsequentlywent to livewith her grandparents.
By this time she had developed an eating disorder. She became pregnant soon into the relationship
with her partner, and whilst at times the relationship was positive, violence was a frequent feature and
it ended soon after the baby was born. Her insight into her own difficulties within this interview extract
is clear. Whilst the support offered by her grandparents was crucial, in the end it was not enough for
her to cope with the demands of parenting in very difficult circumstances at the age of 19 years.

Women relayed stories of early contact with Children’s Services but the legacy of their own pasts
togetherwith the constraints professionals face in over-stretched public services, often appeared to block
opportunities to build a co-operative working alliance with professionals. With few resources of their
own and limited informal or formal support, parenting frequently overwhelmed these predominantly
teenage first-time mothers, ultimately bringing them before the family courts.

Summary

It is clear that this population of women is not benefiting from the current approach to prevention of
teenage pregnancy, nor given the difficulties many face in their own personal circumstances, are they
prepared for the challenges of first-time parenthood. It is also clear, that women who did not readily
anticipate the harm that they experienced in their adult lives, from intimate partners. Findings raise
questions about what might be done through targeted support to help this population of women to be
better prepared for a first pregnancy. Any approach to pregnancy prevention needs to engage closely
withwomen’s subjective thinking about pregnancy, family and relationships, ifwomen are tomakemore
informeddecisions. In an earlier article on this subject, we considered in somedetail the ethics of targeted
reproductive health care and would continue to endorse a differentiated approach to contraception
and pregnancy counselling, highly attuned to women’s personal biographies and presenting needs
(Broadhurst et al., 2015b). There is clearly a role for skilled professional support, where women need a
higher level of assistance to make an informed choice about contraception and pregnancy. As Jackson
and Day-Sclater (2009) argue, equitable access to health care may require enhanced support for some
women. The protection of autonomy does not simply equate to‘an absence of state interference’, rather
it may require the‘positive provision’ of resources. That there is no mention of men’s responsibilities
towards contraception in the women’s accounts is also noteworthy.

Half of this sample of women had been in care, which raises questions about what is required with
regards to specialist advice and assistance within the care system to enable young women to be better
prepared for the implications of pregnancy (Fallon et al., 2015). In particular, there is a clear need
for more targeted support to help children in care to address unresolved childhood issues concerning



BIRTH MOTHERS’ PERSPECTIVES 67

relationships and attachment which are likely to surface in their own adulthood and thus help prevent
women from further harm in adult relationships.
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6.4 Child removal and experience of the family justice system

Key findings

• Women consistently reported a lack of understanding of legal terminology and the legal
process.

• Women did not feel they could meaningfully participate in court and a sense of isolation
reinforced mistrust.

• Women described being damaged not only by the loss of children, but also by the stress of
the family justice process.

• Where women did feel heard during the court process, they described feeling a greater sense
of justice.

• Women did not understand the content of psychological assessments or mental health
diagnoses.

Given that the women in our sample had experienced multiple sets of care proceedings, they were
very well placed to comment on experiences of the family justice system. Our findings from interviews
add to a rather limited literature on parental experiences within the system (Hunt, 2010). Findings
from interviews with women confirm observations made in earlier studies about the difficulties that
parents face inmaking sense of complicated legal processes and language. In addition, women reported
difficulties in accessing and benefiting from legal representation. Women consistently reported negative
experiences of the court environment. In addition, we have been able to gain women’s views on
post-proceedings and the extent to which women were able to continue to work with services beyond
child removal and access treatment recommendations made during the course of proceedings.

Understanding the legal process and language

Women described being very confused about the legal process and the language of the family justice
system. Confusion arose in pre-proceedings and extended through thewhole court process and beyond.

Dawn: I know that they’re trying to adopt one of my children out and I’m not going
through that at the moment and they’re coming to me with all this adoption stuff
and. . . she’s left me all this paperwork to read but she knows I can’t understand it
so I’ve not even read it. It’s just in the flat. So knowing that I’ve got problems and
she says like. . . I had to sign all this paperwork to say that she had given it to me,
and all this lot, which I did. But I don’t know what it says because there’s no point
because I ain’t going to understand it.

Dawn is clearly confused by the paperwork associated with adoption – she was presented with
paperwork and asked to sign it, but as she states very clearly she didn’t know what the paperwork
meant. Women rarely accurately used legal terminology or gave accurate descriptions of process; rather
they referred to “this form” or “paperwork”. Where they made reference to a particular order or section
of the law, this was often as an example of language that they did not understand. Dawn continues her
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interview by saying:

Dawn: There are all these different adoptions. I think they said open/closed and they told
me they’re going for closed adoption. I don’t know what that means anyway.

Women were confused by the complicated documentation associated with child removal and
sometimes this appeared compounded by professionals changing plans for children. Decisions taken
by busy social workers are made in far from ideal conditions, however, changes of plan that involve
compulsory intervention are hugely consequential for parents. Hannah provides an example of her
reaction to what appears to be an initial request to sign a s.20 agreement, which is then superseded by
a decision to take court action.

Hannah: Well, what’s it, the manager, or whatever she’s called, got me to sign this form.
And she said. . . right, she went “that stops you going to court”, “you don’t need to
go to court if you sign this form”. I went “alright then”. So I signed it because I
were. . . you know. And so two days later, she rings me up, yeah, “we’re going to
court, right”. And then, what’s it, I didn’t get to see my kids for a few days. So then
I’d have to go to court, then to (different town) to see them.

In this case, Hannah was left shocked that plans changed so quickly and felt misled. Although only
a small percentage of women in the study had a diagnosed learning disability, cognitive difficulties were
frequently referred to in the case files. However, given the very particular language of law and statute, it
is vital that professionals help parents to engagemeaningfully with the family justice system, taking into
account capacity issues. The following extract from an interview with a 19-year-old mother, describes
her experiences following her daughter being removed from her care on an emergency protection order.

Sammy: That’s when it just spiralled out of control then. I was having supervised contact.
It was conference meetings, case conferences I didn’t have a clue what any of it
was. I was about 19 then, but that was new to me. You know, they were. . . I’m in
this big room with about nine professionals. I had nobody by my side. . . I didn’t
understand a word they were saying. Didn’t understand. . . I just didn’t knowwhat
was going on.

Experience in court

The negative experience of formal court proceedings has been documented in a limited, but important
body of literature (Lindley, 1994; Freeman and Hunt, 1998; Hunt, 2010). Our interview data would
suggest that little has changed since publication of this earlier work. First-person accounts described
fear, shame and isolation within the courtroom. Laura is a young woman who had had two children
removed and placed for adoption; she describes her experiences in court as follows:

Laura: It’s your kids. It’s your life. They talk around in the court like they’re little rag dolls,
they ain’t nothing. . . I don’t think they see you as a mum. Court is overwhelming
for mums.

This mother’s vivid description of her children being treated “little rag dolls” speaks volumes about
what she perceives as the de-humanising experience of the family courts. For her, court was an entirely
negative experience and “overwhelming”. Similarly Sammy describes her ordeal and complete lack of
understanding of the language of the courtroom:
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Sammy: Terrible [the court]. Absolutely terrible. I was, you know, a young vulnerable mum
in the court fighting for my daughter and I just didn’t understand a word of it. Just
didn’t understand.

Once formal pre-proceedings are initiated, parents are entitled to legal advice within care
proceedings. Parents can also access legal aid to cover the costs of legal representation within court
proceedings. However, we found instances of women being without legal representation:

Cheryl: I went to court twice. I didn’t have any [solicitors], I can’t say the word,. . . to
represent me because I didn’t know a lot about legal aid and stuff.

Where women were represented, their accounts of their lawyers and advocates varied greatly.
Women described a huge sense of loss when children were removed from their care, but as we will
discuss later in this report, grief was complicated by intense feelings of injustice particularly in cases
where they had not been sufficiently helped to understand the legal process. Busy professionals will
undoubtedly make lists of local solicitors available to mothers but this group of women require more
than signposting to services. Women posed their own solutions in interview, indicating a real desire to
make sense of the court process and its language:

Cheryl: Yeah. I think maybe if you’ve got someone who you could go to court
with. . . Because some people don’t understand. . . I know you’ve got your solicitor
but they still talk a lot of jargon as well. So I think somebody that understands the
legal system but can put it on your terms.

Court protocols and received ways of behaving in the family court were alien to mothers. Women
described how difficult it was to endure court proceedings particularly given the almost exclusive focus
on the most negative aspects of their lives or behaviour and that this detail was shared with strangers.
This was humiliating, and felt to be unfair and exaggerated. In addition, they felt they had limited
opportunity to voice their own opinions in ways that the court deemed acceptable. Women described
leaving the court, feeling not only by the loss of their children, but also damaged by the process itself.
Emotional recollections of negative court experiences within the interviews indicated that these painful
memories stayed with women because they left a lasting sense of frustration and injustice:

Sonya: They couldhave at least like explainedwhatwas goingon. . . Iwent in the courtroom
they could be saying all sorts of stuff and I wouldn’t even. . . I wouldn’t have known
what they were on about, because I didn’t. . . it’s like it would be nice to have
someone actually explain to you what is actually happening. . . Because I was like,
to be honest I couldn’t even make heads or tails of it, to be fair. It was like they
never let me have a chance to speak.

Examples of positive courtroom experiences stood out from the majority of very negative accounts.
In the example below, Hannah discusses her experiences and highlights both the quality of her legal
representation and the impact of the judge’s direct address.

Hannah: I had a brilliant solicitor this time, she were brilliant. It’s like this court proceedings
I had last year with my son, the youngest, the judge were talking to me, directly
to me. It made me cry. He’s, like, “they’ve give you a chance and you’ve took it”.
And that’s all I asked for, a chance. And what’s it, and then he’s going, “he’s at
home where he belongs with his mum”, and “you’re doing brilliant”. I was like a
blubbering mess.
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Emotional isolation was a consistent theme running through the lives of the womenwe interviewed.
This sense of isolation was felt acutely in the courtroom. Women observed that professionals working
in particular courts knew each other well and even when they were on opposite ‘sides of the fence’ in
the courtroom, they were connected through informal exchanges outside of the formal court business.
In contrast, mothers felt on the outside often trying to understand what was going on in a language that
made little sense to them. In some cases women’s sense of exclusion and vulnerability was so severe
that they concluded that the system was conspiratorial:

Yasmin: And the worst thing is when you’re up in court and they’re slam dunking you
the barristers and the judges, they know each other. The barrister. . . the judge
walked in, he greeted Social Services’ barrister, “you alright mate, how was your
weekend?” They knew each other outside the court. Therefore, whatever the other
barrister’s turned round and said, or other people turned round and said, they’re
not believing, they’re believing the other barrister and taking it for gospel.

Of course for women who return to court, negative experiences of a first experience shape their
expectations of the next. Thus, it is perhaps easy to understand why women find it so hard to engage
with professional help with subsequent children.

Expert assessments

The lack of understanding of process and outcome also extended to the use of expert witnesses and in
particular to independent psychological assessments.

Cheryl: They [the assessing psychologist] just failed us, said stuff like, we’ve got this like
personality, or something. Like just completely describedme in thewrongway and
I was annoyed about that because I wasn’t that sort of person but he tried making
me out like I was a psycho or something. I didn’t understand it. It was too like
complicated for my vocabulary.

The lack of understanding expressed by Cheryl about her psychological assessment was an
experience shared by a number of women in the sample and is concerning given the weight that is
placed on such assessments in court and the enduring nature of diagnostic labels. Laura similarly
reports her confusion following a psychological assessment:

Laura: You just feel labelled mental. That’s what it does. That’s how you feel. And they
don’t tell you nothing about it. You just get a piece of paperwith she’s got borderline
personality disorder and she needs therapy for 12 months and she can’t look after
her kid. That’s all I got.

Interviewer: So you don’t know what that means, those words?
Laura: No. You don’t, no. You have to look it up yourself. I went and Googled it.

Getting help beyond child removal: psychological therapies

Whilst there was some regional variability, the difficulty of trying to access psychological treatment that
had been recommended in court was a consistent theme across the interviews.
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Lois: And then, yeah, when it came to court and they said that I can’t keep her because I
didn’t undergo psychological therapy, I said to them, hold on, you asked me to do
psychological therapy, I didn’t know where to go to get that, and none of you told
me where to go, none of you said that you were going to sort it out, plan it out for
me. And they just kept on going on about my past, your past, it’s your past.

The women describe falling between ‘a rock and a hard place’, without a child in their care they no
longer qualified for services from Children’s Social Care; however, frequently they were also unable to
access services from adult mental health. This appeared to be either because they did not meet their
criteria, i.e. their mental health was “not bad enough”, or because the recommendation made referred
to a very specific treatment that was not widely available unless accessed privately. For birth mothers
who experience recurrent proceedings, a huge weight is placed on whether the mother has acted on
the recommendations from one set of proceedings before the next. As discussed below, many women
spoke of the difficulties they had accessing psychological services post-proceedings. Given the material
circumstances of the women, this placed them at a particular disadvantage in subsequent proceedings.
In some cases, the women had gone to great lengths to try and access the treatment and yet they felt
these efforts, or the barriers faced, had little impact on subsequent proceedings.

Emma: We spent ages trying to get this therapy. I went to the [mental health services],
they turned me down for it. So all the people that was in my life, like [advocate]
went to appointments with me, and [advocate] and the solicitor even write to the
psychiatrist to see if you can get it, and we’ve tried every avenue; I can’t get it, else
I’d have to go private for it. And then they said it’s going to be thousands if I have
to go private, and I can’t afford to get that. . . If they say people, women, need this
treatment, need that treatment, need this, they shouldmake it more easier to access
it, not just say you need it and know fine well you can’t get it; they should make
it easy, access for the support for women, not just recommendation you need this,
you need that.

Lisa: They kept putting me to IAPT, to different places. Got in touch with IAPT, I was
screaming down the phone please help me! This is about my children. Whatever
you can do I need help. And they were like no, you don’t fit, you’re not severely
depressed at the moment, you’re not anxious. I said I don’t care, I’ll tell you
whatever you want to hear to just put me on this work. Wouldn’t help me at all.
Every time we went to court, every time we went to a meeting, well, this is still
outstanding, you haven’t bothered doing this. We went to [independent sector
service] which is to do with domestic violence, they also do counselling, went there
to try and get CBT. They only have so many workers. . . . I looked into another
service as well, they couldn’t do it either. It was only literally private places that
could do it at between 60 pounds an hour to 90 pounds an hour.

As the quotes above demonstrate women felt frustrated and unfairly treated in regard to access to
psychological therapies following recommendations by experts. In addition, they felt that post removal
counselling which is available where children are adopted was insufficient. As the work of Cossar and
Neil (2010) illustrates, despite changes to the law in the form of the Adoption and Children Act 2002, in
practice assistance may be minimal. Our study concurs with these findings. Very few of the 72 women
interviewed had received post-adoption support and for those who fell outside of the legal requirement
for support because their children were either placed in the care of kin or foster care, an offer of post
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proceedings service was rare. The majority of women felt abandoned by services once proceedings
had concluded. Women also commented on the manner in which services were offered and often did
not feel helped to access post-removal services; for example, a leaflet was simply posted through their
door. The timing and approach also appeared very important. Information regarding post-adoption
counsellingwas often passed on by the child’s social worker at the end of proceedings. Thiswas received
as insensitive and added to feelings of animosity.

Holly: I think it would need to be someone that isn’t a social worker, you know.
Independent where they’ve got no ties to social workers, because that’s where
they went wrong with me. They said, “Oh, you know, you’ve got a support worker,
you’ve got this person.” But yet they’ve got ties to the social worker, because they
work in the same office and I don’t trust them.

In the extract below, Carla makes clear the trauma associated with child removal and the enduring
nature of the loss. We return to this theme in Section 6.5, when we discuss the broader collateral
consequences of child removal.

Carla: I think after he had been removed they should have offered, like, some sort of
counselling, or something. Because it is really hard. It’s really traumatic, especially
for the mum. I carried him for nine months. I love him. I absolutely adore him.
It’s just unfortunately through the circumstances I was unable to care for him. But
I was offered no help, and I felt that I should have been offered some sort of help
and support. . . When you’ve had a child, it’s really, really difficult when that child’s
been removed from you and you can’t see that child.

Providing appropriate post-removal support is crucial given that, as this study has shown, a sizeable
number of these womenwill return to court. Furthermore, as we discuss in our ‘Turning Points’ section,
where accessed, counselling and other psychological intervention did appear to be of benefit to the birth
mother.

Summary

For this population of women, legal process and vocabularies are confusing; few women reported
meaningful engagement in decision-making or the court process. Women’s isolation is a consistent
theme in the interviews and the court process serves to compound a sense of isolation and a life apart.
The traditional spatial configuration of the court, received language and protocols serve to further
alienate women and reinforce a deep-rooted sense of mistrust that follows from childhoods of neglect
and maltreatment. Although there is no doubt that judges in England are absolutely committed to
upholding the highest standards of justice - there is something about the traditional set up of the
English family court that disenfranchises this highly vulnerable population of women.

The complaints women raised about the traditional adversarial court process are largely not
new; they confirm observations reported by Lindley (1994). Continuity rather than discontinuity
in observation is unsurprising because little has changed in the way that the court deals with care
proceedings. A problem solving movement has emerged but its impact is not widespread despite
evidence from parents’ first-hand accounts that the experience of FDAC is very different; for example,
even in cases where children are removed, parents express a greater sense of fairness, but also
self-understanding vital to parents’ rehabilitation (Harwin et al., 2013).
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6.5 Beyond child removal: grief and role loss, andmaternal identities

Key findings

• Women experience acute grief following the removal of their children, and this grief is
enduring.

• Resolution of grief is complicated bywomen’s anger towards children’s services and feelings
of being insufficiently understood or helped.

• Many women describe mental health symptoms that warrant a professional response.

• Emotional responses to loss and lack of professional support meant that women often found
themselves in a far worse position than prior to child removal.

• Women’s own experiences in the care system create great anxiety about their own children’s
futures in public care or with adopters.

• A compromised maternal identity and loss of the mothering role has a profound and
enduring impact on the women in this population.

In this section, we describe women’s acute sense of loss that resulted from court ordered removal of
children, and also the particular difficulties women described in resolving this form of loss. Removal of
children to public care or adoption also creates particular anxieties for womenwho have been in the care
system themselves. We consider role loss in relation to mothering and maternal identities beyond child
removal. Women’s relationships with their children, who remain very much psychologically present,
if physically absent, have been subject to insufficient discussion with the research literature despite
women’s enduring connection to children being a powerful driver for positive change (see Section 6.7).

