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Thesis Summary: Mothers’ Experiences of Mental Health and Involvement with the 

Services Following Separation from their Child(ren) 

Chapter one is a systematic review of existing qualitative research exploring maternal 

mental health experience in the post-separation period. Narrative textual synthesis was used 

to integrate existing studies looking at women’s experiences of the post-separation period 

from the perspective of their emotional, psychological and social health. Although there are 

differences in methodological rigour, most studies focused on investigating emotional and 

psychological well-being. A smaller subset of studies included the social dimension of mental 

health. All but one of the studies were conducted in Anglo-Centric countries, with most 

participants being White. Some unique perspectives were included from indigenous 

communities and other minoritised groups. The results are discussed in the context of a 

Western psychological understanding of disenfranchised grief, compound trauma, and 

stigma’s role in social exclusion. 

Chapter two focuses on the mothers’ experiences of services following an involuntary 

separation from their children due to substance use. Seven mothers who have been separated 

from their children in the past and have now regained contact with their children reflected on 

their experiences with the services during the post-separation period. The transcripts were 

analysed using Interpretative Phenomenological Analysis, capturing an individual’s lived 

experience, which helped develop group’s experiential themes. These themes shed light on 

the numerous challenges associated with the multiple layers of the stigma women 

encountered throughout their involvement with the services. Furthermore, the experiences 

highlighted the significant impact that even a single individual made on a their recovery 

journey. 
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Chapter three offers a space for reflection on researchers’ positioning and their role in 

the qualitative research process. Clinical implications and future research directions were 

discussed in light of the above findings.  
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Abstract 

Context: A small but growing amount of research in recent years has focused on maternal 

mental health experience post-separation period. This review sought to combine qualitative 

research to comprehensively understand mothers' experiences, considering their emotional, 

psychological, and social aspects of mental health. 

Methods: Systematic review using narrative textual synthesis.  

Results: 7,018 papers were identified, with 43 full-text articles reviewed. This review 

included 12 papers. Findings highlighted the emotional experiences of grief, shame, anger 

and uncertainty. Mothers often faced feelings of powerlessness, lack of purpose and changes 

in motherhood identity leading to detrimental coping strategies. However, some women 

could maintain their motherhood identity, which helped them remain resilient and work 

towards future contact with their children. The review emphasised the role of stigma in social 

exclusion experiences, the importance of social support, and effective communication from 

professionals in breaking the cycle of isolation and hopelessness. 

Conclusion: This review contributes to a deeper understanding of the complexities 

surrounding mothers' mental health following separation from their children. It calls for 

interventions that consider the emotional and psychological experience of separation and 

address the structural inequalities perpetuating these challenges. 
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Introduction  

In 2021, there were 7,245 looked-after children in Wales, the highest number recorded 

since 2003 (Welsh Parliament Senedd Research, 2023). Longitudinal cohort studies have 

revealed that mothers whose children were taken into care were significantly more likely to 

experience mental health diagnoses, access services (i.e., mental health and GP), and be 

vulnerable to social factors such as poverty, homelessness, and domestic violence (Wall-

Wieler et al., 2017). To date, research has primarily centred on three areas: a) 

predictors/reasons for custody loss (Larrieu et al., 2008), b) the experience of adoption 

(Wiley & Baden, 2005), and c) interventions to keep families together (Fox & Ashmore, 

2015). Little attention has been paid to mothers' experiences once separated from their 

child(ren).  

Being separated from a child is a time of uncertainty, grief and loss, often resulting in 

spiralling substance use and a profoundly shameful and isolating experience (Morris, 2018). 

Child protection services (CPS) primarily focus on the children once they are removed from 

their parent’s care. Parents will often be kept informed, but service support will reduce once 

the decision to remove a child from their parent’s care has been made (Broadhurst & Mason, 

2017). Such an approach fails to address the women’s needs around maternal mental health, 

unhelpful coping strategies such as substance misuse, and social situations, which often 

deteriorate further (Pearson et al., 2021). This, in turn, can become a barrier to reunification 

(Wall-Wieler, 2018). Furthermore, without understanding and addressing maternal mental 

health needs, women are likely to be left in a vulnerable position, and in case of a new 

pregnancy, their child(ren) will likely be removed at birth (Broadhurst et al., 2015). Thus, it is 

crucial to understand maternal mental health needs to prevent recurrent court proceedings and 

failing support faced by families who have found themselves having had a child removed 

from their care. 
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Objectives  

This review aimed to combine existing qualitative research investigating mothers' 

experiences of being separated from their children and how this affected their mental health. 

Three components of mental health, as defined by Bauer, Hämmig, and Keyes (2014), were 

addressed - emotional, psychological, and social health. Textual narrative synthesis (Lucas et 

al., 2007) was used to summarise mothers’ experiences and places them in the expert position 

allowing them to tell their stories (Popay et al., 2006; Parr, 2022). These findings can 

facilitate further research on interventions that support mothers and families impacted by 

child removal, resulting in better outcomes for both the mothers and children. 

In summary, this review aimed to meet two objectives. Firstly, it aimed to combine 

findings from mothers’ experiences and authors' interpretations from primary qualitative 

studies to better understand the impact on mothers’ mental health following enforced 

separation from a child. And secondly, the review attempted to understand the nuances 

between mothers’ mental health experiences depending on their background.  

Methods 

General guidelines synthesising qualitative research recommended by Boland, Cherry 

and Dickson (2017) were implemented whilst conducting and reporting this study. Unlike 

quantitative systematic reviews, there is no standard approach for synthesising qualitative 

research (Boland, Cherry & Dickson, 2017). A textual narrative synthesis approach has been 

chosen to describe the nuances in mothers’ mental health experiences after a child has been 

removed from their care (Gagnier et al., 2013). A systematic review protocol was written 

using PRISMA-P guidelines (Moher et al., 2015; Appendix A) and submitted to PROSPERO 

(registration number CRD42023413234; Appendix B). 
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Eligibility Criteria  

To structure the research question for this study, three components of the PICo 

(Population, Phenomena of Interest, and Context) mnemonic were used (Porritt, Gomersall & 

Lockwood, 2014). Key terms were selected by reviewing article keywords, title language and 

consultation with two clinicians working in the field of child welfare.  

Table 1. Screening and selection tool based on PICo (Boland, Cherry and Dickson, 2017). 

 Include Exclude 
Population • Women who have been separated 

from their children following court 
proceedings. 

• Including the adult population only 
(18 years+) 

• Studies focusing on mothers aged 
under 18 years. 

• Women involved in postpartum 
adoption proceedings 

Phenomena of 
interest 

Any qualitative accounts from women’s 
perspectives about their experience of 
separation from their child(ren). This will be 
examined from an emotional, psychological 
and social perspective (Bauer, Hämmig, & 
Keyes, 2014). 
 

• Emotional perspective including 
the subjective experience of mental 
health including emotions and 
interest in life.  

• Psychological perspective focusing 
on self-perception, sense of self-
efficacy and ability to cope, being 
able to create and maintain 
relationships and life satisfaction.  

• Social perspective focusing on 
social integration and social 
coherence. 

• Studies that do not include raw 
quotes addressing women’s 
accounts of their mental health 
experience. 

Context • Separation from child(ren) due to 
concerns raised by child protection 
services.  

Location 

• Worldwide, as long as publication 
is in English. 

Setting 

• Community and outpatient care due 
to experiences  
 

Setting 
• Separation at birth 
• Separation due to incarceration or 

due to mothers’ admittance to 
long-term psychiatric care.  

• Separation on the border (papers 
focusing on refugees) 

• Excluding papers focusing on the 
process and experiences prior to 
court-enforced separation or 
focusing on the process of child 
protection investigation 

 
Types of 
studies 

• Qualitative studies that include 
direct participant quotes.  

• Peer-reviewed published papers 

• Any other study design other than 
qualitative.  

• Dissertations, summary articles, 
position and/or review papers. 
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In addition to the above, the review search included studies published between the 1st of 

January 2000 and the 31st of March 2023, with grey literature excluded. 

Screening and Selection Tool 

Prior to the systematic searches, initial scoping reviews were completed on 02/12/22 

and 09/12/22. These included searches via Scopus as well as Google Scholar. Consideration 

was given to relevant research areas (such as psychology and social work). Following 

consultation with a librarian, the following databases were included in the systematic search: 

Web of Science (Core Collection), ProQuest (databases including APA PsycInfo and Social 

Science Premium Collection) and EBSCOhost (CINAHL Plus).  

Boolean operators created the searches, with syntax slightly altered depending on the 

database. For instance, to manage the search sensitivity, ProQuest required search 

specifications indicating that only abstract and summary text would be searched for the 

keywords. This specification was not necessary with the Web of Science. Table 2 provides an 

example of a syntax used in ProQuest. It was specified that only English-language articles 

should be included, and only scholarly journals were reviewed. 

Table 2. Search term (example) syntax. 

Database Syntax 
ProQuest Wom?n OR mother? OR maternal OR parent? OR “biological mother” 

OR “birth mother?” AND “mental health” OR health OR anxiety OR 
depression OR suicidal* OR psychology* OR "well being" OR 
"well?being" OR “self-esteem” OR “identity” "adjustment" OR 
“competence” OR “autonomy” OR “life satisfaction” OR “quality of 
life” OR ”QoL” OR “self-efficacy” OR “cope” OR “coping” OR 
“loneliness” OR "social health" OR "social resource?" OR “social 
isolation” OR “isolation” OR “stigma” OR "social connectedness" 
AND "court?enforced separation" OR "child* removal" OR "child* 
taken in* care" OR "child* removed through court" OR “adoption” OR 
“foster care” OR “care proceedings” "state? ordered court removal" OR 
"custody" OR "custody loss" OR "child* protection" OR "child* 
protection services" OR "living apart from child*" OR “separation” OR 
“separated” OR adoption OR “placed into care” OR “foster care” OR 
“removed into care” OR “Child* placed in care” OR “ward of the state” 
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OR “removed to care” OR “care proceedings” NOT "prison" NOT 
"separated at the border" NOT “separated at birth” AND qualitative 

 

Searches were saved using the keywords listed in Table 2, and alerts were set up on the 

following databases: ProQuest, Web of Science and EBSCOhost. To ensure that data was 

stored systematically, this review followed a record-keeping system proposed by Boland, 

Cherry and Dickson, 2017. Zotero referencing software stored and managed the search results 

described below. 

In addition to the above-named bibliographic databases, the researchers completed 

citation chaining for the studies included in the review. This was done both by backward and 

forward searching.  

Data Extraction  

The data extraction process was informed by Noyes et al. (2011), and the two questions 

were kept in mind when extracting data: 

1. What is the context of the mother’s experiences? 

2. Which aspects of mental health are highlighted in this study; a) emotional, b) 

psychological, and/or c) social health, and what do the findings indicate about those 

experiences? 

The first author focused on the following areas to answer the above questions: context 

and participants, study design and methods used, and key findings (including emergent 

themes). The details of the data extraction process can be seen in Appendix C. 

Quality Assessment 

The first author extracted the data and assessed the eligibility criteria for all retrieved 

papers. A random subsample was given to the second author, and the third author resolved 

any disagreements. 
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The qualitative papers included were quality assessed by (V.M.) using the Joanna 

Briggs Institute’s checklist for qualitative research (Appendix D; Porritt, Gomersall, & 

Lockwood, 2014). The checklist comprised ten questions assessing the study's 

methodological quality and the extent to which studies have addressed the possibility of bias. 

A random subsample was given to the second author (L.H.), and any disagreements were 

resolved by the third author (C.L.). 

 Data Synthesis 

Following the guidance developed by Popay et al. (2006), three elements were included 

in this synthesis: (a) developing preliminary synthesis by organising studies to review the 

context and key findings and their relationship to mental health outcomes; (b) assessing the 

robustness of the synthesis by providing information on strengths and limitations of the 

evidence; and (c) exploration of the relationships within the data.  

For the preliminary synthesis, the raw data linking to mental health elements were 

extracted into tables in a standardised manner (Appendix E; Lucas et al., 2007), including 

columns for the original study authors’ findings and reviewers’ notes. Data was organised 

using Bauer, Hämmig, and Keyes's (2014) conceptualisation of mental health. To identify the 

three components of mental health (emotional, psychological and social), a line-by-line 

thematic analysis using NVivo 14 was completed on raw quotes from the studies (Popay et 

al., 2006; Appendix F and G). Once the raw data was integrated, the analysis outcomes were 

summarised in light of similarities and divergences between studies.  

Results 

The search identified 7,018 studies. After duplications and screening of the titles and 

abstracts, 43 full-text articles were assessed (Figure 1). Two further articles were identified 

through citation searching. Data was extracted from 12 studies, which were included in the 

review as they met eligibility criteria.  
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Figure 1. PRISMA diagram (Page et al., 2021).  

 

Preliminary Synthesis 

All but one study was conducted in Anglo-centric countries; five were conducted in the 

UK, five in Canada; one in Australia and one cross-national study (with a site in the UK). All 

studies used either Interpretative Phenomenological Analysis (IPA; N = 7) or thematic 

analysis (N = 5, including a study indicative of thematic analysis).  

Participant numbers varied across studies from 3 to 72 (a total of 234 participants). It is 

important to note that the papers by Kenny and Barrington (2018) and Kenny et al. (2015) 

used the same sample. Women across studies were aged between 18 to 62 years (although 
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EBSCOhost (CINAHL Plus) (n= 1,268) 

Total (n= 6,989) 

Records screened 
Total (n = 7,018) 

Duplicates excluded (n = 2,133) 
Records excluded (n = 4,842) 

 
Full-text articles assessed for 
eligibility (n = 43) 
 

Full-text articles excluded with reasons: 
Does not focus on mental health experience (n = 
9) 
Focuses on provider’s perspective (n= 2) 
Focus on postpartum period (n= 5) 
Does not contain raw qualitative data (n = 12) 
Not peer reviewed (n = 2) 
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there was missing information for Schofield et al., 2011; Janzen & Melrose, 2017; Honey, 

Miceli & Mayes, 2021). 

Ethnically, the women included in the studies were white (N = 105; 44.9%), with some 

participants from minoritised groups: (17.5%), Asian (N = 2), Black only (N = 5). Indigenous 

only (N = 19), Black or Indigenous (N = 8), Aboriginal (N = 2) and ‘Other’ (N = 5). Four 

studies (N = 88; 37.6%; Baum & Burns, 2007; Honey, Miceli & Mayes, 2021; Janzen & 

Melrose, 2017 and Schofield et al., 2011) did not provide any information on the ethnicity of 

their participants.  

All but two studies (Morgan et al., 2019; Schofield et al., 2011) directly explored 

mothers’ experiences of child custody loss and the impact of this on different aspects of their 

mental health (emotional, psychological and social experiences). Although Morgan and 

colleagues (2019) explored the effect of person-centred counselling for this participant group, 

some aspects of their study matched the inclusion criteria. Therefore, selective quotes were 

analysed in line with the themes linked to mental health.  Similarly, Schofield et al. (2011) 

considered parents’ experiences as opposed to mothers’ experiences; however, only selected 

quotes meeting inclusion criteria were extracted due to a lack of precise quote annotation.  
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Table 3. Characteristics of papers included in the review. 

Authors and 
date 

Methodology Sample size and population Aim of research questions Key findings relevant to the systematic review 

Baum & 
Burns, 2007 
 
UK 

Individual semi-
structured 
interviews, 
IPA 
 

N = 8 
Age: 22 to 45 
Ethnicity: not stated 
Population: Women separated 
from their children and have a 
learning disability 

Understand the 
experiences that 
mothers with learning 
disabilities have when 
losing 
custody of their children 

• Managing a disabled identity and separation from children. 
• Sense of powerlessness and not knowing where to gain support. 
• Variation in how women identified with their motherhood 

identity.  
• Coping with the loss and the intense pain associated with this. 

Broadhurst & 
Mason, 2020 
 
UK 
 

‘Analysis was 
informed by 
phenomenology’s 
interest in 
collective 
accounts of 
experience and 
the pursuit of 
moderate 
generalisations.’ 

N = 72 (from seven local authority 
areas) 
Age:  not stated 
Ethnicity: White N = 62; Black N 
= 5; Other N = 5 
Population: Women separated 
from their children 

Analysis of the immediate 
and longer-term effects of 
child removal 

Immediate psychosocial crisis: 
• Heightened vulnerability and feeling alone 
• Overwhelmed with loss (including panic attacks), leading to 

numbing 
• Self-harm and suicidal ideations  

Cumulative and enduring consequences 
• The emptiness that pervades the everyday living 
• Motherhood as a basis for a few positive experiences 
• Impact on relationships and distorted family roles 
• Social stigma, isolation and increased risk of homelessness 

Honey, 
Miceli & 
Mayes, 2021 
 
Australia 

Individual semi-
structured 
interviews, 
IPA 

N = 8 
Age: Unknown 
Ethnicity: Unknown 
Population: Mothers who have 
been separated from their children 
with a previous mental health 
diagnosis 

Understanding mothers 
living with mental illness 
experience the 
phenomenon of 
having a child removed 
from their care by child 
protection services. 

• Pain and loss 
• Having to find ways to cope by either numbing, avoiding or 

using distractions. 
• No longer able to follow the same routines 
• Impact on motherhood identity 

Janzen & 
Melrose, 
2017 
  
Canada 
 

Individual semi-
structured 
interviews, 
IPA 

N = 4 
Age: unknown 
Ethnicity: unknown 
Population: Mothers separated 
from their children who are 
addicted to crack-cocaine 

Exploring the grief process 
for mothers recovering 
from crack-cocaine 
addiction who 
lost custody of their 
children. 