Loss and grief

There is a substantial published literature on the subject of grief that results from the relinquishment of
infants to adoption (Winkler and Van Keppel, 1984; Millham et al., 1986; Howe et al., 1992; Wells, 1994;
Logan, 1996). The literature is however muchmore scant regarding grief that results from court ordered
removal of children. In this section, we describe both the acute and overwhelming sense of loss that
women felt once it was clear that children were not to return to their care, but also the enduring nature
of this grief.

Without exception, the mothers in our study described an acute sense of loss when their children
were removed from their care. In addition, this profound loss is enduring and very difficult to resolve.
The following extract from Lisa illustrates both of these points:
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Lisa: It’s heart-breaking, absolutely heart-breaking. . . I go into a mode where I’m a
recluse and I won’t go out because, because it’s like when you do go out there’s
kids everywhere. And you’ll sit on a bus and there’ll always be one in the buggy
and you’re thinking gosh, that’s so like this one and they’ll be doing the same
thing, I wonder what they’re doing now. . . Going past a school and you see them
all playing or hear them playing, it’s anything like that, one’s in the buggy, older
ones. . . It’s anything because everywhere you go there’s children and everywhere
you go there’s reminders. And it’s just always there, it never leaves you and it’s so
hard to just swallow back and think gosh, can I do this.

For Lisa the loss of her children is “absolutely heart-breaking”. Moreover, the sense of loss “never
leaves you”. Other people’s children remind her on a daily basis that her own children are absent from
her life. Lisa captures the challenge of this particular form of loss because “reminders” are everywhere.
To avoid the pain of seeing other people’s children and routine family life, Lisa simply does not go out.

Across the interviews, women reported the very negative impact on their mental health resulting
from child removal. Like Lisa, many women spoke of isolating themselves because they felt unable
to face the outside world. In a number of cases women spoke of contemplating or indeed attempting
suicide, because as Kylie describes, “I’ve got nothing left”:

Kylie: I was going to kill myself, you know, like. And I actually said to my counsellor,
because I had to have counselling as well when it happened, and I says, “do you
know what, I’ve got nothing left”. I says, “they’ve took them and I’ve got nothing
left, so I might as well go and jump off a bridge”, you know, like. And I left there
that day and I thought, what was the point of all this. What was the point of coming
off it [drug], going through what I went through, to take them away, you know,
like.

The enormity of the loss of the care of children is clearly highlighted in this account. Again,
across interviews, were descriptions of giving up rehabilitative efforts following the aftermath of
proceedings. The removal of children impacted negatively on many women’s incentive to bring about
life changes. Whilst for some women, as discussed in our ‘Turning Points’ section, the loss of children
later motivated change, across the interviews women reported a significant and immediate downturn
in their functioning following court proceedings. Life without children seemed futile and women lost
motivation to care for themselves, particularly as professional support was also withdrawn at this point.

Linda: When they take children away, they leave you feeling, like, empty, you’ve got no
reason to wake up in the morning, you’ve got no reason to, say, live, in a sense,
so going out drinking, doing drugs, having a laugh makes you forget what you’re
going through, but you wake up every morning still the same, your life hasn’t
changed, because you’ve gone out and had a drink, but you don’t see it like that,
because there’s no counsellor there, there’s no support team there to say, right, I
know we took the kids away, but we took them for their own safety, because you’re
not in the right place, but we’re going to help you get back to the place you need to
be in.

Linda’s words and her description convey a deep sense of hopelessness. She returns to drink and
drugs to help her “forget what you’re going through”. However, she also indicates that because there is
no professional support at this crisis point, there is no challenge to dealing with hopelessness through
a return to life of drink and drugs. Seeking an escape from the pain of removal of children led to many
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women making other potentially damaging choices that increased their vulnerability. Linda’s words
act as stark reminder of the importance of support being offered in this post-proceedings space. In the
following extract, Ebony also describes becoming homeless as a consequence of a serious downturn in
her life following child removal:

Ebony: I drank, took drugs. . . was going out. Just making things worse for myself,
basically. . . trying to forget about everything. I couldn’t afford to stay at the flat. I
gave it to him [ex-partner], said to him, he can have it. We got it swapped over into
his name and that.

The statement from this mother “just making it worse for myself” succinctly captures her increased
vulnerability and the invisible, but hugely consequential, events that follow which leave her in a far
worse position than prior to child removal. Below, Hannah similarly describes her severe downturn
following the removal of her first two children. Unable to cope with being in her home without her
children, Hannah becomes homeless:

Hannah: Basically, once they took my kids, they left me to rot. I couldn’t even go back into
my house after that, I’d have panic attacks. So I made myself homeless. I turned
to alcohol. I ended up drinking from half past seven in the morning ’til half past
three in the morning. I didn’t care where I was. . . It killed me. I couldn’t even go
into my own house. I couldn’t. Physically, every time I’d go in, I’d just drop, so I
had to go out.

Grief that results from court ordered child removal is also difficult to resolve because, aswedescribed
in the last section on women’s experiences of the family justice system, women may not agree, or fully
understand, the reasons for this. A huge sense of injustice complicates grief response – loss is bound up
with anger and hostility towards services.

Women’s grief responses are also complicated if they themselves have been in care. As described
in Section 3.3, women generally had unsettled experiences in care and as a result, women’s sense of
loss was also bound up with huge anxiety for their own children’s well-being. In addition, they felt
“punished twice” because they felt that their own care backgrounds prejudiced professional opinion in
regard to their potential for parenting.

Loss of maternal role and a compromised identity

Formanyof thewomen in the study, their childhood and adult livesweremarked bymultiple adversities.
Childhoods did not prepare themwell for a life in which they could exercisemany choices; women often
lacked confidence and self-worth. Positive accounts of education or work rarely featured in women’s
interviewsandeducationwas frequentlydisrupted. Thus, child removal becameall themoredevastating
in the context ofmore limited life choices. In the extract below, the loss of purpose and focus experienced
by Ebony is very clear:

Ebony: I think six months after I lost the children I started using heroin. . . to block out how
I was feeling, not having them. . . having [children] for eight years and then having
nothing. You’re not in a routine, you haven’t got the dinner to cook, you haven’t got
to get them up for school, you haven’t got the uniforms to sort out. It’s just from
being busy to doing absolutely nothing. Sitting around and wondering what was
happening.
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Ebonydescribes a voidwhich is left by the removal of her children, but also, her loss of role asmother.
This emptiness takes the form of an absence of routine daily tasks associated with caring for children.
However, even themundane becomes highly significant, when there is little to fill this void: “you haven’t
got the dinner to cook. . . the uniforms to sort out”. No longer with a sense of purpose or demands on
her time – this woman feels her life is now redundant: “It’s just from being busy to doing absolutely
nothing”. The vast majority of women in our study were unemployed, had left school early or had
periods out of education. Implicit to their life stories was economic and social disadvantage. In addition
many had complex and compromised familial relationships. Whilst motherhood is a particularly salient
social identity for women generally, there can be no doubt of the pronounced significance for women
where they may have had few opportunities to develop other socially significant and valued roles
(Thoits, 1991).

The devastation conveyed by the women consistently across the interviews went deeper however,
than the impact suggested by the loss of the day to day role as mother. Paying close attention to the
words of the mothers in our sample, we are able to indeed see the centrality of motherhood to their
identity:

Kelly: It really broke me. It ruined my life, for a little while, I’m not going to lie I was
drinking, I was taking drugs, I was having sex with everyone. Like, you know, I
was just. . . I weren’t living life. . . because I felt so alone. I just felt like they just took
away my life, you know. So it was hard.

For this woman her identity as mother is synonymous with life, enacted in the words “they took
awaymy life”. Unemployed, estranged from her family and having escaped an abusive intimate partner,
being a mother was perhaps her only positive sense of self. With the children gone her very identity
appeared under threat. Laura describes similar feelings:

Laura: They’re everything to me. They was anyway. They was everything to me. Being
a mum was the first thing I felt proud of in my whole life, and then they took it
away. . . And then when they take them away it just shatters everything. I felt like
the only thing I was good at after the rape and being beaten up and everything was
being a mum. And then when that’s taken away from you you just absolutely don’t
know where to turn. Then when you’re going through it again it is life shattering.
You just want to kill yourself, to be honest with you. That’s how you feel.

The psychological distress felt by this young woman and the significance of her maternal identity
is clear. The impact of the court’s decision is far-reaching for this mother. Of particular consequence
is her vivid depiction of the centrality of her identity as mother. She has experienced the successive
removal of three children from her care and is pregnant with her fourth. The adversarial nature of the
family court process is deficit focused âĂŞ a picture is constructed of multiple difficulties, but women’s
strengths remain largely out of view. As we discuss in our related paper (Broadhurst and Mason, 2017).
In addition to the impact on role and identity discussed here, social and we argue legal stigma, are
further collateral consequences of court ordered child removal.

All women participating in our interviews talked extensively about their children who had been
removed to out of home care or who were adopted. As we will discuss in Section 6.7, the continued
psychological presence of children was, for some, a powerful driver for change. Even if children had
been adopted and women had no direct contact with their children, they did not lose hope that in the
future they would be reunited with their children. However, this need to keep alive the memory of their
children and their own maternal identity, however compromised by the absence of their children, often
felt at odds with the approaches of professionals. Women stated that professionals often encouraged
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them to “move on” beyond child removal, and showed a pronounced lack of understanding of the
enduring nature of their sense of huge emotional connection to their children. This incongruence
between mother and professional appeared to alienate the women from services and had an impact on
their ability to positively engage with contact arrangements. In the extract below, Lisa describes her
difficulties in engaging in letterbox contact:

Lisa: And I will never write a letter that’s cold and hasn’t got no heart in it. I would
rather write every feeling and every bit of emotion I’ve got and stick it in a shoebox
and they can read it when they’re 18, rather than give them satisfaction of hi, it’s
a lovely day here, how are you? And never getting a reply. Well, no thanks. I’m
sorry, I’m not willing, not willing at all.

Thewomen’s accounts provide important insights into the emotional challenges presented by contact
and help to explain why they may not comply with contact arrangements.

Summary

Whilst many of the messages from the substantial published literature on the subject of grief that results
from the relinquishment of infants to adoption continue to be important, (Winkler and Van Keppel,
1984; Millham et al., 1986; Howe et al., 1992; Logan, 1996), our findings suggest that court ordered
child removal impacts on women in very particular and complicated ways. From birth mothers’ first
person accounts, it is clear that the impact on women’s health is a major concern and warrants a
mainstreamresponse frommental health services. Findings resonatewith an international literature that
reports long-term psychological damage that can result for birth parents who have either relinquished
their children or lost their children through court order (Neil, 2003; Neil, 2007; Cossar and Neil,
2010; Schofield et al., 2011b). However, as we described in the last section, accessing psychological
therapies is very difficult even when experts in proceedings have stated that such therapies are critical
to women’s rehabilitation. In addition, given the published research evidence is weighted towards child
relinquishment and is mostly several decades old, the evidence base concerning grief and resolution of
loss for parents who lose children through court order requires substantial updating.

Women’s grief responses fit with what the mental health literature refers to as complicated grief
reactions. For a number of reasons, this form of loss is very difficult to resolve. First, children remain
psychologically present, but physically absent, the extant literature indicates this is difficult to integrate
as there is no end point (Logan, 1996; Schofield et al., 2011a). Second, loss is also hard to resolve because
of a lack of acceptance of child removal decisions in some cases and in others, a deep sense of not being
given a chance because help has not been forthcoming. Therefore, much can be learned from the clinical
literature on complicated and/or traumatic grief responses to build a therapeutic response (Horowitz
et al., 1997). This is an interdisciplinary project that requires close engagement of clinicians alongside
other professionals, social scientists and parents themselves.

Women’s enduring connection to children in public care or kin care or adoption is also worthy
of greater acknowledgement within services. This enduring connection, as described in Section 6.7, if
harnessed, can act as an important driver for change. However, where there is a lack of acknowledgement
of a mother’s enduring connection to their children and maternal identities are ignored we risk adding
to the psychological burdens of this vulnerable group of women.



BIRTH MOTHERS’ PERSPECTIVES 79

6.6 Subsequent pregnancy and infant removal

Key findings

• A downturn in functioning following court proceedings and child removal heightened
women’s vulnerability to subsequent pregnancies.

• Grief and loss following child removal are undoubtedly complicating factors in the
subsequent reproductive decision-making process.

• Following a previous child removal, women’s responses to a pregnancy raised feelings
of anxiety and fear. This was exacerbated by pre-birth assessments and subsequent care
planning being initiated late in pregnancy.

• Removal at birth warrants special attention given the physical and emotional vulnerability
of women.

• Women felt unprepared and unsupported leading up to and following the removal of their
infant at birth.

• Insufficient attention is paid to mothers’ needs for privacy within the maternity setting in
the context of infant removal.

• The pre-emptive nature of the removal of an infant close to its birth added to many women’s
sense of injustice.

Understanding repeat pregnancy

There is a complete dearth of published literature on the topic of pregnancy, subsequent to a previous
child removal. Subsequent pregnancies will typically concern babies, as illustrated from our analysis of
Element A. Furthermore, our data on the spacing between proceedings illustrates that the greatest risk
period for reappearance is within three years of the end of previous proceedings. Both these findings
raise important questions regarding women’s subsequent pregnancies following the removal of her first
child(ren). The women’s accounts of these pregnancies again offer us important insights. Many women
struggled to articulate the reasons behind multiple pregnancies and again many repeat pregnancies
were described as unplanned. However, in listening closely to women’s stories, it was clear that an
acute sense of loss about a first child often resulted in an exacerbation of substance misuse and mental
health difficulties, which actually reduced women’s abilities to care for themselves and make informed
reproductive choices. This rendered them highly vulnerable to a repeat pregnancy.

Tara: Yeah, they took K [child], like I said, from hospital. It wasn’t easy, it did upset
me, but the thing is, when you take drugs it kind of hardens you, it cuts off your
emotions a bit. So I was taking more drugs to stop me thinking about everything
that was going on.

Tara describes how she increased her heroin use in order to block painful emotions “to stop me
thinking about everything”. Unable to take control of her contraception adequately she becamepregnant
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again.
Grief and loss are undoubtedly complicating factors in the reproductive decision-making process

for this group, with some women making an explicit link between loss of first child and a subsequent
pregnancy. This was not a desire to replace a child in public care or adoption – the women very clearly
still hold these children in mind, but there was a distinct desire to fill an emotional gap left by a child
physically removed and to reclaim their public identity as mother. In Broadhurst et al. (2015b), we
made reference to the published research concerning parents bereaved throughmiscarriage or stillbirth.
The statistics on repeat pregnancy reported in this literature are particularly noteworthy because, a
key finding is that becoming pregnant again within 12 months of perinatal loss or child death is not
uncommon (Estok and Lehman, 1983; Armstrong and Hutti, 1998; Robertson and Kavanaugh, 1998;
Lamb, 2002; Layne, 2003; Scheidt et al., 2012). Furthermore, in the US, Grant et al. (2011) argued that
compulsory removal of an infant from a mother increases the likelihood of a subsequent short interval.
The following two examples illustrate these linked but different reasons behind repeat pregnancy.

We return to Laura, who at the time of the interview was pregnant with her fourth child having had
her other three children removed through recurrent proceedings. She had experienced a very difficult
childhood. Shewas raped at age 12 and subsequently had entered a relationshipwith an oldermanwho
had been convicted of previous offences against children. After being physically assaulted by him on a
number of occasions he was sent to prison. She lived in fear of him seeking revenge. In the previous
section we described the significance that her maternal identity held for Laura. During the interview
she talked about her fourth pregnancy which she stated helped fill the vacuum left by the removal of
her older children:

Laura: I think that this baby’s more planned than any of my kids have been. But I think
part of the reason why I’m pregnant again is because I’m so lost. I feel I deserve to
be a mum.

This extract portrays both the loss she feels through the absence of her older children, but also
the importance of motherhood to her very identity. Turning to Jill, she had seven children, whom
she described as all unplanned. She had a series of turbulent short-term relationships and had had
long-term involvement from Children’s Social Care. Her children had been on child protection plans for
a number of years, with intermittent periods of removal and reunification. At the time of the interview,
five children had been removed permanently from her care and care proceedings were ongoing in
respect of two younger children. In the interview, Jill reflects on how her own childhood experiences
were bound up with her serial pregnancies:

Jill: At the end of the day, like all the shit I went through with my family, it was like
that only people that you felt ever loved you was your kids. You know? So the
more kids I had the more people I had that would love me, you know, sort of thing?
Likely because I was living alone with no help, no counselling or nothing, so that
was just the way I was thinking then.

Pregnancy following removal: fear, anxiety and tentative attachment

Although, this population of mothers shares much in common with other women vulnerable to
unplanned pregnancy (Stevens-Simon et al., 1998; Thrane and Chen, 2012; Fallon et al., 2015), the
experience of losing infants and children to the state brings particular emotional challenges. Subsequent
pregnancy is haunted by a previous removal – where pregnancies fall in short succession, women must
orient themselves to a new pregnancy whilst still grieving for a child recently removed. Thus, a mix of
very difficult and conflicting emotions often manifest in very high levels of anxiety.
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The published literature offers very few insights about the impact of child removal on a subsequent
pregnancy. This is a significant omission given the size of the population of women affected by child
removal and the likelihood that a high number will have further babies, given their age profile (as
described in Section 3.2). A focus on the population of women who have experienced recurrent
care proceedings, provides a unique window into women’s responses to a subsequent pregnancy.
A subsequent pregnancy often raised feelings of anxiety and the fear of a further removal loomed large.
The women were, for the most part, painfully aware that with the confirmation of the pregnancy would
come a notification to local authority Children’s Services. We return again to Laurawho, in the following
extract, vividly describes this fear:

Laura: I’m absolutely terrified now I’m pregnant withmy fourth kid to be honest with you.
I am absolutely terrified. Because so far they’ve been saying if you do your therapy
you get to keep your kid, and now they’re tellingme it dependswhat your therapist
says. If the report’s bad then you ain’t going to get to keep your kid. It’s like you’re
putting me through it again? Why keep telling me? Why do you let me get to a
point half way through my pregnancy when I’m five months’ pregnant when it’s
too late to do anything about it to say you might lose the kid anyway. . . It was my
boyfriend that talked me into it. I still don’t want a baby because I’m scared. I’m
absolutely terrified. I’m emotionally exhausted?

Sometimes, as we discuss later, fear resulted in women avoiding services when they discovered they
were pregnant. However, for the majority of women in our interview sample, following the discovery of
a pregnancy, they quickly self-referred to Children’s Social Care ormidwifery services, as they knew that
sooner or later their pregnancy would come to the attention of professionals. A percentage of women
also felt that an early self-referral to Children’s Social Care, would give them longer to demonstrate
positive change in their lives and prevent a further child removal. However, as Laura describes above,
early self-referral did not necessarily equate to an early response from services. In keeping with our case
file findings, reported in Section 4.2, in interview, women frequently described pre-birth assessments
as being delayed until the third trimester of pregnancy. Whilst this practice is largely a response to the
continued pressure on resources within local authorities, as Laura illustrated in the extract above, this
can add to women’s anxieties about the likelihood of a further child removal. Further, late response
to a pregnancy arguably limits the opportunity to support the pregnant woman to achieve change and
therefore, maximize the health and well-being of mother and foetus. For some women, anxiety that the
baby might also be removed from her care stood in the way of her bonding with her unborn child.

In the extract below Maddie describes how her fear impacted on her ability to bond with her
subsequent child:

Maddie: The court proceedings went on for about a year from then and like at the
court proceedings I found out I was three months’ pregnant with my second
daughter. . . You know the day I lost (child 1) the day it was official that she was
getting adopted that was the day I found out (about the pregnancy). . . So I couldn’t
bond. I love her to pieces but there’s nothing there, there’s no bond. Because I was
scared. I put up a wall. I still didn’t have a clue what to do with her, you know, and
it was. . . I was still 17, you know I was still young. I didn’t have a proper home,
didn’t have a family, didn’t have any partner at that point, yeah, so, and there was
no. . . the Social Services didn’t get involved again until after she was born. . . They
knew but there there’s lack of funding so they don’t do pre-birth assessments there.

The mother in the extract above, highlights the impact that her first child’s adoption has on her
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next pregnancy; “I couldn’t bond. . . I put up a wall”. Her words resonate with the concept of‘delayed
or tentative’ attachment discussed within historical and anthropological literature describing women’s
responses to pregnancy in communities where infant mortality rates are high (Ross, 1993; Layne, 2002).
Despite professionals being aware of her subsequent pregnancy, and her acute sense of isolation, “I
didn’t have a proper home, didn’t have a family didn’t have any partner” the lack of resources impede
any statutory assessment or intervention prior to the birth of her second baby.

Raising the bar: a non-erasable history

We turn now to women’s accounts of their service experience in the context of a subsequent pregnancy.
As explained in Section 6.4,manywomen spoke of subsequent assessments beingprejudiced byprevious
judgements of their parenting capability, and that as such the bar had been raised. The women believed
that ‘good enough’ was no longer sufficient. For many women previous proceedings impended, and
whist they may understand the need to engage in early assessment, their accounts suggest they saw
this assessment activity as distinct from asking for or receiving help. Despite professional reassurances,
previous encounters with the family justice system left womenwith a pervasive belief that in the context
of a subsequent pregnancy, any admittance of difficulty would be dealt with punitively; proof that they
are not coping or that previously identified problems were resurfacing. Given what we know about
the vulnerability faced by this population of women, it is of course very likely that many women will
have ongoing difficulties and require professional support. Perversely, the women’s accounts suggest
that as a consequence of their previous experience of the family justice system they are more cautious
about seeking professional help for any difficulties with a subsequent child. Clearly, this presents
a huge challenge for services trying to engage birth-mothers post-proceedings and offers a further
explanation for the enduring nature of‘ non-engagement’ for this population of women. Laura explains
her reservation at seeking help from her GP in her third pregnancy following the adoption of her first
two children. For Laura, as for many of the women interviewed, trusting professionals continues to be
a key issue:

Laura: If I felt down or something I couldn’t go to my doctor because I’m too scared that
social services would. . . They’ll put it oh, she’s feeling low again on her pregnancy
and she ain’t going to be able to cope. It makes you feel as though you can’t trust
anyone

A further critical issue for women was the professional response to their history. Courtney recounts
her experience of going through proceedings a second time:

Courtney: I think social services, when they deal with young mothers that have gone through
a lot, I think in some cases they need to take the time and give the benefit of the
doubt. You don’t just say, okay because you’ve got a history of doing this, I’m
not going to give you a chance. Everyone deserves a chance, everyone deserves a
second chance. There are murderers that get to keep their kids. There are heroin
addicts, someone on crack, smack the lot and they get to keep their kids. Then
you’ve got someone like me who has got a bit of a paper trail and won’t even be
given an inch, let alone a mile. So I think in some cases they need to have a lot of
support and a lot of depth. The problem with social services is they do everything
at the last minute. So I think that they need to kind of give people a chance.

This mother expresses the frustration felt by many women in their interviews that their history
becomes immutable. In keeping with a number of women, Courtney expresses her frustration at
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not being given sufficient time to show change, she says “the problem with social services is they do
everything at the lastminute”. As discussed earlier in this section and in Section 4.2, thiswas particularly
pertinent to pre-birth assessments. Together with a number of women, Courtney gives a clear message
that she feels harshly judged, that the system is unfair if you have a “paper trail”. A sense of unfairness
was evident in many women’s interviews and led to a profound mis-trust which permeated subsequent
work with professionals.

This lack of trust of Children’s Services in particular, and professionals more generally, following
child removal was central to many women’s narratives. Whilst not always the same worker, for many
women, social workers were simply agents of the state and they held them all equally responsible for
the removal of their child. Unsurprisingly then, any interaction was tarnished with memories of the
past. However, as we will return to in Section 6.7, there were examples where mother’s spoke with
animation about a worker who had been‘different’. In these cases, there involvement appeared to have
been crucial in bringing about change and provide important messages about both the conditions and
skills required to overcome mistrust and resistance.

Concealment

Active pregnancy concealment was described by a very small number of women. Given the recent high
profile coverage of women leaving the UK in order to conceal their pregnancies from UK authorities,
it is important to note that there were only five cases of pregnancy concealment mentioned in this set
of interviews. Furthermore, for three this was a short-term strategy early on in pregnancy, and in only
two cases did women describe active strategies of concealment, in which they intended to hide the full
term of pregnancy from professionals. In these latter two cases, women’s actions can be seen as acts of
desperation, typically following multiple infant removals.

Infant removal at birth

As we described in our profile of recurrent care proceedings (Section 3.1, women entering repeat
proceedings are much more likely to be doing so with a child aged under 4 weeks, compared to their
index proceedings. In our interview sample, more than half of the mothers (51

Given this prevalence, removal at birth warrants separate attention. The tension between balancing
the safety of young infants, whilst also respecting the right of birth parents, raises important legal,
ethical and practice issues. To-date the literature on this topic is particularly scant (Masson and Dickens,
2015), despite the fact that many infants are removed from parents at birth (Broadhurst and Mason,
2017). In addition, detailed insights from birth mothers about their experience of removal at birth are
absent from the literature.

The interview component of this study enabled the team to engage closely with women’s accounts
and to understand the particular nature of separation of mother and baby at birth. Our argument is that
removal at birth is different from the removal of older children because of the particular physical and
emotional vulnerability of mothers in the immediate aftermath of birth, the public nature of the removal
in maternity settings and difficulties in accessing legal advice and advocacy. Much can be learned from
common themes within the birth mother interviews.

Timing of decision making

As described in Section 4.2, pre-birth assessments, timing of the pre-birth conference often occurred late
in a woman’s pregnancy. Women in interview commonly complained that the local authority response
to their pregnancies came too late and therefore this often meant that women were unclear about the
local authority’s plans at the point of their infant’s birth:
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Tracy: Well they told me they were going to court, getting some form of a protection act
or something or other, and then left me hanging for days in the hospital. Then it
was like the midwife came in and said, “oh by the way, the social worker’s been on
the phone, they’re coming today and going to take baby N to the foster parents”. I
was like, “cheers”.

In this example, the mother conveys her lack of clarity regarding the plans for her new baby. It is
not possible to ascertain what relationship the mother had with the midwife on the ward, but she is
clearly aggrieved that critical information arrives via the midwife, rather than in person from her social
worker. She refers to “some form of a protection act” indicating a lack of understanding of the potential
legal options for the local authority and implications for her and her baby.

In the extract below, Michelle describes how unprepared she felt for the decision to remove her baby.
For her, it was an expectation that she was to be given a chance to take her baby home that is so much
part and parcel of the emotional pain she experienced. Her efforts to prepare for her baby’s homecoming
are clear “I had everything at the property, I bought everything”. Again, her account focusses on feeling
outside of the decision-making process and being unaware of the fundamental changes to the care plan:

Michelle: It broke. . . it killed me, it literally. . . still, to this day I sleep with her baby grow
sometimes, I’ve still got all of her clothes; it did kill me. What killed me, it wouldn’t
have hurt me thatmuch if they’d come in and took her straight away, you know, and
if I wasn’t that interested and not fighting or anything like that, it was the matter
of fact that. . . that I thought I was going to take her home and have a good chance;
I had everything at the property, I bought everything, so I told my social worker, I
told my solicitor to come round to the property, that I’ve got everything for (child);
and, no, they just took her. They granted foster parents to come in the hospital the
day after to have a meeting with me and then to take (child) from me.

Timing of removal of infant

Removal at birth takes place when women themselves are particularly vulnerable physically and
emotionally, in the immediate post-natal period. The following extract illustrates this point:

Lydia: . . . went out, bought everything for her, and that was it, social services come in and
took her. Didn’t even have a chance to hold her, that’s how sick they were. Come
out of surgery, just like all knackered and pure white face, that was it. They just
took her. Trying to literally push her into my arms, taking pictures of me when I’m
lying there like. . . it’s horrible.

Of particular salience, for this mother is her sense of denial “Didn’t even have a chance to hold her”.
Her account conveys a sense of confusion and haste, which appears very at odds with her own internal
state post-surgery. Women’s personal accounts challenge us to think critically about professional action
in this very difficult terrain of practice. Local authorities take pre-emptive action to remove babies
at birth, in cases where there are very serious safeguarding concerns. However, the birth mother’s
accounts raise serious questions about current practice with regards to timing and what constitutes a
proportionate response to risk.
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Privacy needs

A removal of an infant that takes place in a maternity ward is a very different experience from the
removal of children from the family home. A maternity ward, although not an open public space, does
comprise professionals, a number of mothers and a range of visitors. Thus, privacy for all mothers,
unless in a private or individual side room, is reduced. However, privacy considerations take on a
new salience in the context of infant removals. Being on a ward with other mothers who both have the
opportunity to hold and care for their babies and who also leave the hospital to take their babies home,
is acutely painful for women who leave without their babies. The extract below illustrates these points:

Sacha: I was on a main ward with three other people. . . It was hard, because I got to see
all the others take their kids home with them. And I knew that I wouldn’t be
able to take my baby home with me. So I just cherished every moment I had with
her. . . Because really I wanted a room to myself, just me and my baby, because we
were told there was a possibility that. . . we were told my partner could stay with us
overnight, but he wasn’t allowed on the ward, because I was in a room with three
other people, because they had no side wards available at the time, just a single
room. If they had have done, I know he’d have stayed that night. And a part of
me was wishing that they had a room available, because I’d been promised a room
all week, and then at the last minute they turned around and said that they didn’t
have one available. And that kind of hurt a bit as well.

Physically leaving the hospital with her baby is described as very important for the mother in the
following extract:

Chloe: So it wasn’t, like, the police come to hospital and they took her or the Social Services
come and took her, (partner’s) mum took her and I got to walk out with her, which I
didn’t with [child 3], like, but I got to take her to the car and I got to strap her in and
then (partner’s) mum brought her every day to see me, because she was allowed to
supervise the contact.

In this case, her partner’smotherwas allowed to care for the baby following the baby’s discharge from
hospital because; the identified foster carers were on holiday. However, this chance set of circumstances
ensured that thismother’s experience of a removal at birth took adifferent course. This example provides
a potential template for how separation of infant andmother might be handled differently, if this level of
pre-emptive intervention is warranted. Thus, much can be learned and translated into practical actions,
from birth mother’s first person accounts.

A more positive experience is again described by Marie who had her own room and the kindness of
staff again provides valuable learning:

Marie: I had my own personal room. . .
Interviewer: Did that make a difference?

Marie: Yeah, because it was just one-to-one. It weren’t like there’s four people in. . . another
three people plus you and babies, it’s just you and your kid, and the hospital knows
what’s going to happen and everything, so. . . they were really nice to me.

In this case, the one-to-one interactionwas very important toMarie, just her and her baby. In contrast
to other women’s accounts, she felt she had been treated with considerable care and understood the
plans for her baby. So, again there is important learning from the mother’s own reflections. Time with
her newborn, planning, preparation prior to removal and privacy are hugely important for women who
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are to be separated from their babies at birth. The challenge for services is how to offer a more flexible
and sensitive service, given the considerable pressures on resources.

Pre-emptive action and proportionate response

A number of high profile cases have raised questions about a proportionate response to risk in the
context of infant removals at birth (Re P (A Child) [2013] EWHC 4048 (Fam)).1 Questions of appropriate
and proportionate responses to risk are brought to the fore where the police are involved with infant
removal. The following example illustrates these points:

Darcy: I didn’t know the security guard was outside my room. . . I was still in that delivery
room because they had to find somewhere specific to put me in the ward because
of my circumstances so I got kept in the delivery room all day and all night. . . and
(my cousin) he came in and said there’s a guy sitting out there, and I just thought
it was procedure of the thing. No, and it was only when gone 11 o’clock at night,
they were wheeling me down, this guy had to follow me, had to stand in front of
me, and I just thought that is absolutely disgusting, that, that a guard has been sat
outside that room while I’ve just given birth, you’ve been sat outside all day. Now
to me, people could have thought I was like. . . well, that was disgusting, absolutely
disgusting and I mentioned it to the social worker. I said do you know I had a
security guard, and she told me she didn’t know. Whether she did or not, I don’t
know, but she told me she didn’t know but I just think that is disgusting, a security
guard outside.

The mother does not know there is a security guard outside her room (and it also appears the social
worker does not know why he is present). In the absence of any formal practice guidelines around
care for women in these circumstances, practice is open to the individual discretion of professionals
and availability of resources. What birth mother accounts expose, is the additional distress such action
causes, particularly if they have not first been discussed. Whilst there are cases in which such action is
essential in order to safeguard the infant, the mother or indeed professionals, critical engagement with
questions of proportionality are essential if we are to minimize further emotional harm to birth mothers
in the context of infant removal.

Infants, who are removed at birth, can be born with developmental problems stemming from
exposure to drugs and alcohol in the womb. The case for removal is made on both actual and likely
harm. However, in a number of cases the case for removal is pre-emptive. By pre-emptive, we mean
that in many cases, it is the likelihood of future harm, which is the basis for removal and likelihood
is predicated on women’s past actions or circumstances. For mothers, a frequent complaint was that
removal at birth robbed them of the opportunity to demonstrate adequate care, and in the absence of
actual harm to their infants, they frequently felt action was very unfair. This sense of unfairness and
not being given a chance to care for their new baby clearly had a particular and long-lasting impact on
women’s mental health and attitude towards services long after the event.

In the extract below, the mother differentiates removal at birth from the loss of her other children
who were removed at a later stage:

Sasha: I was in the hospital for five days with her, while they were trying to find foster
parents for her. And even though we’ve had contact and stuff, I think the fact that
she didn’t come home with me affected me a lot more than it did when I had my
other children, because I got to bring them home with me from the hospital.

1http://www.familylawweek.co.uk/site.aspx?i=ed123247

http://www.familylawweek.co.uk/site.aspx?i=ed123247


BIRTH MOTHERS’ PERSPECTIVES 87

This mother’s words “the fact that she didn’t come home with me affected me a lot more” indicates
the need to consider grief responses that arise from removal at birth, which arguably requires special
attention.

Summary

Whilst birth spacing is likely to be helpful to women’s recovery following child removal, we need to
understand and connect with women’s own rationales regarding contraception and pregnancy and
the meaning this holds for them. We argue that sensitive case work is required in order to provide
opportunities for women to examine and manage the loss of previous children and to renegotiate their
identity as a mother in the face of compulsory child removal. Work is required to build personal agency
and self-care, as well as to consider future family planning. Particularly skilled and sensitive practice
is required within the context of compromised cognitive functioning or chronic long-term substance
misuse. The prevalence of domestic abuse, and for many women the sequential nature of relationships
in which coercion and violence are features, adds a further layer of complexity to women’s reproductive
decision making. Working with women to overcome blocks and helping to identify potential and actual
harm in their intimate partner relationships is crucial.

As we might expect, the experience of the removal of an infant close to birth, is an acutely difficult
experience for women. Close analysis of women’s first person accounts also suggests that removal at
birth presents very particular emotional challenges that are poorly understood and differ from cases of
removal of older children. This is not to suggest that the removal of older children carries any less of
an emotional burden but rather it is to claim that the circumstances of removal at birth warrant focused
policy and practice attention to ensure that an understanding and concern for the welfare of mothers
runs in parallel with safeguarding action.
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6.7 Turning points: what prompts positive change?

Key findings

The following factors appeared to drive positive change

• Women’s commitment and enduring sense of connection to children in care or adopted.

• Forming more positive intimate relationships.

• A subsequent pregnancy.

• Learning from experience and developing a stronger sense of personal agency.

• Maturity, which can bring greater insight, a reduction in risk-taking behaviour and improved
self-care.

• Access to psychological therapies.

Gaining anunderstandingof the factors associatedwithpositive change is critical to thedevelopment
of preventative services. Women’s retrospective accounts of continuity and change provide detailed
insights into how they turned their lives around, despite the multiple difficulties they experienced. At
the time of interview, 43.1% of the women participating in the study, had a child in their full-time care,
having previously had children removed through a court order. In Section 6.6, we discussed subsequent
pregnancy as a major catalyst for change, hence in this section we focus on other factors or processes.

Women’s commitment and enduring sense of connection to children in care or
adopted

All the women interviewed talked extensively about their children who had been removed to out of
home care or who had been adopted. The continued psychological presence of children was a powerful
driver for change. Even if children had been adopted and women had no direct contact with their
children, women did not lose hope that in the future they would be reunited with their children:

Laura: The only thing that pulls me through things at the minute is, when I think that my
kids will come back to me, because they will one day want to know who I am. I
don’t want to be sitting there feeling sorry for myself and they’re saying “mum,
what have you done with your life?” and I say well, “I’ve just sat here feeling sorry
for myself because I ain’t got you”. I want to say well, “I did this because you went
in there and I tried to better myself for you when you come back”.