• Three nonlinear stages were identified that the mothers passed 
through in an iterative manner: betrayal, soul-ache, and 
reclamation. 

• Posttraumatic growth associated with recovery 

Kenny & 
Barrington, 
2018 

Individual semi-
structured 
interviews, 

N = 19 
Age: 18 to 62 years 
Ethnicity: White N= 11; 

To describe women's 
social relationships 

• Disadvantaged social networks after their child was removed 
• Low support and poverty-related issues 
• Stigmatization and marginalization of mothers 
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Authors and 
date 

Methodology Sample size and population Aim of research questions Key findings relevant to the systematic review 

 
Canada 

Thematic analysis Black or Indigenous N= 8 
Population: Mothers separated 
from their children who are 
addicted to substances 

and the types and quality 
of social support in the 
period 
following child removal by 
CPS 

 

Kenny et al., 
2015 
 
Canada 

Individual semi-
structured 
interviews, 
Thematic 
narrative analysis 

N = 19 
Age: 18 to 62 years 
Ethnicity: White N= 11; 
Black or Indigenous N= 8 
Population: Mothers separated 
from their children who are 
addicted to substances 

Aims to understand 
the impacts of child 
custody loss on the lives of 
women who 
use drugs. 

• Separation as a traumatic event and the possibility of resulting 
in further mental health difficulties 

• Drugs and alcohol as a coping strategy 
• Challenges with structural vulnerabilities like housing 

instability, intimate partner violence, and initiation of injection 
drug use and sex work. 

• The hope of reunification is essential to women's survival and 
future aspirations for a better life. 

Kenny et al., 
2021 
 
Canada 

Individual semi-
structured 
interviews, 
Thematic analysis 

N = 31 
Age: 27–56 years 
Ethnicity: Non-indigenous White 
N = 12; Indigenous N= 19 
Population: women separated from 
their children and working in the 
sex trade 

Exploring sex workers’ 
health outcomes following 
child separation.  

• Impact on mental and physical health 
• Implications on women’s social conditions such as poverty and 

social isolation, and displacement add layer to health risks 

Memarnia et 
al., 2015 
 
UK 

Individual semi-
structured 
interviews, 
IPA 

N = 7 
Age: 29-35 
Ethnicity: White N = 6;  Asian N = 
1 
Population: women separated from 
their children  

Understanding of the 
experiences of birth 
mothers whose children 
are 
removed from their care 

• Feeling isolated and left without support 
• Coping by disconnecting from emotions 
• Renegotiating identity 
• Processing loss: knowing that children are gone but feeling like 

they are still there. 

Morgan et 
al., 2019 
 
UK 

Individual semi-
structured 
interviews, 
IPA 

N = 5 
Age: 30-45 
Ethnicity: White N = 5 
Population: women separated from 
their children 

Looking at what elements 
of person-centred 
counselling are helpful for 
women whose children are 
removed from their care 

• Feeling alone, judged and let down  

Nixon, 
Radtke & 
Tutty, 2013 
 
Canada 

Unclear, however, 
the procedure 
could be 
indicative of 
thematic analysis 

N = 9 
Age: 21 to 43  
Ethnicity: White N = 7; 
Aboriginal N=2 

To document and analyse 
these experiences of grief 
and loss 
among abused mothers 
involved with CPS. 

• Experiences of loss  
• A sense of guilt linked to an inability to mother their children 
• Identity as mothers 
• Serious health concerns 
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Authors and 
date 

Methodology Sample size and population Aim of research questions Key findings relevant to the systematic review 

Population: women separated from 
their children due to allegations of 
children witnessing domestic abuse 

Schofield et 
al., 2011 
 
UK, Norway 
and Sweden 

Individual semi-
structured 
interviews + 
Focus groups (UK 
only), thematic 
analysis 

UK N =32; Norway N = 20 and 
Sweden N= 16  
Age: unknown  
Ethnicity: Unknown 
Population: parents whose children 
have been placed in foster care.  

Exploring parents’ 
experiences of child 
welfare systems and the 
impact it had on them 
across three countries. 

• Despite different child welfare systems (in the UK focus on the 
child, vs Nordic countries focus on the family) and cultures, the 
psychological impact of managing loss and a threatened 
identity were very similar.  

• Coping strategies vary from low mood, suicidal ideations, 
substance use and isolation to throwing themselves into activity 
and abstinence 

 
Siverns & 
Morgan, 
2021 
 
UK 

Individual semi-
structured 
interviews, IPA 

N = 3 mothers (x2 interviews) 
Age: 21-50 
Ethnicity: White British N=2; 
Asian British N =1 
Population: women with trauma 
histories separated from their 
children voluntarily 

Understand how women 
make sense of their 
motherhood and their 
decision to place their 
child in care 

• A fractured sense of motherhood highlighted the struggle with 
mothering identities in line with feelings of disconnection and 
separation 

• Living with feelings of failure and shame illuminated the 
underlying feelings of guilt and shame associated with 
perceived failings 

• Becoming nothing and no-one alluded to experiences of 
disempowerment and dehumanization.  
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Quality Assessment  

A quality assessment checklist and an analysis of the strength and limitations of each 

study was implemented to assess the quality of the studies. All 12 included studies were 

assessed for quality using Joanna Briggs Institute’s Checklist for qualitative research looking 

at congruity between the examined elements (see Table 4 for details).   

Table 4. Quality assessment summary table. 

 

In general, all but one paper (Nixon, Radtke & Tutty, 2013) had chosen a research 

methodology appropriate to the objectives outlined for their studies. Namely, Nixon, Radtke 

and Tutty (2013) did not explicitly state any methodological approach, nor did it position 

researchers within the analysis process.  Most papers demonstrated congruity between the 

research methodology, the following analysis and the interpretation of results: three 

exceptions lacked evidence of core principles of their chosen approach, in these cases, IPA. 
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Firstly, Baum and Burns (2007) and Janzen and Melrose (2017) failed to demonstrate the 

idiographic nature of IPA, showing little attention to individual stories and the context of 

participants. Secondly, Honey, Miceli and Mayes (2021) had little evidence of the 

hermeneutic process of IPA, as there was little interpretation at times beyond the addition of 

raw quotes.   

Few authors (Broadhurst & Mason, 2020; Kenny et al., 2015; Morgan et al., 2019 and 

Siverns & Morgan, 2021) outlined their philosophical statement and cultural/theoretical 

position and were able to acknowledge the influence of the researcher on the research (or vice 

versa); with Kenny and colleagues (2021) failing to report on the philosophical statement. As 

four of these papers (except for Morgan et al., 2019) directly addressed the systematic review 

questions, they were identified as key papers. Two (Kenny et al., 2015 and 2021) out of the 

four key papers were written by the same research group meaning that the outcomes of this 

review were heavily influenced by their findings. Due to either the methodological 

weaknesses (more than one area of quality assessment not being met) within the papers or the 

limited focus on mental health, nine papers were classified as satisfactory quality. This meant 

that they were analysed after the key papers, and the themes derived from them were likely 

inevitably influenced by the key papers (Malpass et al., 2009). 

Data Richness. 

Conceptually all studies offered a meaningful contribution towards the knowledge base 

(full strength and limitations table can be found in Appendix H). In addition to the 

methodological strengths and limitations (discussed above), it is worth noting that Broadhurst 

and Mason (2020), Schofield et al. (2011) and Kenny et al. (2015; 2018; 2021) all had above-

average participant numbers ranging from 19 to 72 participants, adding richness to the data. 

These papers included minority representation from Indigenous, Black and Asian people. 
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However, the majority of the data was gathered from Anglo-centric countries conceptualising 

mental health in the context of Western understanding. 

Further attempts were made by Siverns and Morgan (2021) and Morgan et al. (2019) to 

add to data richness. The former offered two interviews to every participant to further deepen 

their understanding and ensure that participants had time to build trust and rapport, which is 

essential to sharing sensitive information (Smith, Larkin & Flowers, 2009). The latter ensured 

that they had active service-user involvement throughout the process to negate researchers’ 

bias.  

Providing Differing Perspectives. 

Several studies provided differing perspectives on the mother’s experience of being 

separated from their children, although many of the studies did not specify whether the 

separation was voluntary or involuntary. Siverns and Morgan (2021) specifically focused on 

women’s experiences of voluntarily placing their children into care, adding a valuable 

understanding of how mothers made sense of this experience. Although many studies focused 

on the overall impact of losing their child to care, Janzen and Melrose (2017) and Nixon, 

Radtke & Tutty (2013) explicitly focused on the grief process, adding a layer of 

understanding to the emotional processing. 

Despite most studies focusing on any mothers separated from their children, three 

studies focused on subpopulations adding a layer of heterogeneity to the sample. Firstly, 

Baum and Burns (2007) looked at the experiences of women with learning disabilities. It was 

noted that this population experienced an added sense of powerlessness and feeling lost in the 

process. Despite these themes being present in other studies, participants in this study felt that 

they were unable to challenge the authorities due to a lack of understanding of the process 

and not knowing how to fight for their rights.  Secondly, Honey, Miceli and Mayes (2021) 

explored the loss experience for women with a previous mental health diagnosis. However, 
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despite this focus, the themes explored in the study were very similar to themes in other 

studies (see Table 3). Lastly, Kenny et al. (2021) focused on a hard-to-reach and often 

vulnerable participant group of sex workers, including indigenous communities. Their study 

found unique experiences for indigenous people who did not conform to Western ideas of 

mental health. They described the impact more in terms of physical health (‘physical 

sadness’), loss of spirituality and implications on women’s social conditions such as poverty 

and social isolation and displacement, giving an additional layer to health risks. 

Findings: Relationships within the Data 

All twelve studies included after the quality analysis highlighted themes in line with 

emotional and psychological well-being (see Table 5), and seven papers explored the impact 

on the social aspect of mental health.   

Table 5. 1st and 2nd order themes present in studies. 

1st and 2nd order themes Number of studies (out of 12) identifying the theme 
Emotional  

Mixture of emotions 
Emotional impact 
 

12 
3 
12 

Psychological 
Lack of anchors in life 
Motherhood identity 
Making sense of emotions 
Coping 
 

12 
3 
8 
11 
11 

Social 
Breakdown in personal relationships 
Challenging interactions with professionals 
Change in social status 
Social support 

8 
6 
7 
6 
2 

  
 

The following sections explore the concepts behind the themes identified in the studies 

by looking at 1st- (the emotional, psychological and social aspects of mental health), 2nd- (as 

highlighted in Table 5) and subsequent 3rd-order themes, which are italicised in the findings 

(Figure 2).   
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Figure 2. Key themes extracted from the studies. 

 

Emotional. 

All papers included themes around a mixture of emotions and/or emotional impact. 

Four major emotional experiences were conceptualised as follows: experience of grief, 

ongoing sense of uncertainty, guilt/shame and protecting self with anger. 

Table 6. Studies including an emotional element of mental health. 

 

Note. 1
st

 order themes are represented as overarching themes encapsulating three aspects of mental health.  
2

nd
 order themes are represented by a rectangular shape underneath the first-order themes.  

3
rd

 order themes are represented in circular shapes including grey core themes as well as lighter sub-themes.  
*DV = domestic violence 
**SU = substance use 
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Mixture of Emotions. 

Three papers highlighted a mixture of emotional experiences, including a sense of 

confusion and conflicting emotions of relief of knowing that it was best for their children and 

not wanting to let them go at the same time.  

Emotional Impact. 

Experiences of grief were discussed in all papers, including exploration of the 

multifaceted nature of loss, experiencing repeated triggers of grief years down the line, a lack 

of closure, intense sadness and hopelessness; ‘I felt like for a long time like everything 

beautiful in me had been taken out. . . I felt like an empty husk.’ (Kenny et al., 2015). Four 

studies highlighted an ongoing sense of uncertainty of not knowing about their children’s 

lives post-separation and the impact this had on these women's ongoing worry and sleepless 

nights.  

Having to cope with these difficult experiences brought up high levels of guilt and 

shame. Six papers talked about the intense pain associated with being unable to parent and 

protect their children, feeling that they did not deserve happiness after being separated from 

their children and feeling that the child protection system was set up to shame birth mothers. 

To cope with the above experiences, women turned to anger in an attempt to deflect the 

blame they were feeling either from themselves, other people or the system:  

‘I hate them [child protection services] so much, and I don’t like using that word 

hate. [crying] It’s such a strong word. I know I had a part in it, I know I had a 

part in what I did. I know. But it—what they said to me, I will never, I will never, I 

will never forget it. Never.’ (Janzen & Melrose, 2017) 
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Psychological.  

Although almost all studies examined how people made sense of their emotions and 

coping (except Morgan et al., 2019), only three papers looked at contextual information, such 

as having anchors in one’s life and seven papers focused on motherhood identity.  

Table 7. Studies including the psychological element of mental health. 

 

Making Sense of their Emotions. 

The first psychological experience sub-theme focused on women's attempt to make 

sense of their emotions which almost all papers (except for Morgan et al., 2019) focused on. 

A sense of powerlessness (N = 7), feeling that their needs were not important (N= 5), and 

lack of purpose (N = 4) were the most common themes. As a result, there was a sense of 

wanting to give up and withdraw; ‘[my children] are not here with me to drive me to do it 

every morning. You know, my initiative’s gone when I wake up.’ (Honey, Miceli & Mayes, 

2021).  For one woman, there was an ongoing fear of a relapse, and although this had a 

motivating effect, at times, this meant an increasing amount of pressure on herself; ‘Don't 

fall. Because if you fall. Your kids gonna come and see you on the street and she's gonna like, 

she's just gonna hate you even more.’ (Kenny & Barrington, 2018). There was a single 

deviation from this narrative highlighted by Siverns and Morgan (2021), where a few of the 
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participants felt that they were now in a different space and wished that they could ‘could 

turn back the clocks’ and be the mother they knew they could be now for their children. 

Coping.  

Unhelpful. 

As a result of the majority of the women feeling powerless, unsupported, and lacking 

purpose, most women were overwhelmed by the emotional impact of the separation from 

their children described above. As a result of the intense feelings associated with shame, 

many women tried to conceal their loss in various ways, such as pretending not to have 

children or that children were with their families; ‘I was really ashamed, to say, okay, I've 

lost my children. I'd just always say, ‘oh they're staying with family’ (Kenny et al., 2021). 

Another widespread coping strategy was associated with withdrawing from life; ‘Once they 

took her away . . . I went into a very deep, deep depression. I didn’t talk to nobody . . . just 

wanted to be left alone’ (Kenny et al., 2015). Such withdrawal manifested in difficulties 

connecting to people (Kenny et al., 2015; Kenny & Barrington, 2018; Broadhurst & Mason, 

2020; Baum & Burns, 2007), loss of a routine (Kenny et al., 2015; 2021; Broadhurst & 

Mason, 2020; Nixon, Radtke & Tutty, 2013) and trying to run and hide (Kenny et al., 2015; 

Siverns & Morgan, 2021, Nixon, Radtke & Tutty, 2013). When none of the above worked, 

there was a sense of giving up, and some women turned to suicidal ideations and self-harm: 

‘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’ (Broadhurst & Mason, 2020). 

Sense of hopelessness, entrapment and associated pain of being separated from their children 

meant many women did not see a way out of their situation. 

Despite only two papers (Janzen & Melrose, 2017; Kenny & Barrington, 2018) 

focusing on the substance-misusing population, more than half of the studies highlighted 

substance misuse and high-risk behaviours such as unsafe sex as one of the main coping 
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strategies that escalated following separation from children: ‘It’s what kept me stuck in my 

addiction because I didn’t want to face the reality of it; I had to give up my boys’ (Janzen & 

Melrose, 2017). As the urgency to soothe and numb increased in response to intense 

emotions, some women turned to new substances (Broadhurst & Mason, 2020; Honey, Miceli 

& Mayes, 2021; Kenny et al., 2021; Janzen & Melrose, 2017). 

Helpful. 

Although initially, the majority of the women needed to turn to any coping strategies 

available to them, over time, some women were able to identify more helpful coping 

strategies. To maintain hopefulness for a better future, women seemed to either keep hoping 

for reunification (Baum & Burns, 2007; Siverns & Morgan, 2021; Memarnia et al., 2015) or 

that their children had a placement that was able to offer a better life than they could: ‘Putting 

them into care (…) was the right thing to do, it gave them that structure and everything that 

they, they needed.’ (Siverns & Morgan, 2021).   

Some women found more practical ways to cope by keeping themselves busy. Multiple 

studies highlighted the motivational aspect of working towards a better life or a better version 

of themselves (Kenny & Barrington, 2018; Memarnia et al., 2015; Schofield et al., 2011; 

Honey, Miceli & Mayes, 2021) and others talked about volunteering as a helpful strategy to 

maintain hopefulness and belief that they could still look after children: ‘It feels good looking 

after little kids when someone’s looking after your daughter’ (Honey, Miceli & Mayes, 

2021). An underlying commonality about keeping themselves busy was a sense of purpose 

and working towards a goal that helped their well-being. 

Lack of Anchors in One’s Life and Motherhood Identity. 

Losing anchors was an experience described in three of the studies. Two of these 

studies touched upon a theme of feeling unsafe at home as women described the experiences 

of hypervigilance and wanting to escape: ‘I went insane. I broke down, nearly died. I couldn
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’t stay in my house. I couldn’t be around their clothes . . . I found myself just wandering 

around looking for them. Even though, you know, they are not there.’ (Nixon, Radtke & 

Tutty, 2013). As a result, these women felt more able to cope in women’s shelter than in an 

environment that carried so many reminders of their loss. One of the studies described a 

struggle to reconnect with their spirituality; ‘I don't think even think I had a spirit, to be 

honest, you know, I totally lost it.’ (Kenny et al., 2021).  

In addition to losing the above-described parts of themselves, for many women, there 

was also a sense of lost motherhood identity and not feeling worthy to be a mum; ‘I weren’t, 

you know, good enough to be a mum.’ (Schofield et al., 2011). The sense of having lost a part 

of themselves was across different populations regardless of ethnicity or diagnostic label. 

Some women experienced confusion about their motherhood role coming from the sense that 

they no longer knew their children or referred to themselves as a ‘part-time mum’ (Memarnia 

et al., 2015). Two studies (Memarnia et al., 2015; Nixon, Radtke & Tutty, 2013) also talked 

about the challenges their children were experiencing as they no longer knew how to refer to 

their birth mother during visits resulting in them feeling more like a friend or an aunty. For a 

small minority of women maintaining their motherhood identity helped their mental health as 

they continued to feel like; ‘I’m still . . . I’m still part of his life’ (Memarnia et al., 2015), 

whether by being updated about their children’s activities or receiving photographs as 

updates. Continuing contact helped these mothers maintain hope for future contact and 

motivated them to continue working on this. 

Social. 

Eight papers (Honey, Miceli & Mayes, 2021; Janzen & Melrose, 2017; Kenny et al., 

2015; 2021; Kenny & Barrington, 2018; Broadhurst & Mason, 2020, Nixon, Radtke & Tutty, 

2013; Siverns & Morgan, 2021) focused on the social aspect of mental health. Four second-

order themes were identified from those papers as a contributor to social well-being: a) 
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breakdown in personal relationships, b) challenging interactions with professionals, c) 

changes in social status and d) the presence of social support. These elements impacted how 

well women could adjust to life without their children and make a difference, whether they 

felt entrapped and isolated or motivated and hopeful towards the future. 

Table 8. Studies including the social element of mental health. 

 

 

Breakdown in Personal Relationships. 

Six studies highlighted an increased strain on women’s personal relationships following 

separation from their children. Three key reasons were identified from the studies. Firstly, 

some women noticed increased judgement from their family members as they struggled to 

understand the full complexity of the separation: ‘I thought they understood. They didn’t 

understand. I felt so alone at those times.’ (Janzen & Melrose, 2017). As a result, women felt 

unsupported and alone going through this experience. Secondly, increasing relational strains 

were noted due to kinship care arrangements as the kin started to hold more power over the 

child’s welfare: ‘I thought well...because he’s with family, he’ll be fine with family, he’ll 

flourish with them. […] it’ll be lovely […] they said they were going to adopt him. […] So 
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that caused a huge rift within the family’ (Broadhurst & Mason, 2020)’. Initially, feeling they 

had made the best decision for the child and the consequent shift in power dynamics left 

women in such arrangements feeling powerless and frustrated without knowing how to 

resolve these challenges. Lastly, women talked about the increase in domestic violence and 

co-dependent addiction: ‘We started cheating on each other, hurting each other, beating each 

other. […] We stayed alone… in our little room -all the time’ (Kenny et al., 2021). There was 

a sense of isolation and not knowing how to process the emotions in a different way apart 

from numbing or redirecting the blame of the ongoing stressors of judgement, shame, and 

pain both partners were experiencing. Due to isolation and withdrawal, there was little to no 

alternative support network available. 

Challenging Interactions with Professionals. 

The lack of alternative support structures was further complicated due to challenging 

interactions with professionals (N = 7). It was felt that judgements often preceded 

professional interactions as women were expected to be ‘at their best during the worst time of 

their life’ (Honey, Miceli & Mayes, 2021). As previously discussed, shortly after separation 

from their children, women were trying to survive the period of intense grief and loss, which 

made it challenging to fulfil the expectations set by child protection services. However, even 

once they started working on themselves and making changes, it was felt that they were 

rarely given a second chance: ‘They [CPS] are still judging me and keep dragging up about 

(child 1). I mean I don’t how they expect me to, like, make sure things go right with (child 2), 

when they keep dragging up about his brother’ (Broadhurst & Mason, 2020). There was a 

sense that professionals were often unwilling to hear what was said and instead were 

following the information in the files. As a result, a mutual lack of trust further isolated 

women from any potential support networks.  

Changes in Social Status. 
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 For some women, there was a deterioration not only in their emotional and 

psychological well-being but also changes in their social status and how they felt they were 

viewed by other people (Broadhurst & Mason, 2020; Kenny et al., 2021; Kenny & 

Barrington, 2018; Siverns & Morgan, 2021; Janzen & Melrose, 2017; Nixon, Radtke & 

Tutty, 2013). For some, this has meant a loss of home either due to changes in benefits 

entitlement, depleted finances following increased substance use or trauma-related symptoms 

stopping them from being able to return to the house that was once a family home: ‘Every 

time I got paid, I started smoking crack and I started drinking a lot and I lost my housing. We 

had a beautiful townhouse two-bedroom home […] and… ended up homeless.’ (Kenny et al., 

2021). 

It was felt that others started to see them as ‘less than a person’ (Siverns & Morgan, 

2021) as they felt ostracised from the communities and experienced inflexible prejudices 

from the general population as well as friends and family: ‘They [friends] could never look at 

you with the same eyes again, and then people are always thinking in the background of their 

minds…how bad a mother could she have been.’ (Kenny & Barrington, 2018). These beliefs 

and experiences stopped many women from reaching out to people who have previously been 

there to support them, leading to having to cope with the fallout on their own.  

Social support.   

For a minority of women, effective social support became a key recovery factor. Two 

elements were identified from the two studies mentioning helpful factors following 

separation from the child (Honey, Miceli & Mayes, 2021; Kenny & Barrington, 2018): peer 

support and compassion and open communication from professionals. Having someone there 

to normalise their experience helped ease the sense of shame forcing so many women to 

isolate and withdraw: ‘There is someone who has been through what I have been through and 

knows what I have been dealing with. It’s just, like, a lifeline.’ (Honey, Miceli & Mayes, 
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2021). Moving from the internalised stigma of ‘what's wrong with me?’ (Kenny & 

Barrington, 2018) towards understanding that this experience was more complex than 

women’s interactions with professionals and other people initially led them to believe.  

Women also found it helpful when they were treated as human beings with elements of 

‘sensitivity, support and compassion’ (Kenny & Barrington, 2018). A general lack of 

judgement combined with clear communication about the child’s well-being and safety 

helped birth mothers to feel valued and understood by professionals. As a result, this fostered 

a sense of trust and cooperation, a rare experience during this emotional and challenging 

period of having one’s child removed from their care.  

Discussion 

This systematic review aimed to understand mothers’ experiences of mental health by 

examining key components of emotional, psychological and social health (Bauer, Hämmig, & 

Keyes, 2014). A textual narrative synthesis was chosen to aggregate qualitative research to 

understand the nuances of mothers’ experiences of mental health following separation from 

their children. The systematic nature of the review enhanced the robustness of this review’s 

findings, the standardised quality assessment of the included studies and ongoing quality 

checking between the research team (Porritt, Gomersall, & Lockwood, 2014; Boland, Cherry 

& Dickson, 2017). Despite variations in methodological rigour, most studies examined 

emotional and psychological well-being, with a subset of studies exploring the social aspect 

of mental health (Honey, Miceli & Mayes, 2021; Janzen & Melrose, 2017; Kenny et al., 

2015; 2021; Kenny & Barrington, 2018; Broadhurst & Mason, 2020; Siverns & Morgan, 

2021). Some studies provided unique perspectives, such as exploring the experiences of 

women voluntarily placing their children into care (Siverns & Morgan, 2021), grief processes 

(Janzen & Melrose, 2017), experiences of women with learning disabilities (Baum & Burns, 

2007), experiences of women with previous mental health diagnoses (Honey, Miceli & 
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Mayes, 2021), and experiences of sex workers, including indigenous communities (Kenny et 

al., 2015; 2021; Kenny & Barrington, 2018).  

The key concepts of separation experience appeared very similar across the studies. 

Findings included the emotional impact of loss and the shame accompanying this, the 

psychological experience of changes in motherhood identity, trying to make sense of and 

cope with these emotional experiences and the social complexities following separation. 

Complex emotional responses to the separation have had some evidence in the existing 

literature (i.e., Broadhurst & Mason, 2017). Women described the sense of grief that people 

around them did not understand, and there was a sense that they did not deserve to grieve and 

should move on. This hidden grief led to concealing the loss to the best of the women’s 

abilities, which meant that no support was available. Literature refers to this as 

disenfranchised grief that occurs when ‘loss is not or cannot be openly acknowledged, 

physically mourned or socially supported’ (Doka, 1999, pg. 4). Such grief combined with 

uncertainty towards the child’s future and a sense of shame led to intense emotional 

experiences, which for many women, felt intolerable. To manage these emotions, women 

either turned to short-term solutions to regulate emotions such as substance use, high-risk 

sexual behaviour, or completely withdrawing from life. In the moments when this was not 

possible, and women were faced with a threat, such as professional judgement and anger 

helped to redirect the sense of blame and protect themselves from an intensifying sense of 

shame (Tangney et al., 1992). 

Making sense of emotions in the context of individual pathology implemented by 

current child protective services (Lewis & Brady, 2018) meant that women internalised the 

blame. As a result, women described a sense of powerlessness, losing aspects of themselves 

such as spirituality and motherhood identity and lacking the purpose to continue. A state of 

hopelessness and entrapment led to trying to find coping strategies that were often effective 
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in the short-term but ineffective and even life-threatening in the long term due to high levels 

of suicide attempts (Wall-Wieler 2018; Wall-Wieler et al., 2018).  A small minority 

maintained their motherhood identity, which helped them to hold onto the idea that separation 

was the best thing for their child(ren) at the time. This, in turn, enabled them to keep busy by 

working on themselves in hopes of future contact with their children. These findings echo 

conclusions drawn in Rajesh’s (2022) study that for some women separating from a child can 

have a beneficial impact on their mental health. 

Understanding the nature of compound trauma can help to contextualise the 

psychological processes women have described in the studies. Compound trauma is a 

cumulative process starting from someone experiencing adverse experiences (often in their 

childhood), which they have not been able to recover from and being re-exposed to follow-up 

traumas where its impact is added or held alongside previous traumas (Cockersell, 2018). 

These experiences could be viewed in the context of the stress process model (Pearlin et al., 

1981), where separation from children not only impacted severe mental distress but also gave 

rise to secondary adversities such as being stuck in benefits systems, homelessness and 

increasing domestic violence and substance misuse well evidenced in longitudinal research 

(i.e., Wall-Wieler et al., 2017).  

Subtle variations in the narrative were seen within discussions in Kenny et al. papers 

(2015; 2021) and Kenny and Barrington’s paper (2018), including indigenous communities 

and Baum and Burns’ (2007) paper exploring mental health impact for mothers with learning 

disabilities. Within indigenous communities, some mothers diverged from Western notions of 

mental health, emphasising the impact on physical well-being (referred to as 'physical 

sadness'), loss of spirituality, and the consequences for women's social circumstances, 

including poverty, social isolation, and displacement. Being bound by several layers of 

stigma, including systemic neglect of minoritised populations (National Inquiry into Missing 
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and Murdered Indigenous Women and Girls, 2019) and increased adversities among sex 

workers (Thumath et al., 2020) meant that child separation for this population may have 

added stressors impacting on their mental health. Furthermore, living in an individualised 

Western culture made it challenging to achieve a common language when explaining one’s 

distress, risking underrepresentation of the impact of this group’s experiences (Westerman, 

2004). Although only one study included people with learning disabilities (Baum & Burns, 

2007), it was noted that this population experienced an added sense of powerlessness and 

feeling lost in the process. 

Similarly to the indigenous group, people with intellectual disabilities were a 

minoritised group who experienced discrimination in multiple areas of their lives, including 

avoidance or rejection in different contexts (Werner, 2015). An additional challenge for 

mothers with intellectual disabilities was reliance on other people (often professionals) to 

explain their rights to full social inclusion. However, stigmatisation by themselves and/or 

professionals could have prevented access to support (Werner & Scior, 2022).   

This review has allowed an increased understanding of the role stigma plays in such 

social exclusion experiences. A breakdown in personal relationships, challenging interactions 

with professionals, and increased substance use led to increased isolation, a lack of trust, and 

a sense of hopelessness from both mothers and professionals. To break this narrative, mothers 

found it helpful to fall back on social support, including peer support as well as effective and 

compassionate communication from the professionals. In line with Morris (2018), women 

found it an empowering experience to start tackling stigma and move away from internalised 

blame towards understanding their experiences in the context of structural inequalities.  

Limitations 

A critical limitation of this study due to the narrative textual synthesis methodology is 

the lack of an extensive literature base. Although this systematic review aimed to use the best 
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guidance and evidence available, the researchers have implemented this approach to 

aggregate and interpret the available data. Due to the subjective nature of this methodology, 

the outcomes are heavily influenced by the authors’ critical realist approach and the 

discussions held within the research team. The second technical limitation was that to provide 

the highest quality evidence available at this time, this study focused only on published 

articles that included raw data addressing mental health experiences from mothers’ 

perspectives. This meant that no grey literature, dissertations, opinions or review articles 

were included, arguably resulting in a loss of a diverse voice.  

As only English language studies were included, this may have impacted the type of 

evidence reviewed within this study, potentially losing nuanced understanding in culturally 

divergent understanding/conceptualisation of (mental) health. Furthermore, as seen in 

Schofield et al. (2011), each country has its own ethics committees with very different 

priorities and risk tolerance for such sensitive topics. This might mean that the evidence 

summarised in this review is heavily influenced by countries whose ethics committees value 

the importance of such a topic whilst taking into account participants’ safety.  Lastly, it is 

important to note that this study excluded studies focusing explicitly on perinatal loss due to 

already existing evidence including this population (McGrath-Lone & Ott, 2022). However, 

due to methodological challenges, not all studies specified the child’s age at removal, so it is 

important to note that the current results might include some participants who had a perinatal 

loss. Thus, the generalisability of this study is understood in terms of its relevance to 

individuals and their ability to identify with the aspects of experience (Larkin & Thompson, 

2011).  

Future research should focus on bringing in differing voices, including different cultural 

backgrounds and stakeholders’ groups and bringing in professional and policymakers’ 

perspectives. Cultural differences in conceptualising and coping with the loss emerged during 
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this review. Further investigation of these processes can aid in understanding the mental 

health conceptualisation in different cultures. 

Conclusion 

In summary, this systematic review explored the qualitative evidence base looking at 

women’s experiences of post-separation period. The review highlighted the profound 

emotional impact of concealed grief, compounded by societal stigma and disempowerment. 

The complex interplay between individual trauma, separation, changes in identity and 

secondary adversities highlighted the multifaceted challenges mothers have to grapple with 

during this period. Unique perspectives from indigenous communities and populations with 

learning disabilities offered invaluable insights into the intersectionality of mental health 

experiences. The role of stigma was apparent in perpetuating isolation and hopelessness, 

however connecting to a supportive professional or a community showed promise in 

mitigating these effects. Acknowledging limitations tied to methodology, language bias, and 

excluded populations, this review underscores the need for further research to embrace 

diverse voices and cultural nuances, ultimately enhancing our comprehension of mental 

health experiences within varying contexts. 

 

 

 

 

 

 

 



41 
 

 
 

References 

Bauer, G. F., Hämmig, O., & Keyes, C. L. (2014). Mental health as a complete state: How the 

salutogenic perspective completes the picture. Bridging Occupational, Organizational 

and Public Health: A Tansdisciplinary Approach, 179-192. 

Baum, S., & Burns, J. (2007). Mothers with learning disabilities: Experiences and meanings 

of losing custody of their children. Tizard Learning Disability Review, 12(3), 3-14. 

Boland, A., Cherry, G., & Dickson, R. (Eds.). (2017). Doing a Systematic Review: A 

Student's Guide. 

Broadhurst, K., Alrouh, B., Yeend, E., Harwin, J., Shaw, M., Pilling, M., Mason, C., & 

Kershaw, S. (2015). Connecting events in time to identify a hidden population: Birth 

mothers and their children in recurrent care proceedings in England. The British 

Journal of Social Work, 45(8), 2241-2260. 

Broadhurst, K., & Mason, C. (2017). Birth parents and the collateral consequences of court-

ordered child removal: Towards a comprehensive framework. International Journal 

of Law, Policy and the Family, 31(1), 41-59. 

Broadhurst, K., & Mason, C. (2020). Child removal as the gateway to further adversity: Birth 

mother accounts of the immediate and enduring collateral consequences of child 

removal. Qualitative Social Work, 19(1), 15-37. 

Cockersell, P. (2018). Social Exclusion, compound trauma and recovery: Applying 

psychology, psychotherapy and pie to homelessness and complex needs. Jessica 

Kingsley Publishers. 

Doka, K. J. (1999). Disenfranchised grief. Bereavement Care, 18(3), 37-39. 

Fox, S., & Ashmore, Z. (2015). Multisystemic therapy as an intervention for young people on 

the edge of care. The British Journal of Social Work, 45(7), 1968-1984. 



42 
 

 
 

Gagnier, J. J., Morgenstern, H., Altman, D. G., Berlin, J., Chang, S., McCulloch, P., Sun, X., 

& Moher, D., (2013). Consensus-based recommendations for investigating clinical 

heterogeneity in systematic reviews. BMC Medical Research Methodology, 13(1), 1-

11. 

Honey, A., Miceli, M., & Mayes, R. (2021). Living with mental illness and child removal. 