Consistent across women’s accounts were references to children returning to women’s care. Whilst
the pain associated with the loss of their children, for some women, led to further entrenchment
of problems, for others it was an enduring firm sense of connection with children, which even at a
distance, prompted change. As Kelly describes in the extract below, bringing about change in her own
life was important because she wanted to protect her adopted child from the future pain of discovering
that her birth mother was “a drug addict, or an alcoholic or she’s dead”.
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Kelly: Yeah, and that I’ve fought temptations with drugs and alcohol to go down that
road and sit there in self-wallow and say, oh, you know, “poor me”. Because I don’t
want her to get further pain at the age of 18. She’s already going to have to find out
she’s adopted but why should she have to find out your mum’s a drug addict, or
an alcoholic or she’s dead, she killed herself. No, that’s selfish, even more selfish,
you know, than having them in the first place when I knew. . . because I don’t 100%
blame social services. I know I wasn’t perfect but I still do think that they could
have helped me, rather than just took my children away. But I made it easy for
them.

Kelly is able to recognize her own culpability “I don’t 100% percent blame social services. . . I made
it easy for them”. However, an imagined future reunited with her grown up daughter, prompts her to
change her self-destructive lifestyle. The personal accounts of birth mothers offer important insights
into how services might work to help women harness this motivation and bring about change.

Reflective capacity and growth in personal confidence and agency

In response to child removal, women described intense feelings of guilt, self-blame and hostility towards
services. In order tomake positive changes in their lives, women needed to find some resolution to these
very difficult emotions and somehow accommodate their losses. Women’s responses were very varied,
ranging from paralysis and entrenchment of problems, through to positive adaptation and insight.
Returning to Kelly’s interview, gaining insight into the harm she was inflicting on herself, appears to be
a turning point. Kelly describes a desire not only to turn things around for her children, but also for
herself:

Kelly: I started thinking like, you know, I’m not hurting myself as well, everyone hurts
me, so why am I hurting myself as well? You know, everyone’s against me and I’m
against myself. No, I felt like I’m not having that no more, why am I going to now
go back to that dark place, yeah. Basically, I was in hell when I was drinking and
taking them drugs.

In the extract below, Ebony describes “determination” as key to change. She indicates that wanting
to change is critical in turning lives around and that child removal can be a catalyst for change if the
person is determined to “get things right this time”:

Ebony: I think it’s determination, that’s what I said earlier. I think it depends on the person,
and whether the person wants to change. And whether they’ve. . . I think if. . . how
do I put it properly? I think if you’ve had children removed. . . yeah, if you’ve had
one child and you’ve had that child removed, and then you have another child. . . I
think you’re more determined andmore want to get things right because you’re too
scared of the feelings to come back

In the following extract, the mother makes explicit reference to her own internal resources, clearly
capturing her own sense of personal agency:

Interviewer: You said you, sort of, took control and turned your life around and decided to go
to college. What do you think gave you the motivation to do that? Where did you
find that from?
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Ebony: I think from having him taken away from me. I was, like, you know, I don’t want
to have to go through this mess again. I need to make changes. I need to do better
and I need to make something of myself. I can’t make my past hold me back from
where I want to go in the future. . . From within myself I did that. That was hard. I
think it probably took me about a good two to three years to get to that point.

Ebony clearly wants to break with her past and starting a college course marks a turning point for
her. Change has taken time (“a good two to three years”) but she was able to muster her internal energy
and strength to “make something of myself”. Gaining a sense of self-efficacy was difficult for this group
of women given childhoods that had eroded sense of self and control; however, interviews suggest that
change is possible, although it takes time.

These extracts clearly illustrate that all is not lost beyond child removal. Women’s accounts indicate
that they can persist on a journey to change even in the face of what might appear to be insurmountable
losses. Personal characteristics matter, in terms of capacity for insight and personal determination, but
there is clearly a role for professionals and indeed the family courts to foster insight through skilled
work that enables reflection on difficulties beyond child removal.

Positive relationships with professionals

Unsurprisingly women expressed anger and hostility towards professionals involved with the removal
of their children. As described in Section 3.1, non-engagement with services was the most commonly
cited maternal risk factor in care proceedings. However, convincing professionals that their lives had
changed in the context of a subsequent pregnancy requiredwomen tomanage their anger and re-engage
with social workers in particular. For the women in our interview sample who retained care of a child,
making best use of professional help despite previous removalswas critical to turning their lives around.

Women again demonstrated very different strategies of re-engagement. In the extract below, the
mother’s approach remains combative and angry, but at the same time she engages with what needs to
change:

Linda: Yeah, no, theyweren’t doing this tome again, theywasn’t going to do it tome again,
no matter what. . . So they went around, they asked the Police what they thought,
the Police said that she hasn’t been in trouble, she has changed her life around,
that speaks a lot to us. Then the mental health team stated that we can’t fix her
mental health, but we can monitor it, so she should be given the chance, my doctor
said, we see her on a weekly basis, give her a chance, there was. . . The home was
prepared. . . the child had his own room, not that he would sleep in it straight away,
but he did have a room, there was bottles, there was a buggy, there was milk, there
was nappies, there was clothes, everything was there for them to see and every
time they came I’d make sure that I’d show them everything new.

Linda provides a detailed and determined description of her efforts to show her preparedness for
her next child. She draws on the opinion of other professionals, which appear persuasive as the local
authority ultimately agrees to give her a chance. Hers is a list of concerns, but each one she has
addressed. So, although her approach to the local authority is one of a personal battle, she is able to
understand and comply with all the concerns that she feels will be raised in her case.

In some ‘turning point’ cases, women described very positive relationships with new workers.
Women’s accounts were of a very genuine connection with an individual who they felt really helped
and understood them and had been prepared to go the extra mile in order to achieve a positive working
alliance:
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Ingrid: Because, when I was pregnant, if she said to me she was going to do something
she would do it, straight away, no faffing around. If something was going on, if her
manager had said something to her, she would come and tell me, she’d ring me up,
“this is what’s going on”. She said to me, “I want to help you keep your daughter”,
she’s the only person that’s ever said, I want to help you.

This worker succeeded in conveying care to this young woman through consistency and an explicit
helping stance. The mother responded in turn, and through a positive and reciprocal relationship
change was achieved. It is interesting to note that the worker’s highly consistent actions fostered trust
in a young woman who otherwise felt very let down by others in her life.

Kelly: And my probation worker, she was lovely as well and she was really helpful.
Interviewer: What made her lovely? What was it about her?

Kelly: She was just caring. And plus she gave me my tag. You know, I thought I wasn’t
going to get that, I’ve breached the tag ten times before, before I went to prison the
first time, cut it off ten times, ’til in the end they took it off and said, just let her
out without it. And I was shocked, you know what I mean, I was like. . . but she
believed in me enough to give me the chance to get a tag. I could have messed up
and made her regret that decision, but she did give it to me, so I wanted to prove
to her I mean all these things I’m saying, it’s not just because I want to get the tag. I
want to get out of prison quicker so I can get my daughter back. And she gave me
that opportunity, so I worked well with her.

Here trust and a belief that change was possible were highlighted as pivotal in change. Given
the high level of adversities faced by the women in our sample, their resistance to engagement with
professional relationships might be expected. However, trust can be fostered by skilled practitioners
which, as this example illustrates, creates a working dynamic between mother and professional.

In the next example, Gina provides a further example of the positive impact of an effective alliance
with a worker who is felt to have the mother’s interests genuinely in mind:

Gina: We had a professionals meeting to decide what was the best way to go andwhether
or not she could come homewith me. . . because it was a high risk given the history,
I was told. Then the social worker was like, well everything has changed, how
is she. . . we can’t. . . you know, how are we supposed to prove that she’s capable
of doing it now unless she’s given a chance? You know, the social worker fought
for me and she was the one that got (child 3) home with me and now I feel good
because we’re one of those success stories now because we went from the most
intense package we could have to no involvement within a year.

For Gina the experience of having a social worker who “fought for me” was profound and clearly
bolstered this mother’s own resolve to be a “success story”. The women’s narratives provide a number
of important messages about the nature of professional relationships that did make the difference. In
accounting for this difference, the women emphasised the importance of respectful communication:

Joanna: Because I had one social worker and she said something and another social worker
said the exact same thing and it’s not what you say it’s how you say it. (It) made a
real difference, yes, treatedme like a human being basically. Itmade a big difference
because I more took it in. I took it on board when you’re talking to me with respect.
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Ruth: My new one, (social worker) she was brilliant and that’s why my attitude started
to change because she was getting me the help I needed, she was giving me the
motivation I needed. She got me skips so I could clear the house and things like
that, so. . . I think she gave me the kick I needed but she was there when I needed
her so if I needed to ask her anything she was always on the other end of the phone
and she’d always ring you back. She was more of a support than my old social
worker definitely. . . She’d give me a list of things she wanted done by a certain day
and I’d do it. I don’t know. If I didn’t get it done, she’d say, well, why haven’t you
done this? There’s no reason for it, go and do it. ..She was straightforward and
honest, and I liked that about her. She was down to earth. She didn’t stick her nose
up at you and make you feel uncomfortable.

In the extract above, Ruth cites both the approach of worker - “she was straightforward and honest”
and the worker’s expectations “she gave me the kick I needed” as important. However, in this extract,
she also highlights the importance of the emotional support offered by the worker: “she was there when
I needed her”. This ‘straight talking with warmth’ was an approach that many women appeared to
value. Finally, she refers to the practical help that she received which gave her the “the motivation I
needed”.

Personal relationships and informal networks of support

Consistent across the interviews were accounts of life-changing positive informal relationships. New
chancemeetings that broughtwomen into contactwithmore positive partnerswho offered supportwere
hugely helpful. In other cases, women described a renewed ability to accept help from existing family
networks. In keeping with the published literature, improved informal social support was critical for
this population of women. For example, a supportive partner could serve as a bridge between women
and professionals, often helping them to engage with services (Laub and Sampson, 1993; Masten, 2001;
Sampson and Laub, 2003). In some cases, as described in the extract from Gemma below, a father
without a negative history with Children’s Services could serve as the primary caregiver for a new-born
infant buying women time to engage with professional assessment and demonstrate change:

Gemma: I’ve not touched a drop since being with him [new partner]. Even when [child
4] got moved. . . I don’t know. It’s just everything that me and [new partner] have
done together has just felt rightmore than anything else than I’ve ever done. . . They
don’t think that I can put my son’s priorities and needs before my own, which is a
pile of shit. Pile of crap. My last fiver I’d rather get him a pack of nappies if he was
on his last nappies than get myself a pack of fags if I was on my last fag. . . But then
they said that [new partner] would be main carer, so there was a glimmer of hope
at the end of the tunnel.

A new more positive personal relationship certainly appeared significant in the women’s accounts
of change but, in addition, new relationships brought a new network of friends and family who also
provided support. Aswe see from these accounts, new adult relationships can help to counter the effects
of early adversities (Rutter, 2012). In the following example, Jane is clear that it is change in her informal
network that has helped her turn her life around:

Jane: Because I live with my boyfriend and his parents, so I’ve got a stable home, I’ve got
a supportive. . . well supportive parents of his and yeah that’s the only thing that
changed really.
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In some cases, a new partner took women physically away from negative relationships implicated
in child removal:

Maddie: Well he’s always had a job since the day Imet him andhewas on hired vans for other
companies and higher pay, hence why we moved here. You know, he got offered
higher pay and yeah, it was the best thing we ever did. . . It was getting me away
from my family, getting me away from my memories. It changed everything. . . It
sort of changed everything and thenmeeting [partner’s] family, seeing how a family
should be. . . we’re always like going for dinner and things like that together. Yeah,
it’s sort of shown me what a family should be like.

Maddie vividly depicts the impact of being integrated into a new family network “showing her what
a family should be like”. However, as well as offering a new network of support, she also highlights
that new relationships helped her to achieve separation from her previous life. This opportunity to
start afresh and move on from damaging relationships for some women was vital. Exiting a violent or
emotionally abusive relationship was cited as critical in a number of the women’s accounts. However,
for some this was brought about through chance circumstances rather than their own actions:

Rachel: Then one Christmas time, he decided to get up andwalk. Andwhen he walked out
of my life, that’s when it all changed.

Rachel had had seven children removed from her care when the father of the children, a violent
and controlling man, finally left the relationship. No longer controlled, this woman felt able to make
different choices, she sought and received support from services and kept her eighth child at home in
her full time care.

Rachel: I’ve worked with Social Services. I’ve worked with [social worker]. . . I’ve worked
with nursery. I’ve gone to groups and everything. But I haven’t got no-one having
a go at me, for doing it, because I still live on my own, and I’m staying on my own.

The departure of men from women’s lives often was a major factor in change. Some men left
women’s lives because they received custodial sentences, others left to form relationships with other
women, whereas others died. Whilst these maybe chance happenings, they do indicate that even for
women who appear powerless within relationships, when circumstances turn in their favour, they can
realise levels of confidence and personal agency, which appear unexpected. Violent and controlling
relationships can serve to block women’s access to services; conversely, escaping such relationships can
prompt women’s re-engagement with professional help.

Maturation: ageing out of risk

As stated in Section 6.1, over three quarters of thewomen interviewedhad their first child in their teenage
years. In this context, it was not surprising that women stated that simply “growing up” led to different
and better choices. Developmental tasks associated with adolescence can conflict with demands of
parenting and often teenage parents succeed because challenges of parenting are buffered through the
support offered by their own parents or wider family. Again, women described considerable insight in
their interview accounts, describing the challenges of competing priorities in their teenage years:
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Becky: When I had my own kids I wanted. . . because I had him from the age of 16, then I
got pregnant (again) at 17, so I never had that teenage life. So, I think, I’m not going
to blame that because it’s my own responsibility for what I did, and now I’ll admit
that it was my own fault, but I don’t think I had managed to be able to go out like
normal people or, you know. . . So I never really had that. And then I got to 17 and
when I got pregnant, I got my own house, and at the beginning I was fine, but then
I started partying. So I wanted the best of both worlds, I wanted the kids as well as
a life.

Becky reflects on her first pregnancy and parenthood at 16 years of age. She says “I started partying”
and “I wanted the best of both worlds”. Carla below similarly illustrates the conflicting emotions she
felt at the time her child was removed. In this extract, she is able to articulate the love she felt for her
child but also to acknowledge her own immaturity which led her to conclude that she wasn’t ready to
care for a baby and leave the mother and baby foster placement:

Carla: I was just really too young. His social worker at the time, I said to her that I think,
you know, it would be better if he was with his dad. That’s what I wanted for him.
I didn’t want him to be adopted or anything. I loved him dearly, and I see him all
the time now. But at the time I felt that I wasn’t ready.

When accounting for the changes in their lives, the women referred to an‘ageing out’ of many of the
problematic behaviours that appeared to plague their adolescence, in particular, alcohol and substance
misuse. However, also of significance was how maturity affected their willingness to engage with
services and accept help and advice:

Gina: I thinkbecause I’d completely changedas aperson. Iwasn’t this immature, stubborn
17 year old not willing to accept help. You know, I’m 27 now, you know, and I
will. . . accepting every help going and, you know, it was nice for it to be offered to
me though and it was nice to say, right, we’ve got these available, we’re going to
throw them your way, see how you go on, it’ll help towards the assessment process,
let’s do it. You know, it’s nice to go, oh thank you. You know, you’re fighting for
my corner.

At the beginning of this section we described how the factors that seemed to be important in
the‘pathways to change’, described within these women’s accounts, should not be seen as mutually
exclusive but rather that they interacted in a number of complex ways. The extract above provides
an illustration of how this young woman’s growing maturity led to her acceptance of the advice and
support she had rejected at 17. Similarly in the account below, Bernie demonstrates the important
interaction of a number of the factors highlighting maturation; motivation following loss; self-efficacy
and engagement with services:

Bernie: But at that time I’d grown up from being that, because what I’d lost was so much,
I’d grown up from it. I’d stopped partying, I felt better in myself even though
I’d lost my kids. I felt like I was building myself up even though [partner] was
trying to drag me back down. And then I was pregnant with [child 4]. I went to
every appointment, even though I knew they could remove him, I went to every
midwife appointment before that, every like scan, everything. So even before they
got involved, there was proven engagement. I went to [ante-natal] groups, I’d never
done that in my life. What else? I went to every group they told me to do. I was in
every time the midwife came round, and Social Services.
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Importantly, this mother attributes her growingmaturity to the impact of losing her children to state
care “becausewhat I’d lost was somuch, I’d grown up from it”. This loss appears then to act as a catalyst
for change and she found a renewed sense of her own self efficacy, which then enabled her to be more
open to the need to engage with services‘.

Access to psychological services

Earlier in this reportwe discussed the difficulties thatmanywomen had accessing psychological services
following treatment recommendations received in court. Similarly we also highlighted the lack of
post-proceedings support available to birth mothers.

Within the group of women who had brought about change, access to psychological help appeared
important in accounting for their journey to change. Whilst the women’s referral routes and treatment
models varied, many women cited such services as helping them achieve change:

Angela: I’m a lot stronger, the counselling helped me cope in a whole different way. . . I
had to have a lot, lot of therapy. . . counselling within the doctor’s surgery in the
end. . . Four times Iwent to the localmental health team, who giveme a few sessions
and discharged me. Even though I tried to commit suicide, they said that I wasn’t
meeting the criteria, which was an out and out joke really. And in the end, the GP
said, “I’ve had enough of this”, I’ll give you counselling within the service. And
I had that for nearly two years. It’s only supposed to be, like, a certain amount of
time but they kept continuing it and continuing it. . . Yeah, because that calmed me
down a lot, my therapy.

Interestingly, in Angela’s account it takes a particular professional to find support for her outside
of the main referral route. In keeping with other women, Angela expresses how the counselling has
helped her to “cope differently”.