Advances in Mental Health, 19(2), 164-175. 

Janzen, K. J., & Melrose, S. (2017). “It Was Worse than My Son Passing Away.” The 

Experience of Grief in Recovering Crack Cocaine-Addicted Mothers Who Lose 

Custody of Their Children. Illness, Crisis & Loss, 25(3), 232-261. 

Kenny, K. S., Barrington, C., & Green, S. L. (2015). “I felt for a long time like everything 

beautiful in me had been taken out”: Women's suffering, remembering, and survival 

following the loss of child custody. International Journal of Drug Policy, 26(11), 

1158-1166. 

Kenny, K. S., & Barrington, C. (2018). “People just don't look at you the same way”: Public 

stigma, private suffering and unmet social support needs among mothers who use 

drugs in the aftermath of child removal. Children and Youth Services Review, 86, 209-

216. 

Kenny, K. S., Krüsi, A., Barrington, C., Ranville, F., Green, S. L., Bingham, B., ... & 

Shannon, K. (2021). Health consequences of child removal among Indigenous and 

non‐Indigenous sex workers: examining trajectories, mechanisms and resiliencies. 

Sociology of Health & Illness, 43(8), 1903-1920. 

Larkin, M., & Thompson, A. R. (2011). Interpretative phenomenological analysis in mental 

health and psychotherapy research. Qualitative research methods in mental health 

and psychotherapy: A guide for students and practitioners, 99-116. 



43 
 

 
 

Larrieu, J. A., Heller, S. S., Smyke, A. T., & Zeanah, C. H. (2008). Predictors of permanent 

loss of custody for mothers of infants and toddlers in foster care. Infant Mental Health 

Journal: Official Publication of The World Association for Infant Mental Health, 

29(1), 48-60. 

Lewis, S., & Brady, G. (2018). Parenting under adversity: Birth parents’ accounts of 

inequality and adoption. Social Sciences, 7(12), 257. 

Lucas, P. J., Baird, J., Arai, L., Law, C., & Roberts, H. M. (2007). Worked examples of 

alternative methods for the synthesis of qualitative and quantitative research in 

systematic reviews. BMC Medical Research Methodology, 7(1), 1-7. 

Malpass, A., Shaw, A., Sharp, D., Walter, F., Feder, G., Ridd, M., & Kessler, D. (2009). 

“Medication career” or “moral career”? The two sides of managing antidepressants: a 

meta-ethnography of patients' experience of antidepressants. Social Science & 

Medicine, 68(1), 154-168. 

Mc Grath-Lone, L. and Ott, E. (2022) Perinatal loss: key messages for infant removal at 

birth: An evidence review. Rees Centre, Oxford University 

Memarnia, N., Nolte, L., Norris, C., & Harborne, A. (2015). ‘It felt like it was night all the 

time’: Listening to the experiences of birth mothers whose children have been taken 

into care or adopted. Adoption & Fostering, 39(4), 303-317. 

Moher, D., Shamseer, L., Clarke, M., Ghersi, D., Liberati, A., Petticrew, M., Shekelle, P., & 

Stewart, L. A. (2015). Preferred reporting items for systematic review and meta-

analysis protocols (PRISMA-P) 2015 statement. Systematic Reviews, 4(1), 1-9. 

Morgan, H. C., Nolte, L., Rishworth, B., & Stevens, C. (2019). ‘My children are my world’: 

Raising the voices of birth mothers with substantial experience of counselling 

following the loss of their children to adoption or foster care. Adoption & Fostering, 

43(2), 137-154. 



44 
 

 
 

Morriss L (2018) Haunted Futures: the stigma of being a mother living apart from her 

children following state-ordered court removal. The Sociological Review Monographs 

66(4): 816–831. 

National Inquiry into Missing and Murdered Indigenous Women and Girls. (2019). 

Reclaiming power and place. The final report of the national inquiry into missing and 

murdered indigenous women and girls. The National Inquiry. Available at: 

https://www.mmiwg -ffada.ca/final -report/ 

Nixon, K. L., Radtke, H. L., & Tutty, L. M. (2013). “Every day it takes a piece of you away”: 

Experiences of grief and loss among abused mothers involved with child protective 

services. Journal of Public Child Welfare, 7(2), 172-193. 

Noyes, J., Harris, J., Hannes, K., Lockwood, C., Lewin, S., Booth, A., & Harden, A. (2011). 

Synthesizing and integrating qualitative evidence. In Cochrane Colloquium, Date: 

2011/10/19-2011/10/22, Location: Madrid. Cochrane Collaboration. 

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann, T. C., Mulrow, C. D., 

Shamseer, L., Tetzlaff, J.M., Akl, E.A., Brennan, S.E. & Chou, R., (2021). The 

PRISMA 2020 statement: an updated guideline for reporting systematic reviews. 

International Journal of Surgery, 88, 105906. 

Parr, S. (2022). ‘Navigating’ the value of lived experience in support work with multiply 

disadvantaged adults. Journal of Social Policy, 18(1). 

Pearlin, L. I., Menaghan, E. G., Lieberman, M. A., & Mullan, J. T. (1981). The stress 

process. Journal of Health and Social Behavior, 337-356. 

Pearson, R. J., Jewell, A., Wijlaars, L., Bedston, S., Finch, E., Broadhurst, K., ... & Gilbert, 

R. (2021). Linking data on women in public family law court proceedings concerning 

their children to mental health service records in South London. International journal 

of population data science, 6(1). 



45 
 

 
 

Popay, J., Roberts, H., Sowden, A., Petticrew, M., Britten, N., Arai, L., Roen, K., Rodgers, 

M., (2006). Developing methods for the narrative synthesis of quantitative and 

qualitative data in systematic reviews of effects. Centre for Reviews and 

Dissemination, Available at: https://www.lancaster.ac.uk/media/lancaster-

university/content-assets/documents/fhm/dhr/chir/NSsynthesisguidanceVersion1-

April2006.pdf 

Porritt, K., Gomersall, J., & Lockwood, C. (2014). JBI's systematic reviews: study selection 

and critical appraisal. AJN The American Journal of Nursing, 114(6), 47-52. 

Rajesh, T. (2022). Parental mental health after having a child placed in out-of-home care in 

Sweden: A register-based longitudinal cohort study.[Unpublished doctoral thesis] 

Siverns, K., & Morgan, G. (2021). ‘If Only I Could Have Said, If Only Somebody Was 

Listening’: Mothers’ Experiences of Placing Their Child into Care. Adoption 

Quarterly, 24(3), 207-228. 

Smith, J. A., Flowers, P., & Larkin, M. (2009). Interpretative phenomenological analysis: 

Theory, method and research. Sage Publications Ltd. 

Schofield, G., Moldestad, B., Höjer, I., Ward, E., Skilbred, D., Young, J., & Havik, T. (2011). 

Managing loss and a threatened identity: Experiences of parents of children growing 

up in foster care, the perspectives of their social workers and implications for practice. 

British Journal of Social Work, 41(1), 74-92. 

Tangney, J. P., Wagner, P., Fletcher, C., & Gramzow, R. (1992). Shamed into anger? The 

relation of shame and guilt to anger and self-reported aggression. Journal of 

Personality and Social Psychology, 62(4), 669. 

Thumath, M., Humphreys, D., Barlow, J., Duff, P., Braschel, M., Bingham, B., Pierre, S., & 

Shannon, K. (2020). Overdose among mothers: The association between child 



46 
 

 
 

removal and unintentional drug overdose in a longitudinal cohort of marginalised 

women in Canada. International Journal of Drug Policy, 91, 102977. 

Wall-Wieler, E., Roos, L. L., Bolton, J., Brownell, M., Nickel, N. C., & Chateau, D. (2017). 

Maternal health and social outcomes after having a child taken into care: population-

based longitudinal cohort study using linkable administrative data. Journal of 

Epidemiology Community Health, 71(12), 1145-1151. 

Wall-Wieler, E. (2018). Maternal responses to having a child taken into care. [Unpublished 

doctoral thesis] 

Wall-Wieler, E., Roos, L. L., Brownell, M., Nickel, N., Chateau, D., & Singal, D. (2018). 

Suicide attempts and completions among mothers whose children were taken into care 

by child protection services: a cohort study using linkable administrative data. The 

Canadian Journal of Psychiatry, 63(3), 170-177. 

Werner, S. (2015). Stigma in the area of intellectual disabilities: Examining a conceptual 

model of public stigma. American Journal on Intellectual and Developmental 

Disabilities, 120(5), 460–475.  

Werner, S., & Scior, K. (2022). Intellectual Disability Stigma: The State of the Evidence. In 

D. Vogel & N. Wade (Eds.), The Cambridge Handbook of Stigma and Mental Health 

(Cambridge Handbooks in Psychology, pp. 158-184). Cambridge: Cambridge 

University Press. doi:10.1017/9781108920995.011 

Westerman, T. (2004). Guest Editorial: Engagement of Indigenous clients in mental health 

services: What role do cultural differences play?. Australian e-journal for the 

Advancement of Mental Health, 3(3), 88-93. 

Wiley, M. O. L., & Baden, A. L. (2005). Birth parents in adoption: Research, practice, and 

counseling psychology. The Counseling Psychologist, 33(1), 13-50. 



47 
 

 
 

Welsh Parliament Senedd Research. (2023). Care Experienced Children Statistical Briefing. 

Available at: https://research.senedd.wales/media/bkditkus/23-01-care-experienced-

children-web.pdf 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



48 
 

 
 

 

 

 

 

 

Chapter 2 

 

 

 

Empirical Study 

 

 

 

 

 

 

 

 

 



49 
 

 
 

‘Underneath the Addiction, There was Me’: Mothers’ Experiences of Services 

Following an Involuntary Separation from a Child due to Alcohol or Drug use 

 

 

Valeria Malinen1, Dr Lee Hogan1 & Dr Jaci Huws2 

1. North Wales Clinical Psychology Programme, School of Psychology, Bangor 

University, Bangor, UK 

2.   School of Medical and Health Sciences, Bangor University, Bangor, UK 

 

 

 

Corresponding Author: Valeria Malinen, North Wales Clinical Psychology Programme, 

School of Psychology, Bangor University, Bangor, UK. Email: vlm20yys@bangor.ac.uk 

 

 

 

 

 

 

 

 

 

 

This paper was prepared according to British Journal of Social Work guidelines: 

https://academic.oup.com/bjsw/pages/general_instruction 

mailto:vlm20yys@bangor.ac.uk


50 
 

 
 

Abstract  

Context: Due to child protective service procedures focusing on the child, little attention has 

been given to women’s experiences with the services following separation from their 

children. This knowledge gap has meant a lack of evidence for an effective reunification 

process for this often hard-to-reach population.   

Methods: Seven British mothers separated from their children participated in semi-structured 

interviews. Data was analysed using Interpretative Phenomenological Analysis.  

Results: Five group experiential themes were generated: power struggle highlighted the 

interpersonal challenges and stigma women experienced with professionals; navigating 

health and social care systems emphasised the systemic challenges; judgement from society 

provided context to the above-named themes; and changing sense of self illuminated the 

struggles with motherhood identity. Regaining a sense of humanity started to build an 

understanding of how the smallest meaningful interactions with peers and/or professionals 

helped to tackle the stigma pertinent throughout the process.  

Conclusion: Understanding women’s experiences with services increased the understanding 

of the interplay between the sense of threat and perceived stigma during the post-separation 

period. This was evident on interpersonal to intrapersonal level and highlighted the 

importance of professionals understanding their own biases and being able to see women’s 

experiences in the context of their histories. 
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Introduction 

According to the 2020 evidence-based briefing (Wales Centre for Public Policy), Wales 

has consistently had a higher proportion of children entering care than other UK nations, with 

a 25% increase from 2014. This difference was attributed to deprivation in the local areas, 

differences in safeguarding practices and parental challenges, one of which was substance 

misuse. In addition to the risk factors such as mental health difficulties and domestic 

violence, substance misusing mothers were more likely to have additional factors 

contributing to a separation from a child (Canfield et al., 2017). These included the younger 

age of a first child, criminal justice involvement, mental health difficulties, adverse childhood 

events and the absence of informal support (Canfield et al., 2017).  

Stigma and Substance Misuse 

 Since mental health difficulties and substance misuse problems often co-occur (Wogen 

& Restrepo, 2020), it is essential to consider the intersectionality of the stigma experienced 

by mothers with substance misuse. Intersectionality theory highlights the interaction of social 

identities within multiple social contexts at the individual, relational, and institutional levels 

(Collins, 2015). The recent scoping review (Wolfson et al., 2021) identified three layers of 

external stigma: interpersonal level (i.e., familial and relational influence on accessing 

services), institutional level (i.e., professionals’ attitudes and behaviours and restricting 

opportunities) and population level (i.e., the negative stereotype of mothers with substance 

misuse difficulties). In addition to external stigma, it is theorised that women experienced 

additional internal barriers contributing to self-stigma, such as the interrelationship between 

substance use, motherhood status, poverty and utilisation of services (Gueta, 2017).  

 In the context of self-stigma, it is important to note that there is limited evidence 

focusing on mothers who have been separated from their children due to substance misuse 

and the impact this had on their motherhood identity. One of the few available studies 
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conducted by Virokannas (2011) proposed that there might be four motherhood identity 

categories that were linked with differing behavioural responses: responsible motherhood 

(asking for help), giving up motherhood (submitting to the outside forces), strategic 

motherhood (learning to cope) and stigmatised motherhood (fighting back). From this study, 

it was concluded that a mutually trusting relationship was the key to cooperative partnership. 

However, it also raised questions about whether current service processes might be 

excessively threatening to mothers in this predicament. This initial limited evidence can 

provide a framework when considering parental identity in relation to engagement with 

services following separation from a child.  

Legal Context 

 For an increased understanding of external stigma and the service context, it is 

important to put this study into the UK and Wales legal context. Driven by high-profile child 

death cases and evolving multi-agency safeguarding hubs (MASH), which require an in-

depth understanding of families’ circumstances, confidentiality limits are often stretched 

(Munro, 2011). Professionals and family members are scrutinised to ensure children's safety, 

and information sharing between professionals takes priority over family involvement and 

ethical considerations (Meysen & Kelly, 2018). 

The UK and Wales place importance on securing permanent placements as soon as 

possible for children who cannot remain with their families through kinship care, long-term 

fostering, or adoption (Broadhurst & Mason, 2017). This is a stark difference from Nordic 

countries like Sweden, Denmark and Norway, where more emphasis is placed on the 

continuing responsibility of birth parents (Wales Centre for Public Policy, 2020). As a result, 

more effort is put into working with the families to ‘repair,’ when possible, in those countries.  

This starkly contrasts British and Welsh policies, where child protection services focus more 

on ‘rescuing’ children and placing them in permanent homes.  
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Previous Research 

In the context of current child protection practices and heightened risks of emotional, 

social and behavioural difficulties (i.e., Brown, Waters & Shelton, 2017) experienced by 

children in care, it is not surprising that a large proportion of research has focused on 

understanding and supporting children’s needs (NICE, 2015). Less research has been 

conducted to understand the experiences of birth parents (Enlander, Simonds & Hanna, 

2022), and very limited research focuses on the experiences of birth parents who have been 

separated from their children due to substance misuse (Kenny, Barrington & Green, 2015). 

Within the UK, Bell and colleagues (2021) were part of action-based research that placed 

mothers’ voices at the centre of support initiatives for birth mothers who experienced 

successive losses of their children to public care in London. From interviewing 10 mothers, 

they highlighted the following ‘key messages for professionals’: mothers wanted clear and 

honest conversation and more respect as they felt let down by procedures and services once 

the children were removed. Their study identified the need for developing social work 

interventions and family support. Despite being a small study, it supplies a good starting point 

to begin to understand and raise the voices of this population. 

Current Research 

This study aimed to give a voice to women who have been separated from their 

children during court procedures and understand their subsequent interactions and 

engagement with different services.  

To do so, three of the following areas were examined. Firstly, the study aimed to 

understand how mothers made sense of their interactions with different services following 

separation from their child(ren) due to substance misuse. Secondly, it focused on the impact 

interaction with the services had on mothers and what they may have needed at the time.  

Lastly, women’s motherhood identity was explored in light of these experiences.  
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Method 

Design 

An Interpretative Phenomenological Analysis (IPA; Smith, Flowers & Larkin, 2022) 

approach was used to analyse a homogenous group in-depth to make sense of women’s lived 

experiences. The methodology drew upon hermeneutic phenomenology, emphasising the 

importance of understanding the individual within their specific contextual framework 

(Horrigan-Kelly, Millar & Downing, 2016). Given that so little is understood about the 

experience of having a child removed for women with substance misuse difficulties and what 

the service engagement looks like following this event, it was appropriate to begin bridging 

this gap in knowledge with the experiences of the women themselves. The idiographic nature 

of IPA has helped to understand individual participant narratives in the broader context of 

substance misuse, loss process, and subsequent changes and service set-ups.  

The researcher’s critical realist epistemology (Madill et al., 2000) was well-suited for 

such a reiterative analytic approach as it acknowledged that the researcher’s background and 

experience would impact the interpretation of participant experiences within their context. As 

this research was conducted by a researcher’s group with experience working in substance 

misuse services and who have not had personal substance misuse experiences, reflexive 

discussions and a diary were kept to minimise potential biases and influences on the analytic 

and interpretative process.  

Ethics 

Due to the potentially emotive nature of the topic, ethical approval was granted by the 

following committees: University School Ethics Committee1, Health Research Authority and 

Health and Care Research Wales (HCRW)2 and Research Ethics Committee (REC)3. 

 
1 Proposal number: 2022 17161 
2 IRAS project ID: 316303 
3 REC Reference: 22/NI/0149 
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Additionally, approval has been granted by a local Research and Development team. This 

allowed ethical recruitment from both NHS and non-NHS sites.  

It was also essential to ensure that participants' confidentiality and anonymity were 

granted throughout the process, and thus no feedback was provided to participants’ case 

workers regarding their involvement. A distress protocol (Appendix F) was developed as a 

precautionary measure.  

Participants 

Purposeful sampling techniques were implemented to recruit a homogenous sample 

utilising the inclusion and exclusion criteria outlined in Table 1. Participants were recruited 

via NHS or Third Sector Recovery Community providers. 

Table 1. Inclusion and exclusion criteria. 

Inclusion Criteria Exclusion Criteria 
• Female, aged between 18-99 
• Have been involved in court proceedings 

within the jurisdiction of the United 
Kingdom. 

• Accessed services within North Wales. 
• Mothers who have had their child(ren) 

removed through court proceedings.  
• Mothers who have been in contact with at 

least one of the following services: 
substance misuse service, mental health 
services and/or social services. 

• Mothers who have (re)gained access to 
their child(ren).  

• At least 12 months in recovery from 
substance misuse as identified by 
individuals' primary keyworker/third sector 
worker. 

• Ongoing substance misuse and/or unmanaged 
mental health difficulties requiring active 
intervention.  

• Current ongoing custody queries and/or active 
involvement with a legal dispute in relation to 
child welfare. 

 

 

Procedure 

Seven participants were recruited via a two-stage opt-in system. Researchers contacted 

several recruitment sites covering the ethical implications and inclusion/exclusion criteria 

with professionals to ensure a homogenous group of participants. Participants identified by 

their charity or case worker were given an information sheet and an initial contact form 

(Appendix B and C). This allowed the participants to contact researchers independently 
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without affecting their relationship with their workers. As it was acknowledged that this was 

a sensitive topic, an additional pre-interview phone call was arranged to develop rapport and 

to help the participants feel safer speaking about their personal experiences (Larkin & 

Thompson, 2011). Following the pre-interview phone call, participants were provided with an 

informed consent form (Appendix C) and followed up by a researcher after 48h to offer an 

interview time.  

The data were collected from semi-structured online interviews (via Microsoft Teams) 

ranging from 32 - 67 min. The interview schedule was developed and refined in partnership 

with an expert by experience who had a history of substance misuse difficulties and whose 

child had been at risk of being placed into care in the past. The interview schedule questions 

aimed to explore women's experiences of services in the post-separation period. Follow-up 

questions were asked to elicit the interplay between relational experience with professionals 

and the potential threat to self (/motherhood) – identity. (Appendix D).  

 Each transcript was read multiple times to ensure idiographic focus. Initial notes 

focused on language usage, recurring themes, and interesting points (Appendix G). These 

were further developed into a series of concise ‘experiential statements’ (Smith & Nizza, 

2021) that captured the significant aspects of the participant's account (Appendix H). Next, 

the patterns and connections between these themes were examined by grouping statements 

that seemed to have a meaningful relationship based on the narratives’ similarity or 

divergence (Appendix I). Throughout this clustering process, researchers referred to the 

original transcript to ensure that interpretations were based on the participant’s wording. As a 

result, a set of clusters were conceptualised, representing experiential themes and sub-themes 

that were personal to each individual. Once all seven anonymised transcripts were analysed, 

patterns across participants were identified and clustered into group experiential themes 

(Appendix J), forming the findings for this research. 



57 
 

 
 

Methodological Rigour. 

Researchers followed Levitt et al. (2018) criteria for reporting qualitative research to 

ensure the highest reporting standards. Regular discussions were held between the research 

team at different stages of the study to ensure that the study aims, data collection, analysis 

and write-up adhered to principles of the hermeneutic phenomenological framework. 

Discussions and the research diary helped the first author use reflexivity as a tool for 

interpretation (Smith, Flowers & Larkin, 2022). To ensure the transparency of the process 

each step of the analysis was documented (Appendix G- I) and discussed with all authors. 

Lastly, to maintain an idiographic element of IPA, the researchers committed to the close 

analytic reading of the quotes and ensured that those were used to illustrate each theme 

(Nizza, Farr & Smith, 2021).  

Results 

Demographics 

All participants were White British aged between 25 and 49. The mothers had between 

one and four children (7 mothers had 12 children between them). The legal status ranged 

from children being returned home to full adoption orders with in-person or letter contact. 

Most children were separated from their mothers for less than a year, with some ranging from 

more than one year to indefinitely (see Table 2). 

Table 2. Participant characteristics summary. 

Characteristics Value N 
Age range (years) 20-29 1 

30-39 4 
40-49 2 

Number of children  1 1 
2 4 
3 0 
4 1 

Women whose children 
were cared for by others  

Yes 4 
No  3 
≤ 1 6 
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Separated from 
child(ren) for (years) 

1-2 1 
2-3 1 
3-4 1 

over 4 3 
N =7  

Most participants started misusing substances at an early age, while two participants 

started in their early to mid-20s. Participants’ substances of choice were a mixture of alcohol 

and polysubstance use. At the time of the interviews, most participants had been substance 

free for several years (ranging from one to five years). Participants mainly had the social- and 

substance misuse service (SMS) involvement in the past. Only one participant received acute 

mental health service involvement soon after being separated from her children (Table 3).  

Table 3. Substance misuse specific characteristics summary. 

Participant 
pseudonym 

Age 
bracket 

Substance of 
choice 

Started daily 
use (age) 

Substance 
free 
(years) 

Services 
involved at 
the time 

Recruited 
from (NHS or 
third sector) 

Helen 40-49 

 
 
 

Alcohol 

Since 
'teenage 

years' 4 years 

Social 
services, 

probation, 
SMS 

 
 

 
third sector 

Ali 30-39 

 
Polysubstance- inc. 

class A drugs 15-year-old 2 years 

social 
services, 

SMS 

 
 

third sector 

Anna 30-39 

 
Polysubstance- inc. 

class A drugs 17-year-old 5 years 

social 
services, 

SMS 

 
 

NHS 

Sandra 40-49 

 
Polysubstance- inc. 

class A drugs 

 
 

14-year-old 

 
 

4 years 

social 
services, 

SMS 

 
 

third sector 

Gina 30-39 

 
 

Alcohol 12-year-old 

 
 

4 years 

social 
services, 

SMS 

 
 

NHS 

Jen 30-39 

 
 
 
 
 

Alcohol Mid-20s 

 
 
 
 
 

3 years 

social 
services, 

acute 
mental 
health 

services 

 
 
 
 
 

third sector 

Ffion 20-29 
 

Alcohol 21-year-old 
 

14 months 
social 

services NHS 
Note. Pseudonyms have been used to protect participant identities.  
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Findings 

Women’s narratives were influenced by different layers of stigma, including the most 

pertinent theme of feeling judged by professionals for their substance misuse and loss of 

custody. Thus, whilst honouring the inductive nature of IPA, the hermeneutic process 

resulted in researchers interpreting participant group themes in the context of more subtle 

stigma experiences discussed by participants. As a result, five group experiential themes (see 

Table 4) were identified linking to different layers of stigma: 1) power struggle (interpersonal 

stigma), 2) navigating the health and social care systems (institutional stigma), 3) judgement 

from the society (population level stigma), 4) intersectionality of motherhood and addictions 

(self-stigma) and 5) regaining a sense of humanity. 

Table 4. Summary of Group Experiential Themes and Sub-Themes.  

Themes Sub-Themes 

Power Struggle a) Broken Promises 
b) Being Perceived as a Lower-Class Citizen 
c) Reclaiming Power 

 
Navigating Health and Social Care 
Systems 

a) Carrying the Added Burden of Proof  
b) Inflexibility of the Systems  
c) Feeling Rejected by the Services 

 
Judgement from Society  

Changing Sense of Self a) Mother in Name Only 

Regaining a Sense of Humanity  

 

Power Struggle  

The first group theme focused on the experiences of power within the system. All 

women felt that the custody removal process was intimidating and was not there to support 

their needs. For most women, going through child protection processes meant being 

accompanied by professionals judging their behaviour and often discussing sensitive 
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information without their knowledge. Jen described her experience of case conferences as 

follows: 

‘it’s as if you’re a ghost and they’re all sort of talking about how you parent 

and what I should do and what’s been going on and… I- you’re just 

powerless.’ 

Such experience was shared by all women who felt a lack of transparency, 

collaboration and a sense of powerlessness in that space. Due to women’s previous 

experiences of domestic violence, childhood adverse events and substance misuse-related 

interpersonal risks, a state of vulnerability was greatly feared. And yet, the child protection 

service processes put them in a position of vulnerability. In this context, three sub-themes 

represented interpersonal stigma and stark power differentials between women and 

professionals: a) broken promises, b) being perceived as a lower-class citizen and c) 

reclaiming power.  

Broken Promises. 

All women felt lost and confused, and as Helen put it, ‘felt like a rabbit caught in 

headlights’ following separation from their children. For some women, there was a sense of 

desperation and guilt in knowing they needed to stop their substance use to reunite with their 

children. Still, they could not do this without support: ‘I loved my children, and I would have 

done anything for them [but] I couldn't stop using them [drugs].’ (Sandra). Such sense of 

being controlled by the substances and needing support to break free was shared by Ali, 

Helen and Jen. Jen said she ‘begged them, […] If there’s something you can do for me today, 

regardless of you taking my child, at least help me and put me through rehab.’ The sense of 

powerlessness, whilst in the depths of addictions, was replicated within the child protection 

processes and then carried forward into the post-separation period, where women felt left to 

deal with the reality of living without their children as ‘social services just withdrew’ (Anna). 
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Following intense emotions and worsening substance use, all women came to a point 

where they felt something needed to change. However, at that point, no more support was 

available for them. For some women, like Jen, there was a sense that no one cared or believed 

in her as she did not receive even the support she was entitled to: 

‘I didn’t see anyone. They took her [my daughter] and went and that was it. 

Erm, I didn’t see social services […] The social worker was on holiday for four 

[out of six weeks of probation]. Yeah. (Laughs) Didn’t see anyone.’ 

Not being followed up or checked upon felt like a message that nobody cared what 

happened to them next. So, when the mandatory meetings were not scheduled, the women 

had only themselves to rely upon. In a position where no support was available, women had a 

sense of ‘me versus them’ as Gina put it: ‘I felt like everyone was against me’.  

It was felt that professionals’ beliefs and the service focused on children instead of the 

family, which meant that little consideration was given to women’s experiences. For 

example, little preparation was given to any changes in custody, and women had to live on 

the timeline dictated by social services, with little power to influence what was going to 

happen next. Helen talked about her experience of little consideration being given to how the 

reunification was done; instead, it felt circumstantial: ‘The girls are coming home.’ When I 

was like, ‘oh, my God. Amazing, when?’ And they [social services] were like ‘today’. 

Increasing pressure, humiliation and isolation from relationships that may have existed before 

child separation meant that women felt utterly alone and turned to their only solution – their 

substance of choice. 

Being Perceived as a Lower-Class Citizen. 

In their interactions with professionals, all women experienced a sense of othering. For 

example, Sandra talked about being seen by professionals as a ‘lower-class citizen’, 

indicating that she felt marginalised and devalued as a person. There was a sense that 
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professionals viewed her as having little hope to improve: ‘People look at heroin addicts and 

crack cocaine addicts like, um, there isn't really any hope here. That people like me don't get 

better’ (Sandra). This belief was strengthened by the fact that any attempt to be honest about 

using substances and requesting help meant that women were less likely to see their children, 

creating a punishing system and discouraging change. Helen, Gina, Ali and Sandra all talked 

about how following their honest disclosures about using/drinking they felt they were 

punished through the withdrawal of contact and support: ‘It's just like right, ‘You cannot see 

the kids because you're being honest about your drinking which is, which is bad’ (Ali). Being 

honest seemed to confirm professionals’ prejudices. Thus, instead of seeing this as a cry for 

help, disclosures relating to substance misuse were punished and mutual distrust between the 

women and professionals ensued, reducing the ability to work together. As a result, in their 

interactions with professionals’ women felt that professionals wanted to get rid of them. For 

example, Anna shared a view that her request to access methadone was rejected as: ‘they 

[substance misuse] sort of just wanted me off the system, so I wasn't getting it’. Helen also 

talked about being seen as stuck in ‘a revolving door’ of people who did not want to get 

better. On reflection, Helen felt that in the context of so few people reaching recovery, it was 

understandable why professionals were unlikely to hold hope. However, having prejudices 

about recovery from substance misuse and being seen as ‘another addict’ (Ali) meant that 

professionals were less likely to engage with women beyond their primary professional duty 

to children. 

Such patterns were seen across services, including probation, social services, mental 

health, substance misuse and within contact centres. Women felt that professional interactions 

lacked compassion, potentially due to perceived threats from the women and interpersonal 

stigma attached to substance misusing mothers.  
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Reclaiming Power. 

In response to feeling powerless and judged, women attempted to reclaim the power in 

one of the few ways accessible to them at the time, either aggression towards or withdrawal 

from the services. As a result of a lack of communication and certainty throughout the post-

separation period, Anna, Gina, Ffion, Helen and Ali all talked about going into self-

protection mode, which paradoxically meant that at the time of highest vulnerability and 

increased substance use, women felt that no service was willing to engage with them. They 

were seen as ‘the big bad one’ (Ffion) or, as Helen put it: 

‘I would like myself now… to a street dog, […], if you prodded me, I would have 

bitten you. You know, I was really angry.’ (Helen) 

Instead of being able to see the aggression as a response to complex circumstances, 

multiple women, such as Helen, Ali and Gina, got ‘red marks’ on their case notes indicating 

that they were a risk to professionals: ‘I was perceived as not a very nice person. Erm, quite 

aggressive, antisocial.’ (Gina).  

A similar pattern of service disengagement was seen with a different coping strategy - 

withdrawal. Ffion, Ali and Jen described overwhelming numbness: ‘I was so numb and 

broken. […] You could look at me and you can see me but inside me, I was just… it's just 

empty.’ (Ffion). Such numbness robbed some women of any fight that other women could 

rely on, and as a result, they withdrew from the services. Professionals interpreted this as 

women not caring for their recovery, resulting in reduced engagement from them.  

All women attribute their ability to return from these difficult places to ‘luck’ and 

meeting the right professionals: ‘I couldn’t have done that without them, like, being there’ 

(Ffion). Meeting professionals who were aware of their own biases and were willing to give 

them a chance allowed women to feel that there was someone in their corner who was able to 

use their power to support them: ‘she [child’s guardian who was sceptical about Gina] made 
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a big point of coming to the rehab and seeing how well I’d done and seeing what’s what and 

what she’s going to recommend next. And she really did help me in my corner’ (Gina). With 

the support from people who held more power, such as judges, charity workers, and 

individual professionals, they could start fighting for their children ‘by the rules’. They had to 

be patient, humble, and do what was expected of them: ‘I absolutely had to just do what they 

said when they said it and I’m still doing it to this very day.’ (Gina). Thus, even though 

multiple women have regained custody and others have had contact with their children, they 

had to do this by playing a role in the system. The women’s sense of regained control 

developed day-by-day as they worked on their recovery, not because of the system but 

despite it. 

Navigating Health and Social Care Systems 

The second group experiential theme addressed women's challenges in navigating the 

health and social care systems following separation from their children while facing 

institutional stigma. Three subthemes were conceptualised when exploring the challenges 

associated with navigating the health and social care systems that seemed to be heavily 

influenced by institutional stigma: a) carrying the additional burden of proof, b) the 

inflexibility of the system and c) feeling rejected by services. 

Carrying the Added Burden of Proof. 

It was a common experience for women to have to prove their credibility once they 

were seen as an addict and a mother who was ‘incapable mum’. For example, Ffion believed 

that she had not been taken seriously by either the police or social services when she 

expressed her concerns about her daughter’s safety and needed the court to order a repeat 

investigation to uncover suspected abuse. She felt that to gain credibility, she needed to get 

sober and get the court on her side for the safeguarding process to begin properly: Having to 

prove credibility ‘Look, I’m back. I’m okay. I’m staying clean. I’m alright. You can blood test 
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me’. Trying to achieve trustworthiness and credibility with the system she did not trust was 

challenging but necessary. The fact that she said, ‘You can blood test me’ indicated Ffion’s 

attempt to achieve an objective measure of credibility as she knew she was unlikely to be 

believed on her own due to her history.  

Ffion, Jen, Sandra and Gina discussed needing to prove that they had made changes 

and were now in a better position to provide care for their children. However, they all felt that 

the professionals held on to the historical information written in their files instead of 

attempting to see them as the people they were at the time: 

‘You don’t really get a shot once they’ve already got a bit of paper in front of 

them to tell them you’re an alcoholic, you’re a drug addict, you’ve got mental 

health problems.’ (Gina) 

 Having those labels meant that everything they did was seen through that lens. There 

was an element of frustration in the face of the stigma and discrimination that they 

experienced. Human emotions started to carry a meaning that aligned with the narrative 

professionals already had about the women, and nothing they said or did seem to shift it for a 

long time: 

‘If I didn't cry or didn't get upset, it would be used against me saying that, um, 

you know, I don't have any emotion about it. In times when I did cry and I did 

get upset. It would be said that I'm emotionally unstable.’ (Sandra) 

In this excerpt, there was a sense that even in grief and pain, women were expected to 

play a ‘capable mother’ role. However, whatever they did was seen as ‘manipulation’ (Gina). 