Summary

There is an extensive research literature which suggests that individuals react differently to adversity
and that developmental pathways are not set in stone. Positive experiences can lead to turning points
in the life course, disrupting negative trajectories (Kaufman et al., 1994; S. S. Luthar et al., 2000; Masten,
2001; S. S. ( Luthar, 2003; Rutter, 1985; Rutter, 2006; Rutter, 2012). As Rutter (2006) reminds us, positive
adaptation is possible even in the face of adversity, and helps explain some divergence of maternal
pathways in our study. Women’s unique stories provide important insights into the complex interplay
of personal characteristics and external factors that shape the life course and can afford opportunities
for change. Paying close attention to the factors that we have highlighted in this section, in developing
preventative services, may yield positive results, which for somewomen appear currently to occur more
by chance than by design.
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7 Discussion

In this final discussion we summarise the main observations made in the report and make links
with relevant empirical and theoretical literatures. In addition, we consider key policy and practice
recommendations, as well as avenues for future research.

7.1 Recurrent care proceedings and recurrent losses

This study has firmly established that a sizeable number of women return to the family court having
had a child removed from their care in previous proceedings. During the course of this study we have
published findings about the scale of the problem, with an initial estimate published in Broadhurst
et al. (2015a), and an update published in Broadhurst and Bedston (2017). Our estimate is that 1 in 4
womenwill return to the family court in s.31 proceedings whenmeasured over a 7-year period, with the
youngest women at heightened risk. Our most recent analysis indicates that as yet, we are not seeing
any reduction in the proportion of women who experience recurrent proceedings. However, we are
seeing an increase in number of repeat cases over time, as more families are coming before the family
courts. Thus, recurrence is an enduring issue for the family courts in England such that repeat cases
feature routinely in the work of professionals within the family justice system.

In this report was have been able to extend our earlier observations by identifying through manual
case file review that prior to losing a first child through court order, a number of women had also lost
the care of a child to either kin or the State through voluntary agreement (s.20 of the Children Act 1989)
or private arrangement. Thus, an exclusive focus on court ordered removals, underestimates the actual
number of losses that this population of women have experienced.

We are also able to confirm that intervals between proceedings and subsequent pregnancies are
frequently short, which mean that women face the emotional challenge of resolving the removal of their
children, whilst also dealing with a new pregnancy coupled with anxiety about a further child removal.
Short interval, repeat proceedings leave women with little time to evidence their rehabilitation.

Policy and practice challenges

Skilled post removal support is vital in helpingwomen avoid a subsequent pregnancy that falls during or
shortly after a first set of proceedings. New initiatives such as Pause and Positive Choices are expanding,
but policy and legislative change would provide a stronger mandate for mainstream provision of
post-removal support. At present women’s access to intensive help is uneven across the country and
attempts to lobby for change, particularly in relation to care leavers, have stopped short of achieving
formal statutory change.

Future research

Asnational datasetsmature, future research should focusondifferentiatingwomen’s trajectories through
care proceedings. Questions that remain unanswered are as follows:

1. What proportion of women ‘age out’ of recurrence?

2. What proportion of women present with a chronic pattern of recurrence?
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Drawing together the learning from different, new initiatives is vital to ascertain immediate and
longer-term impact on women’s lives and care demand. New initiatives are in their infancy and
hence, approaches to evaluation will also need further careful revision. Follow-up of women beyond
programme involvement is vital.

To-date, in partnership with Cafcass, the Centre for Child and Family Justice Research at Lancaster
University is the only research centre able to monitor recurrence. This situation needs to change, such
that local and national government can routinely monitor this routine problem for the family courts.
In the absence of this capability, it is difficult to see how local agencies in particular can ascertain the
impact of investment in preventative projects.

7.2 Maternal childhoods

Detailed manual review of a sample of court case files has enabled us to build a first picture of women’s
child and adolescent histories. The picture we have gained from interviews with mothers is largely
consistent with observations from our case file review, but provides further detail of the consequences
of very difficult childhoods from women’s perspectives. It is of little surprise that our population of
recurrent women had experienced considerable neglect and maltreatment as children and adolescents.
Of particular importance is that neglect and maltreatment arose, predominantly in the context of the
parental or primary caregiver relationship. Women’s own parent(s) largely failed to protect these
women in childhood because of their own difficulties or they perpetrated maltreatment. Our findings
regarding high rates of sexual abuse are particularly concerning, given the association between child and
adolescent exposure to sexual abuse and unplanned pregnancy as well as further sexual victimization
in adult lives (Briere and Elliott, 2003).

Neglect and maltreatment, coupled with lack of adequate supervision in adolescence pre-disposed
women to secondary victimization from peers and from intimate partners in their adult lives. Thus,
women’s problems started early in life, but were cumulative in nature and clearly impacted very
negatively on their development. Whether we approach our understanding of women’s histories
through percentage counts of instances of harm, or ACE scores, or subjective interview accounts, we
arrive at a picture of multiple and cumulative harms.

Yet, few of the women in either the case file or interview samples had received a formal mental
health diagnosis in childhood or adolescence. This is perhaps unsurprising because children and
adolescents with complex emotional needs all too easily fall through the net of mental health services.
For example, CAMHS, up until very recently, declined referrals concerning children who were not in
settled placements. Given that mental health first emerges for 75% of the population before the age of
18, it appears that for this group of women, mental health difficulties are missed in adolescence, but
uncovered when women are subject to assessment of parenting capacity.

In Section 6.2, we introduced readers to the concept of developmental trauma disorder (DTD)
variously referred to as complex trauma or complex trauma disorder. This body of theoretical work
helps to explain why harms in childhoods can have such profound effects (Broadhurst et al., 2018).
Developmental trauma disorder (DTD) has become the preferred description for capturing enduring
harms in the context of interpersonal dependence. Harms can involve emotional, sexual and physical
abuse, exposure to violence or neglect (D’Andrea et al., 2012). Children typically turn to their primary
caregivers for care when they are afraid, hurt or otherwise in need. Where caregivers are unable to offer
the care and protection that children seek, proponents of DTD argue that children become intolerably
distressed such that they experience their environments as intrinsically unsafe (Bransford and Blizard,
2016). The developmental consequences of enduring exposure to unsafe childhood environments for
children are multiple. Typical consequences for children as they grow up include difficulties with
regulation of emotion, self-perception, attachment and interpersonal relations (Cook et al., 2005; Briere
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et al., 2008). In addition, individuals are vulnerable to chronic problems of low self-esteem, limited
capacity for self-care and forward planning.

DTD also helps explain why children and adolescents can be hard to help. In many ways these
children and adolescents have a hidden disability, an emotional disability that makes engaging in
education and peer relations very difficult. We know that traumatized children often have difficulty
making and maintaining healthy attachments and in trusting adults especially those in a caring role.

Policy and practice challenges

There has been a raft of recent child and adolescent focused policy and guidance (2012 - 2016), but we
are yet to see this translate into the systematic testing of promising interventions.1 The DTD literature
offers promising framework for making sense of difficulties, but also a set of practical tools for both
screening and safety work with children, adolescents and young adults. Children and adolescents will
continue to come to the attention of services or be received into care, once a level of developmental
harm has already taken place, thus investment in the skills of those working directly with children and
adolescents, for example using DTD resources, may yield positive results.

Future research

Drawing together the international evaluative evidence on promising initiatives with children and
adolescentswhohave suffered enduringdevelopmental harm isneeded, to stimulate and informnational
innovation. Given women’s experiences of harm in childhood, this will no doubt impact on their adult
relationships, including with professionals. The challenge for services is how to develop effective
relationship-based support attuned to women’s emotional difficulties, including mistrust of services.
This latter point is a long-standing issue, but as yet insufficiently resolved for frontline social work.

7.3 Care experience and care-specific trauma

Based on findings from the file study and interviews, we can conclude that 40% of our sample of
recurrent mothers had experienced period(s) of formal out-of-home care. In addition a further 14%
were in informal out of home care arrangements. This is the first study that has formally identified
a relationship between care experience and subsequent child removal, albeit based on women with a
recurrent profile. In addition, we have been able to identify the kind of care trajectories that women
have experienced. Typically women entered care as older children, with the majority aged 10+ years.
They moved around in care; between kin, foster care and back home. Residential care is also recorded
as a placement type for a significant percentage (39%). We have also observed that 12% of women
were placed in secure accommodation and 20% experienced further maltreatment in care. Thus, the
care trajectories that we have uncovered evidence unsettled experiences, that we know lead to poor
outcomes. Given our observations above, regarding women’s exposure to harm in childhood, it is of
little surprise that they found it difficult to form positive attachments with substitute caregivers.

Although care can be protective for children and a proportion of children fare better than theywould,
had they not become looked after, for women in this study, care did not appear to avert harm. Indeed,
we might conclude that many women experienced ‘care-specific trauma’ because of their experience of
multiple moves, residential and secure accommodation.

It is also important to stress that half our sample of recurrent mothers, despite recording high ACE
scores, were not received into care, although may have been living apart from their parents with kin or

1Policy and Practice Seminar Lancaster University, July 2016. Slides and further information available from Dr
Jasmine Fledderjohann.
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friends, or were homeless (i.e. they were ‘on the edge of care’). This population is in many respects are
even more challenging at they fall outside the radar of services. They are most likely to be picked up by
police as young runaways or missing from home.

When we compared age at transition to motherhood and timing of first child removal, we found
little difference between those who had been received into care and those who had not. Both groups of
women as adolescents present major challenge to services, as they are currently organised.

Policy and practice challenges

The sensitive use of screening tools designed to identify developmental harm/trauma prior to external
manifestation of difficulties, may lead tomore timely therapeutic workwith these children. It is unlikely
that we will seen any reduction in children coming into care, beyond infancy or primary school years,
which raises questions about howwe differentiate the large cohort of older entrants, such that problems
are intercepted at an earlier point. Women in our recurrent sample evidence high levels of emotional
difficulties, which require a highly skilled therapeutic response. It is likely that this population of
children would struggle to make use of formal timetabled mental health therapy sessions (at least in
the first instance), however, highly skilled relationship based work that addresses attachment issues is
critical. Intensive case-work, that includes substantial outreach work is essential. Much can be learned
from new initiatives such as Pause and Positive Choices.

Future research

Future Research is needed to more clearly establish the relationship between care experience and adult
appearances in the family court. Again, as datasets mature, linking data held by Cafcass, DfE and MoJ
holds out the promise of providing far greater insights into this relationship. Developments underway at
the Ministry of Justice (MoJ) to create better intelligence are very important as is close working between
the MoJ and academic/analytic communities.

Review is needed of how current methods of screening for emotional difficulties in LAC impact
on care plans/intervention (e.g. SDQ). It needs to be established whether or not there are better
methods of screening for trauma/DTD that might be used. Additionally, data held by the police on
runaways/missing children is very useful and could potentially feed into the identification of children
andyoungpeoplewhohave experienceddevelopmental harm. Equally, prospective follow-upof cohorts
of care leavers is needed in order to establish why some young parents do well in parenting their own
children, whereas others see children removed from their care will also be important.

7.4 Reproductive choice and pregnancies

We discovered from interviews with women, that unplanned pregnancy was common. However,
what women meant by ‘unplanned’ required some further unpacking. For some women, problems
of substance misuse were so distracting that contraception was simply not thought about, or reliably
used. For others, non-use reflected broader problems of planning and decision making difficulties.
Childhoods in care appeared associated with an ambivalence towards contraception. A willingness to
have unprotected sex also appeared bound up with an urgency to cement new relationships. For other
women, multiple psychosocial difficulties indicate a more protective role for professionals, particularly
where coercive or violent relationships were implicated in pregnancies.

This population of women typically enters motherhood at a far younger age than the general
population in England. Young motherhood is not uncommon for girls whose lives are characterized by
socio-economic disadvantage, but the proportion of women in our national sample who were pregnant
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as teenagers is striking. In addition, there appear to be drivers of unplanned early pregnancy, which
have more complex psychosocial reasons, than simply limited options in life. Women in our study
were more likely to continue with a pregnancy, than seek a termination. There is limited literature on
this topic, but our study confirms findings from other recent UK-based research (Craine et al., 2014).
Moreover, care-leavers, who have an elevated risk of care proceedings, are more likely to continue the
pregnancy to full-termandpresentwith a secondpregnancy, despite being offered long-acting reversible
contraception. Although we have uncovered high rates of sexual abuse, interviews were not a suitable
forum for further probing the impact of sexual abuse on women’s choice of intimate partners or sexual
behaviour. However, published research evidence would suggest that sexual abuse is linked to later
sexual victimisation (Humphrey and White, 2000; Messman-Moore and Long, 2003) high risk sexual
behaviour and unprotected sex (Fergusson and Lynskey, 1997).

It is very clear is that a pregnancy, which follows removal of another child, is haunted by thememory
of the previous removal. In addition, this subsequent pregnancy cannot be enjoyed because the fear of
further court-action and the loss of the new baby are ever-present.

Yet pregnancy is a window of opportunity, strongly linked to turning points in our interview
sample. Contrary to popular opinion, we found very few cases of active pregnancy concealment, rather
themajority of womenwanted help early in pregnancy. The pre-proceedings process offers a potentially
valuable opportunity to work closely with the mother, but much will depend on the timing of pre-birth
social work involvement, the intensity of service input and support and on the relationship between
the social worker and mother. If involvement only begins in the final trimester of pregnancy and the
recommendation is removal, it may compound distrust of the local authority.

Policy and practice challenges

Professional efforts to support informed reproductive decision making must be highly attuned to
women’s personal biographies and capacities – one size does not fit all. Practitioners need to understand
how both loss but also trauma in the context of interpersonal relationships influences choice of intimate
partners and reproductive decisions. Pre-birth assessment and the statutory child protection conference
need to happen earlier in pregnancy. Based on evidence drawn from court case files, the pre-birth
conference is taking place too close to birth, in many cases.

Future research

There are multiple initiatives emerging and more established, which we have not fully covered in
this report. However, future research needs to establish the impact of the range of new preventative
initiatives such as Pause, Positive Choices, Breaking the Cycle (After Adoption) and Reflect (Wales) and
others, to establish whether women develop greater capacity for self-care beyond their involvement
in intensive interventions, regarding contraception and birth spacing. Equally, the Early FDAC
pregnancy programme, funded initially by the DfE, requires detailed evaluation to establish its impact
on subsequent pregnancies.

7.5 Impact of removal and need for better recognition within mental
health response

In our earlier work we raised questions about the impact of court-ordered child removal on young
women’s developmental journeys (Broadhurst and Mason, 2017). From women’s interview accounts
we are now able to confirm that child removal leads to complex grief responses and for all women in
our sample, a downturn in well-being and return to unhelpful methods of coping. By complex grief
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reactions we refer to responses that are difficult to resolve which in the case of court-ordered removal
of children result from the following:

• Children are psychologically present but physically absent.

• Women may strongly disagree with decisions that resulted in child removal.

• Women’s role as above are restricted, thus, women are unable to find distraction from loss through
work or education.

• Isolation and shame – few opportunities for communal experience.

As stated there is scant literature on court-ordered child removal, the bulk of the literature concerns
relinquishment. In addition, within the published literature there is insufficient reference to the
clinical literature on complex grief responses, which is informative in terms of better understanding
presenting symptoms and therapeutic responses. For example, within DSM-5, the ‘candidate diagnosis’
of persistent complex bereavement disorder – referring to prolonged/unresolved grief that interrupts
daily living is helpful. Overall, however, weneed to see a far better acknowledgement andunderstanding
of the profound effect of child removal onmental health and life chances, withinmainstream social work
and mental health services. The severity of mental health symptomatology as described by women
warrants a far better mainstream mental health response. Typically women could not access mental
health therapies as recommended by experts in care proceedings, whichmay have helped prevent return
to court and fostered better ways of coping.

All of the women in interview described an escalation of problems following child removal. This
included homelessness and housing instability, further interpersonal violence, instances of criminal
behaviour and unplanned repeat pregnancy (Broadhurst and Mason, 2017). Descriptions of suicidal
thoughts were common, and in the majority of cases, women described self-harming behaviours,
typically excessive drinking or drug taking and entering into very negative intimate relationships.
Overall, we need to see a far better acknowledgement and understanding of the profound effect of
child removal on mental health and life chances, within mainstream social work and mental health
services. The severity of mental health symptomatology as described by women indicates warrants
a far better mainstream mental health response. Typically women could not access mental health
therapies as recommended by experts in care proceedings, which may have helped prevent return to
court and fostered better ways of coping. In this context, lack of access to mental health services created
a deep sense of injustice for women because they knew that professionals would require evidence of
improvements in mental health in any future assessment of women’s ability to safely parent

Policy and practice challenges

We would recommend increasing the skills of social workers and mental health professionals working
with women who have lost children to out of home care and adoption, to develop greater awareness of
profound and enduring impact of loss, particularly in context of subsequent pregnancies.

Future research

The evidence base concerning grief and resolution of loss for parents who lose children through court
order requires substantial updating and improvement. Much can be learned from the clinical literature
on complicated and/or traumatic grief responses.
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7.6 Removal at birth

Womenwho experience recurrent care proceedings appear to prompt a swifter response from the courts
in subsequent proceedings. Our data indicates that local authorities and the courts both sanction earlier
removals of babies from mothers, if the mother has appeared in care proceedings before. In addition,
women are more likely to see their children adopted in a second set of proceedings. Thus, for women
caught in a cycle of repeat proceedings, this is a story of multiple losses, often in short succession,
which compound histories of disadvantage. Women’s interview accounts gave very negative accounts
of removal at birth.

Future research

There is a pressing need to establish good practice guidance, which would ensure better planning for
mothers and infants, where babies are removed at birth. This would also provide greater assurances
for professionals in these very challenging practice circumstances. Equally pressing, is a better
understanding of why removals at birth are increasing in number and to compare trends with those in
a range of comparable international contexts. Further research is needed to establish best practice in
reunification mother and infant and infant contact.

7.7 Family justice experience

We have found that women found court processes very difficult to understand and negotiate given
complex rules and language, and formality. Thus, the court process compounded women’s sense of
isolation and injustice. It is also important to note that many women were left feeling that they had not
meaningfully participated in the FJ process.

The further roll out of the FamilyDrug andAlcohol CourtNational Unit that takes a non-adversarial,
problem-solving approach to family justice holds out the promise of helping parents to understand and
develop the necessary skills to avoid repeating unhelpful patterns. In addition, evaluation evidence
is that parents take away a far greater sense of justice having been through FDAC, than standard
proceedings (Harwin et al., 2011).

A significant percentage of women in our recurrent sample appeared as respondents in a first set of
s.31 proceedings, aged less than 20 years. To date we know remarkably little about how courts address
the issue of young motherhood and it is striking how little focused attention young age has received in
the literature on care proceedings. Age per se simply has not been singled out for investigation in the
literature on parental perspectives on the family justice system. However, from interviews, it is plain to
see the serious obstacles that standard care proceedings pose to meaningful participation for this group
of very young parents.