This meant that they were not listened to, even after they achieved abstinence. For instance, 

in Sandra’s experience, she was not listened to until a professional intervened and threatened 

to put in a complaint: ‘They [social services] wouldn't return my calls for the first kind of 



66 
 

 
 

nine months when I got into recovery.’ Communicating that they have made changes 

independently, held little power and were not followed up by social services.  

The Inflexibility of the Systems.  

A lack of responsiveness from services was understood in light of the system's ‘one size 

fits all’ approach, showing little flexibility in the processes. For example, Helen reflected on 

her experience of seeing her children in ‘clinical rooms’ following the same procedure every 

time. Such processes felt impersonal and did not facilitate the connection with the children 

who were already ‘cross’ with their mothers and struggled to come to the contact centres. 

Similarly, Ali did not feel supported or empowered in her recovery journey as she felt that 

staff were dictating what the recovery journey ‘should look like’: 

 ‘the doctor was saying that you know, you have to do it like this. You know, this is 

how it is gonna work’ 

What she felt was missing was the understanding that each individual might find 

different approaches helpful. For Gina, following an inflexible ‘protocol’ meant a high 

emotional drain when she was already struggling with intense emotions. In the context of high 

levels of emotion, loss of their children and constant sense of surveillance, additional pressure 

from the services meant that women did not feel that their voice mattered. For instance, Anna 

explained that she had asked for support from social services for a long time before her 

children were removed, and her concerns were not listened to: “Oh, it's fine. It looks okay. 

Everything's fine here.” ‘I didn't agree to, but it was taken out of my hands.’  

Feeling Rejected by the Services. 

All women felt that services, particularly social and mental health services, could not 

see addiction for what it was to women- an illness. Instead, it was supposed that professionals 

saw addiction as a choice—a factor they could control—and if they failed to attain 

abstinence, they could be held accountable and blamed: 
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‘Social services seem quite quite sort of stuck in the past, innit. […] And they 

don't see it as an illness that it is. They see it as a choice that people are just, 

that are just, you know, they're using as a choice.’ (Ali) 

This notion was shared by every woman interviewed, feeling that this bias may have 

contributed to a lack of onward referrals and providing mental health provisions.  

In the women’s experiences, it seemed that every statutory service involved in their 

care worked in isolation, with rare onward referrals and little co-working between services. 

For example, Anna, Helen, Gina and Sandra talked about the sense that social services 

prioritised their children’s safety and any immediate risks but struggled to plan any follow-up 

support for mothers. It was felt that you had to be ‘bad enough’ to gain additional support 

from mental health or addiction services. This prevented service involvement at the earlier 

stages: ‘I don’t remember anyone talking to me about alcohol dependency. I don’t remember 

anybody talking to… You know, it was suggested that I had a drinking problem. But because I 

wasn't drinking 24 hours around the clock. There were certain elements of services that 

couldn't help me.’ (Helen). 

The notion that substance misuse was separate from mental health meant that women 

who needed support could not access therapy unless they went to rehab. Only then did they 

feel they could understand their patterns and substance use in the context of their past: ‘in 

rehab you got hefty counselling. Every day was like peeling an onion […] you were just 

getting stripped down by, bit by bit which was not attractive at the time but I’m very thankful 

for it.’. For women who could access mental health or peer support, focusing on 

understanding and managing emotions was an invaluable step towards ongoing recovery.  
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Judgement from Society 

 Judgement from society was not as explicitly talked about as challenges in interaction 

with professionals and the systems. Only Sandra and Ffion spoke about their experiences of 

how they were viewed by general population: 

‘When it's a mother [struggling with substance misuse], um, people look at you 

very differently. […] Everybody in society does’ (Sandra) 

The societal perception of a mother was often that they should be nurturing, 

responsible, and in control, so when a mother struggled with substance misuse, it was felt that 

she was judged more harshly. Sandra also highlighted how she was seen as lesser than others 

by not meeting the societal ideal for a mother. This also meant that any attempts to make 

changes were an uphill battle, as society did not believe she could improve. She was seen as a 

‘statistic’, one of many drug addicts who would not get better: ‘It’s really difficult to change 

your life around when society believes that people like me do not get better’.  

Although only two mothers talked about population-level stigma, the impact could be 

seen in the above sections discussing the burden of proof and the experiences of othering 

women in interactions with professionals. Thus, although women sometimes attributed blame 

to individual professionals, some women, like Helen and Sandra, acknowledged that 

professionals’ biases were understandable in light of their experiences with other women and 

societal stigma.   

Intersectionality of Motherhood and Addictions 

In addition to the external stigma faced by the women in the study, another significant 

finding was the presence of self-stigma. Self-stigma refers to internalising societal 

stereotypes and negative beliefs about oneself, leading to a diminished sense of self-worth 

and personal agency (Matthews, 2019). There was a sense for all women that after separation 

from their children, they had a lot of shame for some time, which made them withdraw and 
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isolate. This cycle continued as they felt that professionals held little hope for their recovery 

and saw them mostly through the lens of addiction. Further inflexible service systems and no 

support meant that this strengthened women’s belief that they were not worth helping. This 

notion was repeated, if not exacerbated, in the general population as some women noticed 

changes in how people ‘on the street’ viewed them. The increasing shame cycle meant these 

prejudices were internalised and/or confirmed previous beliefs about being a ‘not good 

enough’ mother (Sandra, Helen and Ali). This section explores the initial impact on 

motherhood identity and how this changed over time. 

Mother in Name Only. 

 Different levels of stigma (discussed above) resulted in all of the mothers’ internalising 

a sense of ‘not being good enough’ in the early stages of separation. All women felt judged 

and repeatedly told that they were ‘incapable of being a mum’ (Gina). There was a sense that 

although they were mothers, that was only in name, as they no longer had any control over 

their children. For example: 

‘I felt like I wasn’t a mum like they’d [social services] made me feel that that 

was it now. […] Like I brought her into the world. I felt like they’d stripped me 

of that. Like I’d brought her into this world, and that was it.’ (Ffion) 

The sense of shame became too much, and as a result, all women reported deterioration 

in their substance use to numb and increased isolation. However, after some time, women 

dealt with this sense of identity in different ways. For Helen, it took some time to see herself 

as a mother as her children were returned unexpectedly, and they had to learn to live together 

again: 

‘I did feel like I'd been stripped right back. So, when they came home, it was 

like having to grow newborn babies, really. And not knowing how to manage 

it.’ 
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From her experience, there was a sense of trying to re-establish who she was as a sober 

mother. There was a shift from someone numb and unavailable to someone present and 

experiencing life with all the accompanying emotions. Helen felt that by going through 

everything she did, she could ‘wake-up’ and see that she was not a good mother for her 

children at the time and now had an opportunity to change things for her and her children.  

For others, regaining their motherhood identity meant having to fight. For instance, 

Anna and Ffion experienced similar patterns of shame as described above:  

‘I do feel a lot better about myself now than I did before. I suffered a lot of 

guilt, stuff like that. I blamed myself for everything, but then I realised it wasn't 

just me; I was let down as well.’ (Anna) 

Understanding that she was not the only one who had gone through this experience 

helped her to recognise that she was let down by the system and regain some energy to fight 

for her kids again. Similar normalisation processes were experienced by all women, either 

with the help of professionals or peer support groups. There was also a recognition that 

things beyond their control may contribute to their difficulties, and it is not as simple as the 

fact that they were not a good enough mother.  

Regaining a Sense of Humanity 

Changes in perceived stigma were linked to recovery and support provided by 

individual professionals (both in statutory and non-statutory services). A few professionals 

were willing to take their time to understand these women and their experiences and to show 

them compassion and encouragement throughout their journey. As a result, mothers felt that 

they were finally seen as human beings: 

‘[I needed] to be seen as a mum, as a woman. You know, as a daughter, as a, 

as a sister as… Yeah, as me, you know and underneath the addiction there was 

me.’ (Helen) 
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In Helen’s exert, motherhood was an important, but not the only part of her identity. 

There was a sense that addiction was often part of someone that people saw, but beneath that, 

a mother and family member had the same need to connect and engage with a meaningful 

life. By being able to see beyond addiction, some professionals were able to see a person who 

needed their support and unwavering encouragement:  

‘it felt like someone wanted to help finally. Someone looked at me and gone, 

“You’re worth helping. I’ll fight for you and we’ll get you better” and I owe 

her [substance misuse worker] so much’ (Jen) 

Conveying the belief that someone was worth helping meant this was internalised over 

time, and women were more likely to feel like they could fight for their recovery and their 

children. Ffion highlighted that it was not just the unwavering belief and encouragement that 

was important. Still, she also valued having boundaries and someone expecting her to do 

things without threatening with punishment: 

‘They’ve been lovely and great, but they have been- don’t get me wrong, 

they’ve been stern and hard and I’ve needed that role model’ (Ffion) 

It was important for Ffion to see professionals as consistent, available and supportive to 

start tackling the interpersonal stigma that was so pertinent in most parts of the system. This 

conveyed that she mattered and that there was nothing inherently bad or wrong with her, 

tackling the shame associated with stigma. 

Discussion 

 This study identified five group experiential themes: power struggle, navigating health 

and social care systems, judgement from society, changing sense of self and regaining a 

sense of humanity. The first four of the themes were closely interlinked with different levels 

of stigma and the last theme focused on the helpful elements that allowed the mothers to 

regain a sense of humanity. The discussion section will look at these themes in the context of 
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understanding women’s experiences of the services as well as exploring the sense of 

motherhood identity and helpful elements.  

Understanding Women’s Experiences of Services 

Similar to Canfield et al.’s (2017) findings, many of the interviewed women had 

experiences of childhood adverse events, and domestic violence, as a result of which they 

were no strangers to feeling powerless and rejected. These experiences were mirrored during 

the custody removal process, where a lack of transparency, collaboration, and powerlessness 

were common. Social services priority was the child’s well-being, as opposed to the family 

unit as a whole (Meysen & Kelly, 2018); the effect of this was that when a child was removed 

from their mother’s care, and after months of intensive work with professionals, all support 

for the women was withdrawn.  

Women’s experiences of this period can be understood in the context of Gilbert’s 

(2010) theory for emotional regulation systems: soothe, drive and threat. According to this 

theory, the threat system refers to activating the body's stress response and the experiences of 

negative emotions in the face of threats such as child removal, stigma and rejection. The drive 

system involves pursuing goals and desires when in balance; however, paired with a highly 

activated threat system, it can result in a ‘threat-based drive’. This state uses the drive system 

to escape the sense of danger, often by using substances (Irons & Lad, 2017). Lastly, soothe 

system is known as the ‘rest and digest system’, associated with slowing down and feeling a 

sense of soothing and calmness. However, accessing this system can be especially 

challenging for people with past adverse experiences, especially shame-based trauma 

emerging from different layers of stigma (Irons & Lad, 2017).  

The Interplay of Stigma and Threat-Based Responses. 

For participants, stigma played out in multiple settings, from personal and professional 

relationships to strangers, highlighting all four stigma levels discussed by Wolfson et al. 
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(2021). It was evident that women experienced interpersonal and institutional stigma from 

professionals and when interacting with the child protection systems. For women who 

experienced abandonment and high levels of distrust, going through court processes and 

seeing that their needs were not prioritised further fed into a belief that they were not worthy 

of support – a lower class citizen. As services broke their promises to deliver on the post-

separation support, this may have further compounded the trauma of child removal and 

reaffirmed women’s belief that they were unimportant (Deblasio, 2018), feeding into self-

stigma. 

Two systemic challenges hindered women’s ability to engage: inflexibility and feeling 

rejected by the services. Firstly, women felt that services had a one-size-fits-all approach, 

lacking responsiveness and personalisation. This meant that women lacked a sense of agency 

in their recovery and perpetuated the cycle of feeling devalued, going into a threat state, and 

as a result, trying to get out of it by either being aggressive or giving up, a pattern of coping 

strategies evidenced in existing literature (Janzen & Melrose, 2017; Kenny et al., 2015). The 

construct of what a ‘good mother’ should look like in Anglo-centric culture influenced how 

service providers viewed mothers without access to their children due to the erroneous belief 

that substance use was a choice (Nichols et al., 2021). As a result, women’s stigmatised 

identities were evident in their notes (Broadhurst & Mason, 2017), resulting in prejudice and 

challenges to regain contact even after women recovered. Women felt they had to carry the 

additional burden of proof to be heard by the system. Returning to Gilbert’s three-system 

theory (2010), this can be seen through the lens of accessing the drive system responsible for 

pursuing goals and accompanied by little wins such as professionals’ encouragement. This 

made women feel hopeful and keep pursuing their goal of regaining access to their children 

(discussed in more detail below). Achieving this was challenging as extensive stigma 

experiences perpetuated a sense of shame, an emotion that many women experienced as 
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threatening. As a result, especially in the initial stages of separation from the children, all 

women found themselves in the ‘threat-based drive system’ where they used substances to 

escape from intense emotions.  

Interviews confirmed women’s experiences of ongoing stigma within services and the 

judgement from a society where they often felt that they were not seen as human but as ‘an 

addict’. Consequently, laypeople and professionals struggled to take a compassionate stance 

and see the complexity of women’s experiences. Instead, professionals were more likely to 

hold on to treatment paradigms relying on reductive beliefs regarding the cause of addictions 

and subsequent accountability models (Bartholow & Huffman, 2021). This likely contributed 

to the lack of coordination and referrals to mental health and/or third-sector services, 

hindering comprehensive support for women's mental health and addiction issues. Kenny et 

al. (2015) conceptualised this cycle as re-traumatisation at the hands of state institutions. 

Intersectionality of Motherhood and Addictions 

Participants’ motherhood identity was deeply affected by external stigma. By 

measuring themselves against the notion of a ‘good mother’ in the context of child custody 

loss and substance use, it was difficult to see themselves as selfless, nurturing, or 

compassionate. Instead, they internalised a sense of being a mother in name only perceiving 

their lack of parental qualities.  

Women dealt with the loss of identity in different ways: a) learning to live with their 

children after regaining custody and b) acknowledging that other systemic factors contributed 

to the separation, and thus, the blame was to be distributed. The former strategy can be seen 

as a more passive way of managing stigma and learning through experience. The latter 

approach has been noted in the literature as a stigma-mitigating strategy linked to 

empowerment (Shih, 2004). By seeing one’s experiences in the context of the systems that 
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have let them down, women regained the sense of motherhood identity, which helped them 

reconnect to their drive system to fight for their children.  

Helpful Elements 

Similarly to Bell et al. (2021), women in the current study highlighted their challenges 

in the social, substance misuse and mental health service systems and how devastating it was 

to be judged and not receive the support they had been promised. After meeting professionals 

willing to understand them and take their time to see them as human beings, women felt they 

could reclaim the power and a sense of humanity lost through the child protection process.  

By considering complex histories and seeing their behaviour in the context of past 

experiences, some professionals could put aside their biases and give these women a second 

chance they were asking for.  

Unlike threat and drive systems, which activate people, a vital element of the soothing 

system was deactivation via social connectedness aided by receiving care, acceptance, 

kindness and encouragement (Gilbert, 2010). Once women saw that they were listened to, 

they felt safer and thus were more willing to cooperate. For these women, finding at least one 

person (or a peer group) who normalised their experiences made a difference in their 

recovery pathway and their ability to reconnect with their children.  

Wider Clinical Implications 

 Due to the complexities of women’s experiences of services, wider clinical implications 

need to be considered on at least three different levels: healthcare intervention targeting 

interpersonal as well as intrapersonal difficulties, service configuration and delivery focusing 

on the system level challenges and policy considerations.  

Healthcare Intervention Considerations. 

Despite having individual professionals who were open, honest and consistent, most 

experiences with professionals were seen as threatening. Thus, it is important to consider the 
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role of professionals during the separation process in the light of attachment theory. A recent 

systematic review by McGonagle et al., (2019) highlighted that there was some evidence of 

association between insecure attachment style and effective service engagement. According 

to attachment theory, early experiences with caregivers’ impact on adulthood behaviour and 

relationships (Flores, 2004).  

When service providers function as an attachment figure for women who feel 

vulnerable and dependent on the service support to help their family, these experiences were 

likely to trigger challenging relational difficulties (Flores, 2004). Professionals need to be 

willing to understand women’s traumatic experiences, both historical and current, impacting 

on their current substance misuse and coping strategies which are often seen as aggressive 

and/or uncooperative. Seeing substance use in the context of suffering, can help professionals 

to see women’s responses in the context of their experiences and access the sense of 

compassion crucial in facilitating co-working (Carver et al., 2020). Furthermore, being aware 

of professionals own coping patterns (such as withdrawing in response to aggression) and 

openness to explore alternative responding can result in women feeling seen.  For 

professionals to be able to see beyond the addiction as the sole cause for the child’s removal 

can help to reduce the re-traumatisation rates highly prevalent in current systems (Kenny et 

al., 2015). 

Service level. 

To ensure that the services are able to provide a safe base, it is important to consider the 

key principles of trauma-informed care (TIC). Trauma awareness, safety, choice and 

empowerment, and strength-based approaches have been shown to be key elements of 

providing a trauma-informed services (Harris & Fallot, 2001). For women in this study, these 

elements were often attributed to individual professionals but rarely associated with the 
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services, which were often seen as ‘mental health’ or ‘social services’. To deliver a more 

consistent care in line with TIC principles, it is important to implement it top-down 

supporting professionals to be able to provide a secure base, based on awareness of trauma 

and empower individuals to make choices. This approach requires commitment across all 

levels of an organisation, in addition to logistical difficulties, philosophical challenges 

reported between mental health and substance misuse treatment approaches need to be 

considered (Moses et al., 2003).  

It is also important to acknowledge that TIC requires professionals to be able to be 

present and willing to engage with women with highly traumatic histories as well as at times 

challenging maladaptive coping strategies. Growing emphasis is on staff support and training 

to mitigate the risks of vicarious trauma amongst professionals (Hopper, Bassuk & Olivet, 

2010). There is growing evidence that team formulation (i.e., Araci & Clarke, 2017) and 

reflective practice (Mann, Gordon & MacLeod, 2009) promote compassion and resilience 

within the team. This resonates with the notion that nurturing compassion is essential not 

only for the recipients of care but also for those delivering it, acting as a buffer against the 

potential toll of vicarious trauma. 

Policy level. 

In addition to core TIC principles discussed above, more recent publications have 

included the importance of identity and context within the framework (i.e., Wilson, Fauci, & 

Goodman, 2015). The importance of staff being able to respond to multiple identities- 

including motherhood identity, has been highlighted as scarcely explored but important area 

for recovery. Thus, it is important to consider motherhood as well as the whole family when 

developing policies for this population.  
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Placing trauma-informed procedures at the centre of all service delivery can help to 

bridge the separation between services, commonly experienced by the women. TIC 

acknowledges that substances and many mental health symptoms may be attempts to cope 

with trauma (Elliott et al., 2005) and thus should be treated in an integrated way from the 

beginning.  This approach would also align with current social and healthcare policies 

focusing on improving the collaborative provision of care within the Welsh communities 

(Social Services and Well-being Wales Act, 2014; Healthier Wales, 2021; Prudent 

Healthcare, 2016). 

Limitations 

The results of this study need to be considered in light of its limitations. Notably, all 

participants in this study were white and British, meaning no cultural differences were 

explored. Furthermore, as recruitment was based on self-selected participants, the study could 

capture only a small proportion of experiences from passionate people in a safe environment 

to speak of their journey. Such self-selection may not be representative of people’s 

experiences overall; however, having a mix of recruitment from statutory and non-statutory 

services attempted to create a mix of experiences to some extent. Lastly, the scope of this 

study did not allow an in-depth analysis of motherhood identity nor what women would have 

found helpful from services. Further research must address these gaps to increase the 

understanding of women’s experiences with the services (see Chapter 3 for additional 

analysis).  

Conclusions 

In conclusion, this study explored the complex and multi-layered themes that aimed to 

understand experiences of mothers navigating the challenges of child custody loss, substance 

misuse, and stigmatisation. The identified themes highlighted the power struggle, the 

labyrinthine nature of health and social care systems, societal judgement, evolving self-
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perceptions, and the journey to regain a sense of humanity. These themes were found to be 

deeply connected to various levels of stigma, shaping women's responses and coping 

strategies. Women’s experiences highlight the need for trauma-informed care that recognizes 

the multifaceted challenges faced by these women and embraces compassionate and holistic 

approaches to support their recovery and reconnection with their children. Despite the study's 

limitations, its insights contribute to a more comprehensive understanding of the experiences 

of these mothers and lay the groundwork for future research and interventions aimed at 

improving their well-being and the quality of services they receive. 

 

 

 

 

 

 

 

 

 

 

 

 

 



80 
 

 
 

References 

Araci, D., & Clarke, I. (2017). Investigating the efficacy of a whole team, psychologically  

           informed, acute mental health service approach. Journal of Mental Health, 26(4), 307- 

           311. 

Bartholow, L. A. M., & Huffman, R. T. (2021). The necessity of a trauma-informed paradigm 

in substance use disorder services. Journal of the American Psychiatric Nurses 

Association. 

Bell, L., Lewis-Brooke, S., Herring, R., Lehane, L., & O'Farrell-Pearce, S. (2021). Mothers’ 

voices: Hearing and assessing the contributions of ‘birth mothers’ to the development 

of social work interventions and family support. British Journal of Social Work, 

51(6), 2019-2037. 

Broadhurst, K., & Mason, C. (2017). Birth parents and the collateral consequences of court-

ordered child removal: Towards a comprehensive framework. International Journal 

of Law, Policy and the Family, 31(1), 41-59. 

Brown, A., Waters, C., & Shelton, K. (2017). A systematic review of the school performance 

and behavioural and emotional adjustments of children adopted from care. Adoption 

and Fostering, 41(4), 346–368.  

Canfield, M., Radcliffe, P., Marlow, S., Boreham, M., & Gilchrist, G. (2017). Maternal 

substance use and child protection: a rapid evidence assessment of factors associated 

with loss of child care. Child Abuse & Neglect, 70, 11-27. 

Carver, H., Ring, N., Miler, J., & Parkes, T. (2020). What constitutes effective problematic 

substance use treatment from the perspective of people who are homeless? A 

systematic review and meta-ethnography. Harm Reduction Journal, 17(1), 1-22. 

Collins, P. H. (2015). Intersectionality's definitional dilemmas. Annual Review of Sociology, 

41, 1-20. 



81 
 

 
 

Deblasio, L. (2018). ‘I have never mattered less in this world than during my children’s 

adoption’: A socio-legal study of birth mother’s experiences of adoption law. 

Doctoral dissertation, University of Plymouth. 

Elliott, D. E., Bjelajac, P., Fallot, R. D., Markoff, L. S., & Reed, B. G. (2005). Trauma‐

informed or trauma‐denied: Principles and implementation of trauma‐informed 

services for women. Journal of Community Psychology, 33(4), 461-477. 

Enlander, A., Simonds, L., & Hanna, P. (2022). Using the power threat meaning framework 

to explore birth parents' experiences of compulsory child removal. Journal of 

Community & Applied Social Psychology, 32(4), 665-680. 

Flores, P. J. (2004). Addiction as an attachment disorder. Jason Aronson. 

Gilbert, P. (2010). Compassion focused therapy: Distinctive features. Routledge. 

Gueta, K. (2017). A qualitative study of barriers and facilitators in treating drug use among 

Israeli mothers: An intersectional perspective. Social Science & Medicine, 187, 155-

163. 

Harris, M., & Fallot, R. D. (2001). Envisioning a trauma‐informed service system: A vital 

paradigm shift. New Directions for Mental Health Services, 2001(89), 3-22. 

Hopper, E. K., Bassuk, E. L., & Olivet, J. (2010). Shelter from the storm: Trauma-informed 

care in homelessness services settings. The Open Health Services and Policy 

Journal, 3(1). 

Horrigan-Kelly, M., Millar, M., & Dowling, M. (2016). Understanding the key tenets of 

Heidegger’s philosophy for interpretive phenomenological research. International 

Journal of Qualitative Methods, 15(1), 1609406916680634. 

Irons, C., & Lad, S. (2017). Using compassion focused therapy to work with shame and self-

criticism in complex trauma. Australian Clinical Psychologist, 3(1), 1743. 



82 
 

 
 

Janzen, K. J., & Melrose, S. (2017). “It Was Worse than My Son Passing Away.” The 

Experience of Grief in Recovering Crack Cocaine-Addicted Mothers Who Lose 

Custody of Their Children. Illness, Crisis & Loss, 25(3), 232-261. 

Kenny, K. S., Barrington, C., & Green, S. L. (2015). “I felt for a long time like everything 

beautiful in me had been taken out”: Women's suffering, remembering, and survival 

following the loss of child custody. International Journal of Drug Policy, 26(11), 

1158-1166. 

Larkin, M., & Thompson, A. R. (2011). Interpretative phenomenological analysis in mental 

health and psychotherapy research. Qualitative research methods in mental health 

and psychotherapy: A guide for students and practitioners, 99-116. 

Levitt, H. M., Bamberg, M., Creswell, J. W., Frost, D. M., Josselson, R., & Suárez-Orozco, 

C. (2018). Journal article reporting standards for qualitative primary, qualitative meta-

analytic, and mixed methods research in psychology: The APA Publications and 

Communications Board task force report. American Psychologist, 73(1), 26. 

Mann, K., Gordon, J., & MacLeod, A. (2009). Reflection and reflective practice in health 

professions education: a systematic review. Advances in health sciences education, 

14, 595-621. 

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and reliability in qualitative analysis: 

Realist, contextualist and radical constructionist epistemologies. British Journal of 

Psychology, 91(1), 1-20. 

Matthews, S. (2019). Self-stigma and addiction. In The stigma of addiction: An essential 

guide (pp. 5-32). Cham: Springer International Publishing. 

McGonagle, G., Bucci, S., Varese, F., Raphael, J., & Berry, K. (2021). Is adult attachment 

associated with engagement with services? A systematic literature review. Journal of 

Mental Health, 30(5), 607-618. 



83 
 

 
 

Meulewaeter, F., De Pauw, S. S., & Vanderplasschen, W. (2019). Mothering, substance use 

disorders and intergenerational trauma transmission: an attachment-based 

perspective. Frontiers in Psychiatry, 10, 728. 

Meysen, T., & Kelly, L. (2018). Child protection systems between professional cooperation 

and trustful relationships: A comparison of professional practical and ethical 

dilemmas in England/Wales, Germany, Portugal, and Slovenia. Child & Family 

Social Work, 23(2), 222-229. 

Moses, D. J., Reed, B. G., Mazelis, R., & D’Ambrosio, B. (2003). Creating trauma services 

for women with co-occurring disorders. Washington, DC: Substance Abuse and 

Mental Health Services Administration, 1(01). 

Munro, E. (2011). The Munro review of child protection: Final report, a child-centred system 

(Vol. 8062). The Stationery Office. 

National Institute for Health and Care Excellence (NICE). (2015). Looked-after children and 

young people. Public health guideline. Retrieved from 

https://www.nice.org.uk/guidance/ph28/chapter/1-Recommendations#dedicated-

services-to-promote-the-mental-health-and-emotionalwellbeing-of-children-and-

young-people 

Nichols, T. R., Welborn, A., Gringle, M. R., & Lee, A. (2021). Social stigma and perinatal 

substance use services: Recognizing the power of the good mother ideal. 

Contemporary Drug Problems, 48(1), 19-37. 

Nizza, I. E., Farr, J., & Smith, J. A. (2021). Achieving excellence in interpretative 

phenomenological analysis (IPA): Four markers of high quality. Qualitative Research 

in Psychology, 18(3), 369-386. 

Shih, M., (2004) Positive stigma: Examining resilience and empowerment in overcoming 



84 
 

 
 

stigma. The ANNALS of the American Academy of Political and Social Science 

591(1): 175–185. 

Smith, J., Flowers, P., & Larkins, M. (2022). Interpretative phenomenological analysis 

theory, Method and Research. SAGE.  

Smith, J. A., & Nizza, I. E. (2021). Essentials of interpretative phenomenological analysis. 

American Psychological Association.   

Virokannas, E. (2011). Identity categorization of motherhood in the context of drug abuse 

and child welfare services. Qualitative Social Work, 10(3), 329-345. 

Wales Centre for Public Policy. (2020). Evidence briefing paper: Children looked after in 

Wales. Retrieved from: https://www.wcpp.org.uk/wp-

content/uploads/2021/03/WCPP-Evidence-Briefing-Children-looked-after-in-

Wales.pdf 

Welsh Government. (2014). Social Services and Well-being (Wales) Act 2014. Available at: 

https://www.legislation.gov.uk/anaw/2014/4/pdfs/anaw_20140004_en.pdf 

Welsh Government. (2016). Prudent Healthcare Securing Health and Well-being for Future  

Generations. Available at: https://gov.wales/sites/default/files/publications/2019- 

04/securing-health-and-well-being-for-future-generations.pdf 

Welsh Government, (2021). A Healthier Wales: Our Plan for Health and Social Care. 

Available at: https://gov.wales/sites/default/files/publications/2021-09/a-healthier-

wales-our-plan-for-health-and-social-care.pdf 

Wilson, J. M., Fauci, J. E., & Goodman, L. A. (2015). Bringing trauma-informed practice to 

domestic violence programs: A qualitative analysis of current approaches. American 

Journal of Orthopsychiatry, 85(6), 586. 

Wogen, J., & Restrepo, M. T. (2020). Human rights, stigma, and substance use. Health and 

Human Rights, 22(1), 51. 

https://www.wcpp.org.uk/wp-content/uploads/2021/03/WCPP-Evidence-Briefing-Children-looked-after-in-Wales.pdf
https://www.wcpp.org.uk/wp-content/uploads/2021/03/WCPP-Evidence-Briefing-Children-looked-after-in-Wales.pdf
https://www.wcpp.org.uk/wp-content/uploads/2021/03/WCPP-Evidence-Briefing-Children-looked-after-in-Wales.pdf
https://www.legislation.gov.uk/anaw/2014/4/pdfs/anaw_20140004_en.pdf
https://gov.wales/sites/default/files/publications/2019-


85 
 

 
 

Wolfson, L., Rose A. S., Julie S., and Nancy P. (2021) Examining barriers to harm reduction 

and child welfare services for pregnant women and mothers who use substances using 

a stigma action framework. Health & Social Care in the Community 29(3) ,589-601. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



86 
 

 
 

 

 

 

 

 

Chapter 3 

 

 

 

 

Contributions to Theory and Clinical Practice 

 

 

 

 

 

 

 

 

 



87 
 

 
 

 This paper will address two key areas: a) looking at the process of the research, 

including researcher positioning as well as reflexivity, and b) exploring the implications and 

future directions for this population.  

Research Process  

 Starting to write a large-scale research project as an inexperienced researcher whilst 

completing clinical doctorate training was a fear-provoking task. It was challenging to pick a 

meaningful and doable topic in the provided timeframe. This resulted in months of meetings 

and reiterative changes. Finally, an issue in the back of my mind since my placement in 

substance misuse service emerged to the front. The unfairness, pain, rawness and 

vulnerability of women who have had their children removed piqued my interest in 

understanding the available support options. As it transpired, there was very little available 

for them, as services focused on the risk and safety of the children. I wanted to know more 

about the dynamic from the women’s perspective and how they experienced the links with the 

services that did not seem to serve their needs.  

Systematic Review Process 

 Conducting a systematic literature review posed challenges, especially concerning the 

choice of topic and ensuring a rigorous review process was carried out. Firstly, choosing a 

topic that had a direct link with the empirical paper felt important as it would provide 

background reading and a deeper understanding of the context for interpersonal and systemic 

challenges discussed in the second paper. Secondly, adhering to a clear and rigid review 

process was essential once the topic was chosen. Multiple papers seemed relevant and could 

have added another layer of conceptualising or understanding to the mental health 

experiences of women separated from their children. However, these papers could not be 

included in the review as they did not meet the inclusion criteria. As the aim was to create a 
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nuanced understanding of mental health experiences, excluding papers was a frustrating but 

necessary process to ensure the quality of the review.  

 During the write-up stages of the findings (in both papers), I had multiple moments 

when I had to take a break due to the emotive content. Part of me felt these breaks were 

frustrating as they slowed down the write-up to a strict deadline. However, a small part of me 

was able to be compassionate towards myself and allow for these breaks to help me process, 

and stay with, the content. There was an increased understanding that even as an impartial 

reader of the review papers, who did not interview the women in these studies, I ultimately 

saw why someone would need to numb these intensely emotional experiences as the systemic 

challenges were stacked against them. 

Empirical paper process 

 Although the emotive experience was similar, if not stronger, during the empirical 

study, this paper posed very different challenges. Following a delayed ethical process, it was 

time to find the participants willing to engage in potentially challenging and emotive 

interviews. The first participants came from charitable services and consisted of women 

ready to share their knowledge and motivated to create change. As part of the Fellowship 

movement (including Alcoholics Anonymous and Narcotics Anonymous), their interviews 

often returned to their learnings from peer support groups and used language typical of the 

Fellowship (i.e., ‘being powerless’. ‘I am an addict’ etc.). Thus, it was essential to explore 

these statements further in an attempt to unpick what those phrases meant for the individual. 

This language was less common in participants from the NHS population, who seemed to 

focus more on individual meaning-making. Despite this difference in the use of language, all 

women acknowledged the importance of normalising and making sense of their experiences 

in the context of their past. 
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Interestingly, one of the key learnings for many was understanding emotions and 

learning new ways to cope with them. This was also noted in the interview process, where 

initially, most women were very guarded, and as the interview progressed, they could notice 

(at times with surprise) what emotions came up for them. Most commonly, it was sadness for 

their children and lost time that they would never be able to get back. For some, it was 

residual anger towards what happened, despite most participants (with some exceptions) 

acknowledging that it was not the individual social workers’ fault and that they had their 

children’s interests at heart.   

 The interviews contained so much rich data that it was challenging to narrow down the 

write-up. This may be reflected in the fact that this research was unable to address all three 

aims in adequate depth, which has been acknowledged as a limitation and may need a 

separate write-up. Furthermore, as a new researcher passionate about this topic, there was a 

pull to cover too much, not allowing enough depth in the interview for the ‘motherhood 

identity’ construct. On reflection, one question, and maybe even one interview, was not 

enough to develop the trust to explore a concept that, for many women, was still a painful 

experience. Identity is a complex construct that needs a separate research paper.   

Researcher Positioning Statement 

To understand the research outcomes, it is important to understand the context of the 

research team. For instance, the first author in this research comes from a historically 

collectivistic culture; however, has received higher education in an Anglo-centric country. 

Although their clinical training was mainly rooted in an individualistic understanding of 

mental health, they appreciate the systemic approaches and the importance of community 

connection. This intrinsic value has likely influenced the write-up of both papers, where they 

identified stigma and systemic barriers as overarching themes impacting both mental health 

experiences and interactions with professionals. This perspective shed light on the 
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significance of cultural diversity in interpreting the findings and was negotiated by 

discussions within the research team, who came from different cultural backgrounds. 