Policy and practice challenges

Investment needs to be made in testing models of problem solving justice. FDAC and alternative US
youth court models that offer a family network approach to court proceedings most likely offer better
alternatives to standard proceedings for young parents.

Future research

There is substantial international evidence that family treatment courts deliver a better experience for
parents (Harwin et al., 2013). It is imperative that work continues to test alternative approaches to public
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law proceedings, that place more emphasis on the family experience, and reduce the adversarial nature
of proceedings

7.8 Turning points

Aproportion of the women interviewedwere caring for a child at the time of the interview (48%) having
made marked changes in their lives. Women self-selected for interview with the support of agencies,
hence our sample may be biased towards those better engaged with services. However these women’s
accounts provide very important illustrations of positive change, despite histories ofmultiple adversities
(Broadhurst andMason, 2014). In addition, another group of women, who did not have children in their
care, also described positive change in regard to recovery from substance misuse, better interpersonal
relationships, employment and education. Given that all the women in the study had experienced
multiple harms and adversities in childhood, the study confirms that ACE scores may be predictive of
poor adult outcomes, but with the right change in circumstances, marked changes in developmental
trajectories are possible (Rutter, 2012).

Women differed in their reactions to court ordered child removal. Although, across the group, an
immediate downturn in functioning was evident, we see divergent longer-term reactions. Some women
were able to bring about change, whereas for others, child removal further entrenched mental health
and other problems.

The common factors associated with positive change, across the women’s accounts, were
combinations of:

• Positive change in intimate partner relationship and wider informal networks.

• Ability to reflect and learn from experience.

• Being offered better professional help and making better use of that help.

• Commitment to children, both those removed from a woman’s care and those in her care.

• A sense of purpose and ability to plan for a different future.

• Access to post-proceedings counselling and/or mental health services.

Intimate partners were frequently central to women’s difficulties and loss of their children, on
account of violence and emotional abuse. However, a supportive intimate partner and connection to a
new and more positive extended family network were equally transformative.

For all the women who demonstrated positive turning points, learning from experience was also
critical in their journeys towards recovery. From our population-level data, we observed that risk of
return to court as a respondent in care proceedings reduced with age. A reduction in risk is evident
from the age of 25 years, dropping again after the age of 30. This cannot be attributed to a drop in
fertility but does suggest that maturation plays a part in reducing the risk of recurrence. In interview,
women themselves indicated that they had learned from experience and with maturity, gained insight
into partner and lifestyle choices that were damaging.

Relationships are at the heart of help seeking and help giving. For all the reasons above, this
population of women may present as hard to help. However, it was clear that a percentage of
professionals were able to foster trust and engagement where others had failed. This can be attributed
to the skills of the worker who is attuned to women’s emotional needs, but also to timing. Some women
demonstrated resilience to child removal and a greaterwillingness to receive and respond to professional
help with maturity. Women themselves reported a change in how they perceived help over time, on
account of both changing personal circumstances but also skilled and sensitive professional help.
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Women consistently described a keen sense of the presence of their children, and an enduring
maternal identity, despite their physical absence. Wanting to ‘do better’ for their children was a very
powerful driver for change. In addition, subsequent pregnancies acted as a powerful catalyst for change.

Policy and practice challenges

The group of women within our interview sample who had brought about positive change following
great adversity andmultiple losses of children, provide evidence that change is possible. Often changes
in circumstances, such as meeting a new partner, or a change in worker were transformative for women.
However, internal psychological shifts also appear key. Our interviews would suggest that access
to psychological services for some was critical, but for others an attuned, supportive professional or
personal relationship appeared to spark the necessary change. Our findings clearly confirmobservations
from a wealth of international that the following ingredients are critical in promoting change: (a)
consistent relationship-based help, (b) informal support, and (c) learning from experience. In addition,
interview accounts highlight the importance of harnessing women’s commitment to their children, to
improve contact with children in care. Responding to an impetus for change that a new pregnancy
can bring is vital. A greater awareness within services of these factors and further efforts to create
the conditions for practitioners to deliver consistent and longer-term support to women with complex
difficulties, would mean that intervention has more chance of improving lives.

Future research

As stated above, as national datasets mature, we will be able to test out hypothesis that a percentage of
women ‘age out of’ recurrence. New preventative initiatives are collecting a wealth of data regarding
turning points, which needs to be effectively used, where women consent, to substantiate observations
regarding factors that prompt positive change.

7.9 Outcomes for children

The primary focus of this project was women. However, we have been able to draw some important
observations regarding children, not least that many infants born into this cycle are born into care
(removed at birth). We also noted that a high percentage of children appeared to record different
permanency outcomes from their siblings at index proceedings (49.1%) and at first repeat this increased
to 69.2%.

Regarding health outcomes, infants born into a recurrent cycle appear to experience poorer health
outcomes than infants in the general population – they are at heightened risk of pre-term birth, being
admitted to Special Care Baby Units at birth and 18.4% are affected by mother’s substance misuse.
However, we also noted that for a high percentage of infants, no developmental problemswere recorded
at birth.

Policy and practice challenges

Where women give birth to multiple children it is highly likely that large sibling groups are split across
permanency placements. This provides a child-centred warrant for tackling recurrent proceedings.

The health profiles of infants, based on our limited data, again underscore the importance of
post-proceedings support formothers, and timely support in subsequent pregnancies to reducematernal
anxiety and maximise maternal and fetal health.
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Future research

We have made best use of available data to being to uncover health profile, but further research is need
to gain a better picture of both health and permanency outcomes. It appears from the limited data on
file, that for a large percentage of babies, no developmental difficulties are recorded at birth.

To date, we know little of how infants ‘born into care’, fare over time regarding permanency
placements, sibling contact or reunification. Given that removal at birth is pre-emptive and raises
human rights questions regarding the child’s right to family life, this omission needs to be addressed.

7.10 Conclusion

Given the evidence of widespread innovation on the part of practice agencies to help prevent recurrent
proceedings, it appears that the case has beenmade that recurrence is amajor national issue for England,
which must be tackled if care demand is to be reduced. In addition, it is heartening that innovation
is also driven by an ethical imperative to help women, their children and wider networks avoid the
distress caused by recurrent care proceedings. Our work has now stimulated a related programme
of work, not just in the UK, but also in Australia. New studies will yield valuable research evidence,
addressing questions that we have been unable to answer, or will shed light on recurrence in comparable
jurisdictions. However, more immediate work needs to be done, as at present, because women’s access
to intensive therapeutic help is uneven across England. Efforts on the part of the Family Rights Group
(FRG) have made some progress towards making the case for change to primary legislation, but have
fallen short of achieving this. However, in response to campaigning by FRG, Edward Timpson (former
Minister of State for Children and Families) stated that changes would be made to practice guidance
regarding care leavers to ensure post removal support.2

Moving forward investment needs to be made in robust evaluation of preventative programmes in
order to make the case for and ensure the wider roll out of best practice. Alongside this, investment
must be made in ensuring that local authorities and the courts collect the necessary data to ensure that
recurrence, which is a routine feature of the family justice system, can be identified and measured. The
lack of national intelligence regarding women in the family justice system becomes all the more clear
when we compare the readily available national data regarding women in the criminal justice system.3
With marginal costs, the inclusion of additional variables to datasets collected by local authorities and
the courts (and in turn DfE and MoJ), would enable recurrence to be monitored at a national level. As
data on the national family justice systemmatures, it will become increasingly valuable but only if there
is: (a) a willingness on the part of government departments to ensure revision of national indictors and
(b) an increase in analytic capability.

An overarching message from birth mothers, but also from our detailed review of case files, is
that relationships matter. This statement is not new, but needs to be re-stated because as yet, our
public services do not sufficiently provide the conditions for workers to offer bridging relationships
that afford the kind of continuity and consistency that will bring about change. Where parents,
and indeed children within child welfare services, are isolated and disconnected from nurturing and

2David Burrowes, Conservative MP for Enfield Southgate, proposed an amendment to the Children and Social
Work Bill during its passage through parliament in 2016-2017. It applied specifically to the provision of therapeutic
support for care leavers who subsequently have children removed from their care. Whilst no change to primary
legislation was agreed the (then) Minister of State for Children and Families, Edward Timpson, did agree to an
amendment to local authority statutory guidance on care planning.

3The lack of intelligence regarding women in the FJS becomes all the more obvious, when we consider national
data regarding women in the criminal justice system. For example, reconviction rates regarding women in prison
are calculated annually by MOJ, together with offender profiling and cost data. Yet, the prison population of
women is smaller (n=4,020 at 2017 in England and Wales) and forms only a very small percentage of overall prison
population (5%).
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supportive relationships, difficulties will persist or worsen, as we have shown in this study. Again,
much can be learned from new preventative solutions such as Pause and Positive Choices. These
are demonstrating alternative ways of reaching this population of women, where mainstream services
report ‘non-engagement’.

This study has, for the first time, clearly identified an association between unsettled pathways
through care, characterised by multiple moves, and subsequent adult appearances in the family justice
system. This is both a deeply concerning finding, but is not surprising given the wealth of international
literature which indicates that serious childhood harm and adversity are predictive of attachment
difficulties and placement instability. Given that the largest percentage of the cohort of recurrent
mothers in our sample entered care at the aged 10 years or older, this raises the question of how we
might identify these women far earlier in their lives and intervene before further problems arise. Again,
there is a wealth of international literature, which indicates the value of the ACE methodology and
accompanying screening tools for frontline practice with children and adolescents. In addition, there is
a burgeoning literature on trauma-informed practice, which could be better applied to children entering
care (Murphy et al., 2017).

In cases of recurrent proceedings, 60% of care proceedings are issued within 4 weeks of birth. This
is the first UK study to use finer infant sub-populations to arrive at a clearer picture of infant removal
practices. The removal of an infant from his or her mother close to birth is a very serious form of
pre-emptive action, which of course, raises questions of whether state action is proportionate or fair.
Nevertheless, some circumstances will mean the infants cannot be safely cared for by their mothers
following birth. Work to establish best and humane practice in these difficult circumstances is urgently
needed to ensure professionals work in partnership with mothers as far as possible and that clear
pre-birth plans are in place at a timely point. Birth mothers’ first person accounts provide important
insights into how the distress associated with this particular form of child removal might be reduced.
Our work demonstrates that birth mothers who experience recurrent care proceedings are willing to be
involved in service development.4

As we have seen in this study, pregnancy can also be a window of opportunity, but as yet we know
very little about how local authorities make use of this window in their work with recurrent mothers.
Evidence from this study is that the pre-birth conference is often held close to an infant’s birth, which
raises questions about why local authorities are not consistently responding early in pregnancy, given
we know that pregnancy can be a powerful motivator for change. Initiatives such as the pregnancy
pathway that has been piloted by the Family Drug and Alcohol Court National Unit5 (Early FDAC),
require detailed evaluation to establish programme impact.

Finally, evidence of turning points in the face of adversity indicates that although ACE is predictive
of poor adult outcomes, ACE scores do not determine adult outcomes. This is an important distinction
and has been made by leading scholars such as Michael Rutter in his work on resilience (Rutter, 2012).
In this study we have described the common factors that are associated with positive turning points
andwhich resonate with an accumulated body of knowledge that provides similar messages (Collishaw
et al., 2007; Bonanno and Mancini, 2008). Our work, together with the broader relevant literature,
provides a clear steer for those who wish to help women bring about positive change.

4This study has produced a short film in collaboration with birth mothers in which they provided rich insights
into their positive turning points in their lives. In addition, women have helped to design a new preventative
pathway within the Family Drug and Alcohol Court (FDAC) aimed to help pregnant women who have had a child
removed from their care previously.

5FDAC National Unit: http://fdac.org.uk/

http://fdac.org.uk/
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Appendix A. Study methodology

A.1 Overview and research questions

A mixed methods study was carried out between 2014 and 2017, focused on birth mothers and their
children in care proceedings under s.31 of the Children Act 1989. Building on a feasibility study
completed in 2013-2014, the study aimed to provide the first national picture of the scale and pattern of
recurrent care proceedings in England based on population-level data, derived from national records
held by the Children and Family Court Advisory and Support Services (Cafcass). The study also sought
to understand the factors or processes associated with a woman returning to court and the implications
for her children, through interviews with birth mothers and detailed reading of a representative sample
of court files. With this in mind, the following research questions framed the study:

1. What is the scale and pattern of recurrent care proceedings nationally and what is the profile of
birth mothers involved in this cycle?

2. Is it possible to differentiate the population of birth mothers caught in a cycle of recurrent care
proceedings and what are the implications for intervention?

3. How can a dynamic understanding of risk and protective factors and processes over time, inform
the development of preventative services?

4. Where mothers exhibit recovery of parenting capacity, how is this achieved?

5. How might reproductive health services be delivered differently to intercept a cycle of repeat
pregnancy and recurrent care proceedings?

6. What are the implications for children, fathers and kin networks of recurrent care proceedings?

The study comprised three main elements:

• Element A: extraction and secondary analysis of quantitative data from routine administrative
court records concerning approximately 65,000 birth mothers.

• Element B: 72 qualitative interviewswithwomenwhohad experienced repeat removal of children.

• Element C: detailed review of court files concerning 354 women in recurrent care proceedings.

Each element is described to include an outline of data sources, methods of data collection and
analysis.

A.2 Legal and ethical aspects

Approval for the study was granted by the President of the Family Division, the Cafcass Research
Governance Committee, participating local authorities and Lancaster University. Regarding data drawn
from electronic records held by Cafcass, a System Level Security Policy (SLSP) was drawn up by the
University for the purposes of the project to agree the requirements of safe extraction and storage of
de-identified data. In accordance with guidance from Meystre et al. (2014), data was processed and
de-identified on the Cafcass system. De-identified data was then securely transferred to and stored
at Lancaster University, according to the separation principle which is deemed best practice for the
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storage of sensitive data (NSS, 2017). Datasets were stored within an access-restricted data share on the
university networked storage, compliantwith theUK1998Data ProtectionAct. Where de-identifieddata
files were downloaded to approved laptops for analysis, these laptops were encrypted at disk-level and
data-sets were returned to the share immediately after scheduled analysis. In 2017, our population-level
data extract was updated via Cafcass and request for this update were approved by Lancaster University
and by the Cafcass Research Governance Board. The same restrictions on use, outputs and data sharing
were agreed. All members of the research team received updated training in data protection, were
mindful of the data subject’s rights throughout the life cycle of the project and obtained enhanced
clearance from the Disclosure and Barring Service (DBS).

Regarding the qualitative interviews, birth mothers clearly present as a vulnerable population
and their involvement in this project required careful consideration. Mothers were approached via
7 collaborating local authorities who were well placed to ensure potential participants had sufficient
capacity to understand the implications of their involvement. Protocols with participating agencieswere
established to enable an effective response to women’s distress or disclosure. Written informed consent
was sought from all participants underpinned by principles of voluntarism (BSA, 2002). Birth mothers
were provided with £20 high street voucher as a thank-you and all travel expenses covered.

Regarding Element C, the case file study, permissions to access the court records were sought from
the Her Majesty’s Court and Tribunal Service (HMCTS). Details about the study were submitted to the
HMCTSDataAccess Panel and clearance subsequently granted. In addition, all members of the research
team accessing the files were required to sign an HMCTS Privileged Access Agreement (PAA) and to
submit an advanced disclosure and barring service check certificate (Advanced DBS).

A.3 Role of the advisory board

The project timetable was planned to enable active engagement of the advisory group throughout the
project’s life cycle through formal face-to-face meetings and though ad-hoc consultation. The advisory
board was invited to comment on all project outputs, including this final report.
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A.4 Element A: population-level court administrative records

Element A of the study aimed to establish the scale and pattern of recurrent care proceedings, using
population-level data (Research Questions 1 and 2). The source of data for Element Awas the electronic
case management system (ECMS) maintained by Cafcass, a national, administrative, electronic case
management system. Cafcass records information regarding all applications made to the family court
under s.31 of the CA 1989, making ECMS an invaluable resource for population-level analyses. Data
covers all 40 DFJ areas, 254 courts, and 152 local authorities.

A feasibility study was initially completed which identified the research potential of the Cafcass
ECMS.Thiswork found that therewas a large amountofmissingdata regarding individuals’ background
details, such as ethnicity and disability, but details such as date of birth and gender were much more
reliably recorded. Additionally, details related to the court proceedings, such as application start and
end dates, type of application, and the children and adults involved was muchmore routinely collected.
Also routinely recorded was the local authority in which applications were issued, as well as the court
and DFJ in which the case was being heard. Legal outcomes for each child were also routinely present in
the ECMS. In Appendix B is an annual summary of proceedings from years ending March 31st 2010/11
through to 2015/16.

A.4.1 Sample criteria

In order to begin working with the ECMS, we had to define who and what we were interested in. Since
the purpose of this study was to analyse birth mothers in recurrent care proceedings, the main unit of
analysis was the mother herself, with her journey through the family justice system being a sequence of
s.31 proceedings concerning her children over time. Given this, in order to be included in the sample,
all three of the following criteria had to be satisfied:

1. The person was an adult female party to proceedings.

2. The proceedings had to contain at least one s.31 application.

3. She is the birth mother to at least one of the children subject to the application.

We were limited to proceedings which started between the years 2007/08 through to 2015/16, as
reliable electronic data were not available before 2007/08. Having identified women according to these
criteria, we then retrieved information regarding the case and all the adults and children involved, as
described in the following section.

A.4.2 Data transformation

Records within the ECMS are stored in a relational database. Thus, with the appropriate permissions
and ethical clearance in place, members of the research team were able to manipulate the ECMS using
SQL (Standard Query Language) to create a data structure that was more suited to the research aims of
the study.

Extraction and transformation of the data enabled the research team to work with far larger samples
thanwould have been possible if manual reading of case files was required. Figure A.1 shows a diagram
of the general structure of the ECMS. In the diagram, each rectangle is a table in the database, with the
arrows representing the direction of a one-to-many relationship. What this shows is that the highest
unit in the structure is the case, everything is associated with a case in one form or another, and each
case has one local authority associated with it. The main purpose of a case is that it contains at least one
application, and on that application are a number of people; adults and child as parties and subjects of
the application, this information is recorded in the application and person on application tables respectively.
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Actual details about the person, such as gender and date of birth, are stored in the person table. The
parental relationships between the adults and children are recorded in the person relationship table. Over
time, we would expect a case to have one or more hearings, these are recorded in the hearing table with
a link back to the associated case, and similarly we would expect legal outputs to be generated though
these are directly associated with an individual on the application as well as the case.

Case

Application

Person on
Application

Person

Person
Relationship

Local
Authority

Legal Output

Hearing

Figure A.1: Summary of the relational structure of the main data tables in the ECMS. The
direction of the arrows represents the one-to-many relationship between two tables.

Working with the ECMS database, the main steps for transforming the source data tables to produce
the data table structure for our research as shown in Figure A.2 were:

• Separate out the list of people on an application into twogroups; adults and children, and associate
them directly with the case, rather than the application. Thus, creating two new tables; case child,
and case adult.

• Aggregate the s.31 applications involved in a case to create application summary measures at the
case-level. For example, ‘first application start date’ and ‘first application type’.

• For the children involved in a case, identify the final legal outcome, and the associated hearing in
which that was made.

• Create a new table, case adult child, mapping the known relationships between all adults and
children on a given case.

Part of the transformation process was to also bring in information that was being stored in lookup
tables such as the name of local authority, and names of legal outcomes into the main tables themselves.
The full variable list of the information we stored in the data tables shown in Figure A.2 is described in
Table A.1, along with the percentage of missing values.

A.4.3 Variable list
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Case

Case Child Legal OutputCase Adult

Case Adult-Child
Relationship

Figure A.2: Summary of the tables and their relationships generated by the research team from
the source ECMS. The direction of the arrows represents the one-to-many relationship between
two tables.

Table A.1: Transformed data tables and variables sourced and derived from the Cafcass ECMS
for use in Element A.

Table name Percent
Variable name Type missing Description

case
case_file_id int 0.0 Unique system ID given to each case

file.
case_file_status text 0.0 System status for case; open or closed.
date_closed date 3.8 Date case was closed by Cafcass.
is_consolidated int 0.1 Derived variable from ‘consolidated’

legal output associated with case file.
law_type text 0.0 Case heard under public or private law.
local_authority text 0.0 Name of applicant local authority.
court text 0.0 Name of court in which the case is

being heard.
circuit text 0.1 Circuit region of the court.
dfj_area text 0.1 DFJ area of the court.
first_app_date date 0.0 Date first s.31 application submitted.
first_app_type text 0.0 Type of first s.31 application (care or

supervision).
has_app_s31_care int 0.0 Indicator if case contains any

application for a care order under
s.31.

has_app_s31_supervision int 0.0 Indicator if case contains any
application for a supervision order
under s.31.

final_hearing_date date 3.8 Date when final order was made.
has_final_legal_outcome int 8.0 Indicator that at least one child has a

final legal outcome.
child_count int 0.1 Number of unique children subject to

all applications for a case.
consolidated_child_count int 0.0 Number of children who have been

consolidated from another case.
case_adult_count int 0.3 Number of unique adults party to all

applications for a case.
has_case_mother int 0.1 Indicator if any parties are the birth

mother to at least one child.
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Table A.1: Transformed data tables and variables sourced and derived from the Cafcass ECMS
for use in Element A (continued).

Table name Percent
Variable name Type missing Description

has_case_father int 0.1 Indicator if any parties are the birth
father to at least one child.

has_new_child int 0.1 Indicator if for any child it is their first
case.

age_youngest_child decimal 0.1 Derived from child’s dob and
first_app_date.

case_child
case_file_id int 0.0 System ID for case.
child_id int 0.0 System ID for child.
gender text 0.0 Male or female.
dob date 0.0 Date of birth.
ethnicity text 74.6 ONS ethnicity group.
has_case_relationship int 0.0 Indicator if an adult party to the case

has a family-relation to this child.
has_case_mother int 0.0 Child has birth mother party to the

case.
has_case_stepmother int 0.0 Child has stepmother party to the case.
has_case_father int 0.0 Child has birth father party to the case.
has_case_stepfather int 0.0 Child has step father party to the case.
case_start_age decimal 0.0 Age of child at start of case.
case_closed_age decimal 4.2 Age of child when case is closed.
has_app_s31_care int 0.0 Child is subject to an application for a

care order.
has_app_s31_supervision int 0.0 Child is subject to an application for a

supervision order.
has_final_outcome int 0.0 Child has a final legal outcome for this

case.
final_outcomes text 8.6 Concatenated string of all final

outcomes received.
has_consolidated_outcome int 8.6 Is final outcome ’consolidated’

case_adult
case_file_id int 0.0 System ID for case.
adult_id int 0.0 System ID for adult
gender text 0.6 Male or female.
dob date 15.6 Date of birth.
ethnicity text 78.4 ONS ethnicity group.
has_case_relationship int 0.0 Indicator if an adult party to the case

has a family-relation to this child.
is_case_mother int 0.0 Adult is birth mother to a child on the

case.
is_case_stepmother int 0.0 Adult is step mother to a child on the

case.
is_case_father int 0.0 Adult is birth father to a child on the

case.
is_case_stepfather int 0.0 Adult is birth step father to a child on

the case.
parent_child_count int 20.1 Number of children in which adult is

birth parent.
parent_consolidated_child_count int 20.1 Number of children from consolidated

case in which adult is birth parent.
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Table A.1: Transformed data tables and variables sourced and derived from the Cafcass ECMS
for use in Element A (continued).

Table name Percent
Variable name Type missing Description

is_parent_w_new_child int 20.1 Adult is a parent appearing with a new
child.

parent_new_child_count int 20.1 Number of new children.
case_start_age decimal 15.6 Age of adult at the start of the case.
case_closed_age decimal 19.0 Age of adult at the end of the case.
is_on_consolidated_case int 0.0 This case as been consolidated into

another case.

case_adult_child
case_file_id int 0.0 System ID for case.
adult_id int 0.0 System ID for adult.
child_id int 0.0 System ID for child.
case_adult_role text 29.1 Family-relational role of the adult to the

child.

A.4.4 Data cleaning

There were three main tasks in processing the data beyond restructuring the tables as described above;
(a) deriving time variables, such as fiscal years, ages and durations, (b) deriving all indicators, such
as whether or not a birth father is present on a case, and (c) summarising the legal outputs. The first
two are self-explanatory and the number of time variables and indicators can be seen in Table A.1, but
the way in which we rationalised the legal order data requires some explanation. First, we checked
the frequency of each legal output recorded by Cafcass, as well as the combinations of outcomes per
child. From this, the following ranked groupings were created to reduce the amount of legal output
information and to identify what we would consider to be the final legal output for the child:

Group 1: Order of No Order (ONO) / Order refused/ App dismissed / Application refused

Group 2: Supervision Order (SO) / Family Assistance Order (FAO)

Group 3: Special Guardianship (SG) / Residence Order (RO) / Child Arrangement Order (CAO)

Group 4: Care Order (CO) / Secure Accommodation Order (SAO)

Group 5: Placement Order (PO) / Adoption Order (AO)

Group 6: Consolidation

If the combinations of outcomes assigned to a child fall into a number of the groups, then we assigned
the group which indicated the highest level of intervention given the outcomes. For example, if a child
was recorded as having both a supervision order and placement order, this child would be recorded has
a having a Group 5 outcome; ‘Placement Order (PO) / Adoption Order (AO)’.
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A.5 Element B: interviews with birth mothers

Qualitative research is particularly useful in exploring situations and phenomena about which little is
known. Women’s first person accounts were seen as critical to understanding the reasons why women
returned to court and in particular, the window between proceedings. After proceedings women
frequently disappear from the gaze of services until a further pregnancy is notified, hence women’s first
person accounts are essential to understanding women’s experiences beyond court-ordered removal
of their children, their self-help strategies and the role of informal networks in women’s lives at this
juncture. As Joan Hunt (2010) described from a comprehensive review of the literature, there are
“glaring gaps” in research on parental perspectives on the family justice system, and very little data on
the experiences of parents in public law cases after proceedings have ended. The research teamwas also
interested in women’s accounts of pregnancy, whether or not they were planned and how child removal
impacted on subsequent pregnancies. Published studies suggest that male coercion can play a part in
repeat pregnancy, so we wanted to hear from women how intimate relationships were described and
whether coercion or other factors played a part in repeat appearances in the family court. A proportion
of the women that were interviewed had brought about significant positive change and some were now
caring full time for one or more children. We anticipated that women’s first person accounts would help
us to better understand the critical ingredients in positive change in women’s lives.

A.5.1 Recruitment

Themain study was preceded by a pilot study funded by one local authority in 2015 in which 26 women
were interviewed. Following the confirmation of our Nuffield funded study an additional 46 women
were interviewed from 6 other Local Authority sites. The additional six sites were selected on the basis
of their varied demographic profiles, with the aim of achieving ‘maximum variation’ in the population
recruited (Ritchie and J. Lewis, 2003). All 7 Local Authorities who participated in the study played a
vital role in engaging birthmothers in the research. Both the 26 interviews undertaken in the pilot phase
and the 46 women in the main phase of the study were included for final analysis giving a total sample
of 72.

A.5.2 Sampling

A flexible target was set for sample size, with the overall aim of achieving thematic saturation (Guest et
al., 2006). Following interviews with 26 mothers in the Midlands, a further 36 women were interviewed
in London and the NorthWest. This number exceeded the original target of 50 women, but the decision
was taken that women would not be turned away if they volunteered for the study. Thus, the final
sample size makes this one of largest qualitative studies of birth mothers in care proceedings (Hunt,
2010).

Mothers were recruited across age groups, from different ethnic groups and with different service
histories (see Table 6.1). Summary demographics and service profiles are presented to make any bias in
the sample transparent.

Element C provided a way of appraising the final sample achieved, through comparison with the
profile of mothers captured as part of the court case file reading. A purposive approach to sampling
was taken based on the following inclusion criteria: the mother had experienced two or more sets of
care proceedings (or one consolidated set of proceedings involving 2 or more children).

A total sample of 72 women were interviewed. Whilst all the women had experienced the removal
of their children through court-order, it came to light in interview that some had additional children
placed out of their care through formal or informal arrangements with kin, through s.20 agreements
and through private proceedings which did not start with care proceedings. Bainham (2013) claimed
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that conceptualizing public and private law cases as distinct is problematic. In profiling women’s
pathways to ‘repeat removals’, although children were predominantly through court-order in public
law proceedings, women’s lived experience of multiple losses of children was more complex than
indicated in the CAFCASS dataset.

A.5.3 Support for participation, consent, and incentives

Women were initially identified and approached via a known and trusted professional (most often a
professional from children’s social care services) who, using their own records, identified birth mothers
who met the inclusion criteria. Subsequently the professional made contact, shared information
regarding the project and gained initial consent for participation. Participation was underpinned
by principles of voluntarism (British Sociological Association, 2017) and prior to interview protocols
pertaining to confidentiality, anonymity and data protection were fully explained. The mother’s signed
consent was sought to allow the researchers to audio record the interviews using an encrypted audio
device.

All interviews were conducted in a private room in either a local authority or partner organisation’s
premises. The venue was negotiated with the mother in advance to ensure that her wishes were taken
into account. Transport to and from the interview was provided by a family support worker or where
this was not required all transport costs incurred were reimbursed at the interview. In addition every
woman was offered a £20 high street voucher as recognition of the time given up to take part in the
interview.

A.5.4 Semi-structured interviews

The interviews were semi-structured around key topics (see Appendix A.5.7 for interview schedule).
The loosely structured design of the interview aimed to capture the prominence that mothers gave to
certain risk and protective factors or experiences, and to capture how mothers accounted for enduing
difficulties and turning points over time. The interviewswere seen as a process of “open ended inquiry”
(Charmaz, 2006) and allowed themothers to have control over the telling of their stories. The interviewer
aimed to use questions which prompted the mother’s own reflection on her journey into, through and
beyond Children’s Services and the Family Court. Thus the researcher aimed to allow the space for the
interviewee to tell their story without preconceiving the content, rather taking the role as “empathetic
witness” to the mothers telling of her story (Priya, 2010). As a result, some mothers inevitably gave
more information than others and made choices about how much they felt able to disclose. Whilst
the interviews varied in length (12 to 177 minutes), they were typically in the region of 90 minutes.
Permission was sought to audio-record interviews and all interviews were transcribed verbatim and
uploaded to the software package NVivo for secure data storage and analysis. On completion of each
interview the interviewer made field notes. The notes included both an overview of the content but
also the interviewees’ reflections and impressions. A summary overview document was also created for
each interview. The summary, field notes and transcripts were also uploaded to the software package
NVivo. In two cases the quality of the recording resulted in full transcription being impossible and
therefore field notes were relied upon for coding.

A.5.5 Questionnaire

Following the interview, a questionnaire was administered to all women verbally by the researcher and
the answers recorded in a pre-built Access database. The purpose being to ensure that details regarding
certain key experiences were consistently captured. The addition of a questionnaire was felt to minimise
the possibility of under-reporting of presenting issues. To ensure unnecessary duplication, where the
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interview had already clearly covered the question then the researcher omitted it from the questionnaire.
The questionnaire data was securely stored and analysed separately.

A.5.6 Data analysis

Following transcription and de-identification, all transcripts were uploaded to the software package
NVivo v10, and later v11, for analysis (QSR International Pty Ltd, 2015). Attribution codes were
assigned to allow for differentiation between sites.

Following several readings of the transcripts a thematic analysis was undertaken. Whilst part of a
broader mixed methods study, in analysing the interviews the team wanted to ensure that an inductive
approach was taken to and that any new insights into the issue was constructed from the interview data
rather than a preconceived deductive hypothesis being applied Charmaz (2006). This approach enabled
the team to make analytic sense of the women’s accounts of their journeys into and out of services and
in particular to shine a light into the hitherto unexplored space between proceedings. Coding and data
collection occurred simultaneously with each interview initially coded as soon as possible following
the interview. Following several readings of each transcript a first round of coding was undertaken
and a series of descriptive codes applied which summarised key content. Simultaneous coding was
also employed as deemed necessary. Analytic memos were kept on potential emerging themes and
informed later analysis. Initial coding generated a large number of initial codes. These were compared
and differences and similarities sought between them. A subsequent round of more focused coding was
undertaken in which condensing and merging of initial codes led to the development of what was felt
to be particularly salient themes.

In addition to the analysis of the transcriptions, the questionnaire data was also analysed
quantitatively. The creation of a Microsoft Access database allowed frequency and cross-tabulations
to be performed. Table 6.1 provides a summary of the findings regarding the profile of the women
interviewed. This was used to inform the development of the data capture tool for the court case file
reading (ElementC). Following collection andanalysis of ElementC, significant differences indescriptive
statistics between the two elements were at the 1% level. This was to determine whether those who
participated in the interviews were typical or atypical when compared to those in Element C.

A.5.7 Semi-structured interview schedule

1. Could you tell me, from your perspective, what led to the Local Authority removing your first
child from your care? (Probe history including childhood)

2. What services or support were you offered to help you prior to the decision to take care
proceedings?

3. What was your experience of these services? Did they make a difference? If not, why not?

4. What was the impact of having your child removed from your care?

5. Did you seek or were you offered any support to help you cope with the loss of your child?

6. Can you tell me what happened leading up to your second / subsequent pregnancies?

7. How did you feel about being pregnant again?

8. What support or services did you access during this pregnancy?

9. At what point did CSC become involved?

10. What was your experience of the assessment process?

11. What services or support did you access following birth of your second/subsequent child(ren)?
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12. Looking back now, do you think that there was anything missing in terms of support or services
either before care proceedings or after care proceedings?

13. How do you envisage your future?

14. If been positive change probe key turning points.

A.6 Element C: case file study

This third element of the study involved an in-depth, retrospective review of court files. Time aim
of this element of the study was to fill gaps in our understanding of the profile of mothers, based on
a representative sample of court files. The scope of this element of the study was far reaching and
ambitious in that the team aimed to gain information pertaining to:

• Maternal histories regarding childhood issues and key events.

• Maternal issues as index and first repeat proceedings.

• Concerns relating to the children.

• Outcomes for the children.

This case file study differed from leading research studies in the field that also offer profiling data
(Hunt et al., 1999; Masson et al., 2008) in two distinct ways. Firstly the data tool was built around the
mother rather than an index child and secondly we aimed to capture a dynamic perspective of maternal
trajectories by linking maternal childhood and multiple sets of proceedings.

Court case files are a very good source of profiling data, as they contain a volume of records
documenting local authority and court activity. Although there was considerable variation in the
amount and level of detail available in each file (see limitations) given the broad scope of this study, the
court filewas deemed to be the best source for the range of informationwe required. Thus an application
was made to HMCTS to access the court files pertaining to all proceedings linked to each mother within
the identified sample across the five DfJ areas. An electronic data-capture tool was designed by the team
which was used to record the detailed data.
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A.6.1 Data capture tool

In order to aid in the collection of information from the case files, a database-powered data capture
tool was built. Given the scope and complexity of the information being sought the tool was comprised
three distinct recording levels relating to themother; her background, her proceedings, and her children.
Detailed information was collected within each level as outlined in Table A.2.

Table A.2: Summary of the type of information collected as part of the case file reading.

Level Category Subcategory

Mother’s background
Childhood issues

Neglect
Emotional abuse
Physical abuse
Sexual abuse
Mental health
Informal out-of-home care and Looked After
Mother’s parents issues
Contact with services
Medical diagnoses and disabilities

Motherhood
Number of children removed
Number of children never removed
Number of children returned / rehabilitated

Criminal history
Nature of the activity (violent, theft, child-related, drug-related)
Prison term
Schedule 1 offence

Mother’s proceedings
Mother’s presenting issues

Substance misuse
Domestic abuse
Mental health problems

Mother’s previous and/or current partner
Ethnicity and immigration status
Currently considered a risk or protective factor.
Father to at least one of mother’s children
Ever previously implicated in child harm or maltreatment

Local authority concerns and triggers
16 mother-related issues (e.g. mental health, substance misuse, homeless)
9 child-related issues (e.g. mental health, abuse, neglect)
4 household-related issues (e.g. risky adults, substance misuse)

Child outcomes
Legal status, from and to
Placement type, from and to
Level of contact with mother, from and to
Placed with siblings

s.20 breakdown
If case is escalating from a s.20 agreement what are the concerns and

triggers for this
Child’s adverse experiences

Emotional abuse
Physical abuse
Sexual abuse
Neglect
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Table A.2: Summary of the type of information collected as part of the case file reading
(Continued).

Level Category Subcategory

Mother’s child
Issues at birth

Born pre-term
Admitted to SCBU
Affected by mother’s substance misuse

Diagnoses
Learning disability
Physical disability
Behavioural problems
Mental health diagnosis

A.6.2 Sampling

The court files were located in five DFJ areas. We aimed to include applications from the 32 Local
Authorities that fall within the boundaries of these areas.

We calculated that the case file review required the collection of information from the applications
pertaining to the children of 430 recurrent birth mothers. The inclusion criterion was that one of
these applications had to have been made in the fiscal year 2013/14. The rationale for this inclusion
criterion was that the case was issued relatively recently, thus, maximizing our opportunity to look
backwards across multiple proceedings and capture a dynamic perspective, but was not so recent that
the proceedings might not yet have concluded.

In order to arrive at the target of 430, an initial calculation, based on the assumptions of a simple
random sample, specifying a two-sided 95% confidence interval of a binomial proportion to have a
precision of ±5%, a sample size of 385 would be needed. Factoring in, the assumption of a non-usability
percentage of 10% of cases, this brought the total sample size to a target of 428, which rounded up gives
430.

In practice, on completion of the file study we achieved detailed review of repeat cases relating to
354 women sample, whose history of proceedings was found to involve a total of 52 local authorities.
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A.6.3 Measuring childhood maltreatment and harm

As described, the data tool comprised three levels. The first of these levels was constructed in order
to capture maternal childhood and adolescent maltreatment. Eight key categories of adversity were
finally included within this level of the tool; four categories of abuse (sexual, emotional, physical
and neglect), mental health problems, substance misuse, out-of-home care experiences, and parental
experiences (mental health problems, substance misuse, domestic abuse). Each of these categories
formed a separate tab on the data tool, within each tab followed a series of fields as detailed in Table
A.2. The categories and fields detailed within each abuse tab were informed by from other key studies
and frameworks, namely; Masson et al. (2008), Radford et al. (2011), and Johnson and Cotmore (2015).

Under each of the tabs, details pertaining to ‘any mention’ of specific harm and maltreatments were
recorded. This included information pertaining to type of harm, the perpetrator, and the frequency
information regarding the mother’s looked after history and any other out-of-home care experiences,
was also recorded.

A.6.4 Application-level issues and concerns

The second level of the data tool was built in order to collect information relating to the concerns and
issues relating directly to proceedings. Concerns and issues were collected for each set of proceedings
thus allowing the team to collect longitudinal data and for a dynamic perspective of concerns and issues
to be identified. Concerns mentioned within application were categorized as either:

• ‘Historic concern’ – that is an issue that had been of concern in the past but was not currently
occurring or present.

• ‘Current concern’ – the issue is present and a concern for the Local Authority at the time of issuing
proceedings.

• ‘Trigger’ – an event or incident that acted as a ‘tipping point’ in escalating the Local Authority’s
concerns and led to the decision to issue proceedings.

Additional detail of mother-level issues and issues concerning intimate partners were also recorded.
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Table A.3: A form from the Element C data capture tool which allowed the researchers to
measure the concerns the local authority had for the safety of the child.

Historic Current
Concern Concern Trigger

Mother-related
Mental health issues � � �
Learning disability � � �
Physical disability � � �
Criminal history � � �
Substance misuse � � �
Sex working � � �
Transience / lack of housing � � �
Victim of domestic abuse � � �
Separation or divorce � � �
Lack of support network � � �
Kinship care breakdown � � �
Service non-engagement � � �
Withdrawal of s.20 consent � � �
Further pregnancy � � �

Child-related
Mental health issues � � �
Learning disability � � �
Physical disability � � �
Emotional abuse � � �
Physical abuse � � �
Sexual abuse � � �
Neglect � � �
Risky or violent behaviour � � �
Sexualised behaviour � � �

Household-related
Household member incarcerated � � �
Low socio-economic status � � �
Substance misuse � � �
Risky adults � � �
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A.6.5 Child-level data

The third and final level of the data collection tool was developed in order to gather information
pertaining to each child subject to the proceedings. The following tabs were included within this level:

• Child demographic details.

• Outcomes at the end of proceedings; placement type, legal order, contact arrangements with
mother.

• Details of concerns relating to the child as presentedwithin the court proceedings documentation:

– Type and details of any alleged abuse and neglect.

– Details of pregnancy and issues at birth (where relevant).

A.6.6 Data collection

Following the initial construction, the tool was piloted on three separate occasions by the research team
initially, using cases accessed remotely via the Cafcass ECMS system, with further amendments being
made. After which the team met for one day of training to ensure that everyone was confident in how
to use the tool. A final pilot phase took place in one jurisdiction, in which researchers compared and
discussed their coding decisions. A spreadsheet was constructed listing all court case references to be
accessed for each site on encrypted laptops. Each researcher used this to record when files had been
accessed and read, along with a brief de-identified summary of the case. The research team convened
regular teleconferences throughout the file reading period to discuss any coding issues and to check for
consistency of interpretation and discuss any technical difficulties with the tool.

In terms of accessing the court case files, following HMCTS clearance, the research team liaised with
the file manager in each of the identified DFJ areas. Lists of the required case files were sent in advance
to allow for files to be located.

A.6.7 Methodological limitations

There are a number of limitations to using court case files as source of information:

• The ability to capture the information depended on the completeness of the court files. This varied
greatly within the sample, some files having multiple copies of key documents whilst there being
obvious gaps in others.

• The level of organization of the documents within the files was generally poor. Whilst there were
some notable exceptions, in general, documentation was haphazardly included. Difficulties were
encountered in locating some files due changes in the coding systems and the relocation of some
files following recent reforms of the family court structure.

• Given our reliance on professional statements and court reports as sources of information were
only able to measure issues in terms of ‘any mention of’. We can therefore only speak in terms of
‘at least‘ for any given measure included in this element of the study. No mention of a specific
issue or incident in the file, does not necessarily mean that it did not occur only that it was not
recorded in any of the documents.

• There was a huge variation in the depth and detail of information included in the documentation.
This was particularly the case for information pertaining to the mother’s own childhood. If the
mother had been subject to psychological assessment.In some cases there was no detail pertaining
to the mother’s history at all. These cases were removed from the sample prior to analysis.
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• The court case files accessed were necessarily centred around the child(ren) subject to the
proceedings and therefore the documents served a particular professional purpose. The
information was largely deficit focused with very little mention of strengths or resilience factors.

A.6.8 Data cleaning and analysis

As part of the data cleaning, particular categories were removed from the study as the level of missing
data within these was deemed too high. Additionally, cases were removed from the analysis, as wewere
unable to obtain information on the mother’s childhood from the court case files.

Analysis began be generating descriptive statistics reporting on the prevalence of the different
categories, as well as the detail provided by the sub-categories, at three levels; mother’s background,
mother’s proceedings, and mother’s children, After which associations between the different levels
and the different categories were tested using different statistical methods (hypothesis testing and
modelling). All datamanipulation and analysiswas performed in the statistical computing and graphics
environment, R (R Core Team, 2017).

A.6.9 Second stage analysis

In order to further develop our analysis of the data pertaining to mother’s childhood, we drew upon the
formal analytic framework of ACE as developed by Felitti et al. (1998), which has since been checked
for validity and interrelatedness (Dube et al., 2003; Dong et al., 2004; Ford et al., 2014), and used for
summarising childhood experiences in a number of studies which have comparedACEswith adulthood
mental and physical health outcomes (Dube et al., 2001; Anda et al., 2002; Hillis et al., 2001). However,
there are some limitations to this, given that our data was collected from case file reviews, rather than
self-report as it typical in the ACE studies cited. Nevertheless, we argue that the framework is still useful
in helping to understand the significance of the data.

Firstly, the mother’s childhood abuse tabs and fields were mapped across to the ACE study shown
in Table A.5. ACE categories mapped almost directly onto our own data capture fields, with two
exceptions. The ACE studies collected household challenges based on all members of the household,
while, in contrast, our tool focused specifically on information regarding mothers’ own parents and as
previously discussed, this information was also often scant. Secondly, whilst ACE measures whether
or not there has been parental separation, our tool captured significant loss, which was a much broader
category.
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Table A.4: Types of adverse childhood experiences (ACEs) and their subcategories.

Adverse Childhood Experience
Any mentioned of...

Emotional abuse
Embarrassed or humiliated
Shouted or screamed at
Threat of physical harm
Threat of being sent away or removed
Sworn at
Witnessed domestic violence
Trafficked

Physical abuse
Hit hard with an implement
Hit or kicked hard
Shaken
Beaten

Sexual abuse
Non-contact (solicitation, exposure)
Contact (touching, kissing)
Forced intercourse
Child sexual exploitation

Emotional neglect
Interaction
Sensitivity
Timely responses

Adverse Childhood Experience
Any mentioned of...

Physical neglect
Nutritional (quality, quantity of food)
Housing (maintenance, decor, facilities)
Clothing (insulation, fitting)
Hygiene (hair, skin, nails, teeth)
Health (health checks, immunisation, illness)
Safety and supervision (awareness, care)

Substance misuse
Alcohol
Cannabis
Stimulants1

Hallucinogens2

Depressants3

Parent(s) mental health issues
Anxiety
Depression
Bipolar
Schizophrenia
Personality disorder

Experienced significant loss
Death of attachment figure / caregiver.
Parents separated.

Parent(s) have been incarcerated
1 Cocaine, crack-cocaine, ecstasy, methamphetamine

amphetamines, heroin, steroids
2 LSD, ketamine, mushrooms
3 Methadone, tranquillisers

Table A.5: Mapping of ACE measures and case file study issues.

ACE category / item Recurrent Mother item

Childhood abuse:
Emotional abuse Any emotional abuse in childhood
Physical abuse Any physical abuse in childhood
Sexual abuse Any sexual abuse in childhood

Childhood neglect:
Emotional neglect Any mention of emotion neglect
Physical neglect Any mention of physical neglect*

Household challenges:
Substance misuse Parent(s) substance misuse
mental illness Parent(s) has mental health issues
Violent treatment of a mother or stepmother Domestic abuse towards a parent
Parental separation or divorce Experienced significant loss
Household member go to prison Parent(s) have been incarcerated

*(nutritional, housing, clothing, hygiene, health, and safety)
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A.7 Integration of Elements B and C

To determine how appropriate it is to use findings from Element B in order to explain the patterns and
associations seen in Element C, the distributions within each of the following variables were compared
across the two elements:

• Ethnicity.

• Motherhood (age at first birth, number of children).

• Adulthood experiences (domestic abuse, mental health, substance misuse, transience, social
support).

• Childhood experiences (looked after, abuse, significant loss).

• Mother’s parents issues (substance misuse, mental health, cognitive dysfunction).

In all instances chi-square tests were used to determine if the distributions for each summary
significantly differ at the 1% level between samples B and C. The 1% level was chosen as opposed to the
typical 5% level because of the multiple tests being carried out.

Table A.6 contains the results for each of the tests; chi-square test statistic, degrees of freedom, and
p-value, with asterisks indicate significant values at the 1% level. The results show that the samples do
not differ significantly across the 12 of the 16 variables. The exceptions weremental health in adulthood,
age at first birth, and cognitive dysfunction. The differences were that mothers interviewed as part
of Element B were more likely to have mental health issues in adulthood, experience significant loss
in childhood, enter motherhood at a younger age, and were more likely to have at least one parent
with a cognitive dysfunction. We would argue that these differences can be partially explained by the
differences in methodology between Element B and C, and that the interview techniques of Element B
would be better at determining the presence of these issues in the mothers.
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Table A.6: Chi-squared test results comparing distributions across demographics, adulthood
and childhood experiences, motherhood andmother’s parents’ issues for thewomen in samples
B and C. Due to multiple testing, p-values were identified as significant if they are below 1%.

Variable Test statistic DF p-value

Demographics
Ethnicity 0.83 2 0.6614

Adulthood experiences
Domestic abuse 3.61 1 0.0574
Mental health 16.48 1 < 0.0001 *
Substance misuse 0.15 1 0.6972
Transience 5.60 1 0.0179
Lack of social support 1.45 1 0.2291

Childhood experiences
Looked after 0.52 1 0.4697
Domestic abuse 0.00 1 > 0.9999
Sexual abuse 0.61 1 0.4343
Physical abuse 1.53 1 0.2163
Significant loss 16.26 1 0.0001 *

Motherhood
Age at first birth 12.60 3 0.0056 *
Number of children 1.71 3 0.6347

Mother’s parents
Substance misuse 0.18 1 0.6681
Mental health 5.10 1 0.0239
Cognitive dysfunction 29.54 1 < 0.0001 *
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Appendix B. Annual profile of s.31 care proceedings

Tables B.1 and B.2 provide counts and percentages, respectively, of the annual administrative
summaries of s.31 care proceedings recorded by Cafcass for each year ending March 31st from 2008
through to 2016.

Table B.1: Annual counts of administrative summaries of s.31 care proceedings recorded by
Cafcass for each year ending March 31st from 2008 through to 2016.

Count 2008 2009 2010 2011 2012 2013 2014 2015 2016

Total 6,544 6,641 8,937 9,158 10,145 11,029 10,649 11,193 12,823

s.31 app type
Care 6,127 6,337 8,503 8,747 9,683 10,541 10,113 10,497 11,879
Supervision 261 161 237 231 262 270 286 323 384
Both 156 143 197 180 200 218 250 373 560

Number of adults
Missing 38 29 53 47 25 25 34 46 67
1 876 842 1,000 2,074 2,441 2,655 2,347 2,508 3,065
2 4,202 4,196 5,745 5,886 6,457 6,986 6,851 7,154 8,069
3+ 1,428 1,574 2,139 1,151 1,222 1,363 1,417 1,485 1,622

Birth mother recorded
No 1,579 762 598 564 393 481 391 959 1,038
Yes 4,965 5,879 8,339 8,594 9,752 10,548 10,258 10,234 11,785

Mother 5-year status
First time – – – – – 8,356 8,000 8,100 9,439
Repeat same child – – – – – 414 484 552 649
Repeat new child – – – – – 1,780 1,782 1,586 1,708

Birth father recorded
No 2,464 1,798 1,862 2,877 3,211 3,471 3,020 3,440 4,186
Yes 4,080 4,843 7,075 6,281 6,934 7,558 7,629 7,753 8,637

Number of children
1 3,960 4,015 5,244 5,363 6,163 6,808 6,458 6,701 7,776
2 1,338 1,345 1,947 1,988 2,049 2,225 2,220 2,322 2,632
3+ 1,246 1,281 1,746 1,807 1,933 1,996 1,971 2,170 2,415

Age of youngest child
Under 4 weeks 1,854 1,880 2,287 2,401 2,775 3,116 2,882 2,622 2,876
4 wks to 1 year 1,501 1,583 2,075 2,022 2,252 2,348 2,185 2,439 2,440
1 to 4 1,728 1,790 2,516 2,700 2,908 3,081 2,977 3,160 3,531
5 to 9 897 826 1,172 1,209 1,313 1,443 1,456 1,703 2,095
10 to 15 544 535 853 802 862 1,003 1,091 1,191 1,762
16 and above 20 27 34 24 35 38 58 78 119

Case duration
Under 26 weeks 894 874 990 853 1,341 3,705 5,535 5,821 6,396
26 to 38 weeks 1,648 1,283 1,512 1,751 2,735 3,505 2,865 3,185 2,502
39 to 51 weeks 1,236 1,328 1,769 2,078 2,532 2,074 1,307 1,262 661
52 or more weeks 2,745 3,140 4,662 4,474 3,536 1,743 922 759 157
Open 21 16 – – – – 20 166 3,107
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Table B.2: Annual percentages of administrative summaries of s.31 care proceedings recorded
by Cafcass for each year ending March 31st from 2008 through to 2016.

Percent 2008 2009 2010 2011 2012 2013 2014 2015 2016

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

s.31 app type
Care 93.6 95.4 95.1 95.5 95.4 95.6 95.0 93.8 92.6
Supervision 4.0 2.4 2.7 2.5 2.6 2.4 2.7 2.9 3.0
Both 2.4 2.2 2.2 2.0 2.0 2.0 2.3 3.3 4.4

Number of adults
Missing 0.6 0.4 0.6 0.5 0.2 0.2 0.3 0.4 0.5
1 13.4 12.7 11.2 22.6 24.1 24.1 22.0 22.4 23.9
2 64.2 63.2 64.3 64.3 63.6 63.3 64.3 63.9 62.9
3+ 21.8 23.7 23.9 12.6 12.0 12.4 13.3 13.3 12.6

Birth mother recorded
No 24.1 11.5 6.7 6.2 3.9 4.4 3.7 8.6 8.1
Yes 75.9 88.5 93.3 93.8 96.1 95.6 96.3 91.4 91.9

Mother 5-year status
First time – – – – – 79.2 77.9 79.1 80.0
Repeat same child – – – – – 3.9 4.7 5.4 5.5
Repeat new child – – – – – 16.9 17.4 15.5 14.5

Birth father recorded
No 37.7 27.1 20.8 31.4 31.7 31.5 28.4 30.7 32.6
Yes 62.3 72.9 79.2 68.6 68.3 68.5 71.6 69.3 67.4

Number of children
1 60.5 60.5 58.7 58.6 60.7 61.7 60.6 59.9 60.6
2 20.4 20.3 21.8 21.7 20.2 20.2 20.8 20.7 20.5
3+ 19.0 19.3 19.5 19.7 19.1 18.1 18.5 19.4 18.8

Age of youngest child
Under 4 weeks 28.3 28.3 25.6 26.2 27.4 28.3 27.1 23.4 22.4
4 wks to 1 year 22.9 23.8 23.2 22.1 22.2 21.3 20.5 21.8 19.0
1 to 4 26.4 27.0 28.2 29.5 28.7 27.9 28.0 28.2 27.5
5 to 9 13.7 12.4 13.1 13.2 12.9 13.1 13.7 15.2 16.3
10 to 15 8.3 8.1 9.5 8.8 8.5 9.1 10.2 10.6 13.7
16 and above 0.3 0.4 0.4 0.3 0.3 0.3 0.5 0.7 0.9

Case duration
Under 26 weeks 13.7 13.2 11.1 9.3 13.2 33.6 52.0 52.0 –
26 to 38 weeks 25.2 19.3 16.9 19.1 27.0 31.8 26.9 28.5 –
39 to 51 weeks 18.9 20.0 19.8 22.7 25.0 18.8 12.3 11.3 –
52 or more weeks 41.9 47.3 52.2 48.9 34.9 15.8 8.7 6.8 –
Open 0.3 0.2 0.0 0.0 0.0 0.0 0.2 1.5 –
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