 Additionally, it is essential to acknowledge that this research has been produced from a 

critical realist epistemological assumption (Madill, Jordan & Shirley, 2000). The assumption 

was that although women who have been separated from their children all have their 

narratives and experiences, to improve our current service delivery, we need to understand 

their perceived reality to provide better care. Thus, choosing a methodology for both papers 

reflecting this position was critical. Due to IPA being idiosyncratic and focusing explicitly on 

the double-hermeneutic nature of the phenomenological analysis (Smith, Flowers & Larkin, 

2022), it was a good match with the researcher’s positioning.  

Similarly, narrative textual synthesis acknowledged that a purely inductive approach 

does not exist, and the researcher cannot separate themselves from their prior knowledge 

(Langley, 1999). Instead, with the help of reflexivity discussed below, this was used as a 

strength and individual experiences were viewed through a lens of the existing knowledge 

that allowed to build a narrative summarising the mothers’ experience of mental health. 

When considering systematic review analysis, it was also important to acknowledge 

that as a doctorate candidate in clinical psychology, the first author already had a strong bias 

in how they defined mental health and which, out of dozens of definitions of mental health, 

they were drawn to, settling on a definition including the emotional, psychological and social 

context. Interestingly, the researcher did not choose a biopsychosocial model, which would 

have added a layer of analysis relevant to some of the reviewed literature (i.e., Kenny et al., 

2015). On reflection, this could have been a desire to pull away from the researcher’s original 

cultural understanding of mental health, which was conceptualised as a physical illness, as 

they had witnessed the damage such an approach can have on people. In future research, it 

might be helpful to slow down the process and notice when certain aspects of past 
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experiences might be biasing one’s research process and bring this to research team meetings 

for further discussion.  

Reflexivity 

It is important to note that the researchers did not have personal experiences of having 

children taken into the care system and nor did they have experience with substance misuse. 

The researchers’ main experience with this participant group has been through clinical work 

in a substance misuse context. To mediate the risk of reproducing the existing inequalities 

and misinterpretation, an expert by experience was involved as a reflective collaborator 

during the empirical research set-up (Smith, Flowers & Larkin, 2022). During this 

collaboration, someone who had been at risk of being separated from their child provided 

their perspective on the sensitivity of the interview schedule, shaped the research question 

and discussed how to ensure the participants’ comfort throughout this process.  

As this research was an emotive topic for both participants and the researcher, it was 

important to build trust and plan a distress protocol before starting the interviews. To do so, 

the researcher ensured they had a chance to speak to prospective participants at least once 

before the interview to review any questions they may have had since reading the participant 

information sheet and consent form (Smith, Flowers & Larkin, 2022). This contact also 

allowed the researcher to introduce themselves and give each participant information about 

the researcher’s background and motivation to undertake this research. This approach paid 

off as one of the participants expressed openly their distrust towards professionals and felt 

that they needed to know the person before they were willing to share their experiences. 

Considering the ongoing lack of power this population experienced, as their children were 

removed and the sense of stigmatisation, it was of utmost importance for the researcher to be 

transparent and build rapport with the participants. Despite the benefits of transparency and 

honesty about the researcher’s positioning, this also carried a risk that participants may have 
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wanted to please the researcher and thus try to talk about the topics they thought the 

researcher wanted to hear (Onwuegbuzie & Leech, 2007).   

As the first author carried a strong sense of duty to enable women who have often 

been overlooked and not heard within the system, this meant an additional emotional strain 

on the work. It was sometimes challenging to step away from the ‘clinician’ and stay in the 

‘research persona’ when exploring topics such as loneliness, multiple losses and the sense of 

entrapment. This challenge also came up when participants were talking about the services 

that the first author had worked in, as their positions and views about these services may have 

differed or aligned differently to the researchers’ experience of working in the service. To 

minimise this bias, the first author kept a reflexive diary and practised mindful awareness in 

the present moment. However, despite the best efforts, the first author’s position is likely to 

have influenced the data analysis and interpretation as many challenges experienced by the 

participants aligned with the researcher’s clinical experience.  

Implications for Clinical Practice 

 Due to this study’s scope, exploring women’s perspectives on service improvements 

was impossible. Although not part of the write-up in the main paper, this was a topic that 

many women felt passionate about sharing and for the services to understand. Women 

highlighted two key improvements that would have made the post-separation period feel 

more supported: working with the family and promoting values and individual learning for 

the professionals (see Table 1). Further subthemes were conceptualised in light of these key 

experiential themes developed during IPA analysis. 
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Table 1. Improvement recommendations 

Clinical practice improvement 
themes 

Subthemes 

Responding to the Whole Family a) A Whole Family Support  
 

b) Coordinated Multi-Agency Approach 
 

Promoting Values Within the Teams 
and Individual Learning in 

Professionals 

a) Transparent, Consistent and Reliable 
 
b) Hopefulness and Persistence in 
Offering Support  
 

 

Responding to the Whole Family  

Current framework focusing on safeguarding children has been effective in ensuring 

children’s physical safety. However, this framework has little space for systemic thinking as 

it focuses largely on minimising risks (Broadhurst & Mason, 2017). All but one (Ali) of the 

interviewed women agreed that at the time it was necessary to remove their children from 

their care to ensure their children’s safety and wellbeing. The missing link for these women 

seemed to be seeing the family as a whole and ensuring that appropriate follow-up support 

was offered.  

Despite the growing literature on the need for professional support for parents and their 

rehabilitation, as they had repeated appearances in the family courts (Broadhurst & Mason, 

2020), no specialised parental support or care is currently available in North Wales. 

Nevertheless, with no specialist support available, women were expected to be ‘at their best 

during the worst time of their life’ (Honey, Miceli & Mayes, 2021), likely setting them up for 

further failure. All women highlighted the sense of being left without any support following 

the separation from their children and felt that whole family support or even a separate social 

worker allocated to the mother would have been helpful at the time: 
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‘they need to look after mums more, especially after taking a kid, but even in that 

six weeks period, I didn’t see anybody. They didn’t- I didn’t have support, I just… 

I felt like I never had their support; I just had their judgement.’ (Jen) 

From the participants’ perspective, they needed support when their emotions were 

running high rather than being left alone, when the compounding risks of poverty and 

homelessness were a reality for many women. A timely, coordinated, multi-agency approach 

could have ensured that physical safety needs such as housing and food were met (Maslow & 

Lewis, 1987) before further support was offered. For professionals to be able to see beyond 

the addiction as the sole cause for the child’s removal and see removal as the solution to 

complex difficulties, they could aid a recovery process by addressing systemic challenges: 

‘If there was a way to keep families together, it should involve housing, GPs, 

social services, substance misuse services. Um, people being directed to recovery 

groups, narcotics anonymous, AA, rehabs.’ (Sandra) 

 Juliet Young (2022) captured these ideas visually (see Figure 1.) when highlighting the 

multiple layers to recovery requiring a top-down systemic approach, from policy-making and 

organisational structures to individual teams and professionals.  
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Figure 1. Systemic understanding of a whole system approach to recovery (used with 

permission from Juliet Young) 

 

Services communicating and working together can aid professionals’ understanding of 

the family and allow a seamless transition between the services at appropriate points. This 

approach would also align with current social and healthcare policies focusing on improving 

the collaborative provision of care within the Welsh communities (Social Services and Well-

being Wales Act, 2014; Healthier Wales, 2021; Prudent Healthcare, 2016). 

Effective co-working between services has also been identified as one of the key aims 

outlined by the ‘Service Framework for the Treatment of People with a Co-occuring Mental 

Health and Substance Misuse Problems’ (Welsh Government, 2015). This framework 

acknowledges the need for a preventative, holistic, multidisciplinary approach governed by 

effective clinical leadership. However, despite the existence of the above-named framework, 

none of the participants felt that there was an effective communication between the services. 

Challenges discussed by women in the interviews are well-known to the services but as 

identified in the framework, there needs to be a whole system approach for effective 
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implementation. This continues to be a challenge due to the pressures on individual services, 

despite the efforts made to meet the requirement from the service delivery framework.  

Promoting Values within the Teams and Individual Learning in Professionals 

 Although systemic changes outlined in the Welsh Government Framework (2015) 

would be crucial for the top-down approach mentioned by the participants, this is not always 

possible. It is also possible to approach the changes bottom-up, promoting certain team 

values and creating a safe space for professionals to learn. Firstly, it was felt that the services 

did not model the expectations they set for the women, such as transparency, consistency, and 

reliability: 

‘people are in active addiction, it's erratic, but what they need is to be able to 

have that fixed consistent… You know, if you're gonna say you're gonna be there, 

be there. You know? Because that's what's expected of us in, in addiction.’ 

(Helen) 

Providing consistency, transparency, and reliability feeds into trauma-informed care 

(TIC) discussed in the empirical paper. Hopper, Bassuk and Olivet (2010) conducted a 

literature review defining key elements of TIC: trauma awareness, emphasis on safety, 

opportunities to rebuild control and strength-based approach. These elements require 

professionals to get to know the families beyond the current ‘tick box paperwork’ (Helen), 

understand their own biases and be willing to hold hope for the families. To aid the 

professionals in taking a position of trust and necessary vulnerability, it is important to 

acknowledge that, as highlighted in the two papers, current structures promote punishment-

based approaches towards both women and professionals. A growing literature base 

highlights the link between perceived organisational threat and compassion for others, 

highlighting the need to consider compassion at a systemic level (Henshall et al., 2018). 

Individual teams and professionals can promote collaborative care by working together.  
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Maintaining hopefulness for people amidst chaotic lifestyles and compounding losses 

can be a challenging task for anyone. As human beings, it is natural to protect ourselves when 

faced with uncertainty, or at times even perceived threat, and retreat. However, due to the 

chaotic nature of this population, hopefulness was invaluable when professionals were able to 

do this; it allowed women to feel that there was someone who cared and who was reliable: 

‘I can just remember saying to her [a substance misuse worker], “Have you 

finished yet? Can I go now?” I was horrendous, that’s horrible. But she kept 

going, and she kept pushing, and she was there, and she was on the phone and she 

just wouldn’t stop, and that’s just what I needed because I didn’t have anyone else 

there to do that’ (Gina) 

As professionals, taking the first ‘no’ as rejection and withdrawing due to ever-growing 

caseloads and demands can be an easy option. Putting support in place without considering its 

timing will likely be unhelpful. However, understanding the nature of addictions, the function 

of substances in managing mental health difficulties and considering contextual factors can 

help professionals hold compassion for this client group. 

Clinical Psychologist’s Role in Implementation 

As clinical psychologists, we could initiate and support some of these changes in 

relevant roles. At a systemic level, there is an increasing movement towards advocacy and 

experts by experience involvement in policy development when applying the top-down 

approach. Implementing a compassionate leadership framework (West, 2021) can help model 

attentive listening, willingness to help and demonstrate empathy and understanding towards 

the families and professionals. This position can aid cross-boundary working between teams, 

creating more efficient multi-agency working within individual teams.  

Furthermore, clinical psychologists are well placed to promote and support 

psychological safety within the team, starting from informal discussions to supporting more 
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formal spaces such as team formulation and reflective practice sessions. There is growing 

evidence that team formulation (i.e., Araci & Clarke, 2017) and reflective practice (Mann, 

Gordon & MacLeod, 2009) promote compassion and resilience within the team. 

When working with families and/or individuals, it is important to implement trauma-

informed practice and formulation. By providing transparency, consistency and reliability, 

clinical psychologists can provide a secure base amid chaos, even if the wider system is 

unable to do so.  

Future Research and Theory Development 

Missing Voices 

 Due to my experience working with mothers who have lost custody of their children, 

my initial interest was drawn towards their stories. However, it is important to note that due 

to the focus of this thesis, little voice has been given to differing perspectives on this issue, 

such as next of kin, fathers or professionals. One participant (Helen) reflected that family 

members in kinship care seem to get even less support than mothers. Having to navigate the 

tension between a grieving parent and social care demands can be challenging and draining. 

In Helen’s example, this became too much for her family member, and the children had to be 

moved at short notice. As current literature suggests that kinship care can provide better 

placement stability, mental health and behavioural development for children (Winokur, 

Holtan & Batchelder, 2018), it is essential to understand the support structures necessary for 

kinship carers.  

Current literature also pays little attention to the father’s experiences in the post-

separation period and their possible service involvement. Despite growing evidence of more 

positive outcomes for children, few child welfare agencies involve fathers in the process 

(Campbell et al., 2015).  
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 Lastly, as this thesis has explored the interactions with professionals through the 

recipients' perspective, no insight is provided from the professionals' perspective. Working in 

inflexible systems set up to focus on child welfare and risk management (Meysen & Kelly, 

2018) instead of hands-on engagement with the family can be challenging for the staff 

working within this context. Although creating distance from the chaos that this client group 

often experiences can be seen as protective, it is also important to note that it is the 

relationship with the client that is seen to contribute to a higher sense of work satisfaction 

(Alexander & Charles, 2009). Further research into professionals' perspectives of working 

with this population and exploring systemic changes may further build an understanding of 

more effective co-working.  

Systematic Review 

The systematic review identified two key areas for further research: widening mental 

health understanding (with a focus on cultural appropriation) and family-focused child 

protection systems. As the current study focuses on the emotional, psychological and 

social elements of mental health, it highlighted the areas less explored when 

understanding mothers’ experiences during the post-separation period. Firstly, an 

increased understanding of the social aspect of mental health can help deepen the 

knowledge of how to support the client group who often withdraw and isolate during 

this period. Secondly, as discussed above, this review did not address the physical 

aspect of mental health experience, such as somatisation or even conceptualising mental 

health in physical health terminology. Further research on these topics can strengthen 

our understanding of this client group’s experiences during this period and allow us to 

consider more targeted interventions.  

This review also argued that family-focused approaches are needed to help the 

services keep the whole family system in mind. Exploring and comparing the impact of 
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family support systems already in place in the Nordic countries (i.e., Schofield et al., 

2011) can inform the development of the most efficacious system in the context of the 

United Kingdom.  

Empirical Paper 

 This paper highlighted the importance of tackling stigma on many different levels. 

Although population-level studies can be one of the possible routes, understanding 

interpersonal and institutional stigma in the context of relevant services will be of 

crucial importance. Furthering our understanding of what helps professionals to notice 

and work with their own stigma can aid the willingness to engage even in inflexible 

systems. From a top-down approach, organisational psychology can assist the changes 

in the way systems operate to enable the professionals to feel safe and competent in 

doing their job with an increased understanding that this client group will likely need 

more time, consistency, transparency and trust than what they are given at this time.  

 Lastly, deepening an understanding of an interplay between self-stigma, 

motherhood identity, and the impact this has on the willingness to engage with the 

services can help professionals to understand mothers' behaviour in the context of their 

experiences and beliefs and thus hold increased compassion for the client group who 

often is perceived as ‘difficult’. 

Compassion-Focused Therapy and Stigma 

 As can be seen, from the discussion in Chapter 2, Gilberts' (2010) framework of three 

systems can help to conceptualise the changes mothers experienced when working with the 

services during the post-separation period. These three systems are part of Gilberts 

Compassion Focused Therapy approach (CFT; 2010), which recognises the role of shame and 

self-stigma in emotional difficulties and emphasises the development of self-compassion as a 

key component of healing.   
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Currently, there is limited research exploring the efficacy of CFT in reducing self-

stigma for mothers who have lost custody. Recently, Riebel et al. (2023) published a multi-

centre randomised controlled trial investigating the efficacy and acceptability of group-based 

CFT on the decrease in self-stigma scores for people with mental health difficulties. Their 

findings highlighted a significant reduction in self-stigma and shame and improved social 

inclusion. Despite its promise, this is one of the early studies demonstrating the potential of 

CFT to reduce self-stigma. Further exploration of this approach and efficacy for mothers who 

have lost custody would be invaluable in addressing the challenges discussed in this thesis.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



102 
 

 
 

References 

Alexander, C., & Charles, G. (2009). Caring, mutuality and reciprocity in social worker—

client relationships: Rethinking principles of practice. Journal of Social Work, 9(1), 5-

22. 

Araci, D., & Clarke, I. (2017). Investigating the efficacy of a whole team, psychologically 

informed, acute mental health service approach. Journal of Mental Health, 26(4), 

307-311. 

Broadhurst, K., & Mason, C. (2017). Birth parents and the collateral consequences of court-

ordered child removal: Towards a comprehensive framework. International Journal 

of Law, Policy and the Family, 31(1), 41-59. 

Broadhurst, K., & Mason, C. (2020). Child removal as the gateway to further adversity: Birth 

mother accounts of the immediate and enduring collateral consequences of child 

removal. Qualitative Social Work, 19(1), 15-37. 

Campbell, C. A., Howard, D., Rayford, B. S., & Gordon, D. M. (2015). Fathers matter: 

Involving and engaging fathers in the child welfare system process. Children and 

Youth Services Review, 53, 84-91. 

Elliott, D. E., Bjelajac, P., Fallot, R. D., Markoff, L. S., & Reed, B. G. (2005). Trauma‐

informed or trauma‐denied: Principles and implementation of trauma‐informed 

services for women. Journal of Community Psychology, 33(4), 461-477. 

Gilbert, P. (2010). Compassion focused therapy: Distinctive features. Routledge. 

Henshall, L. E., Alexander, T., Molyneux, P., Gardiner, E., & McLellan, A. (2018). The 

relationship between perceived organisational threat and compassion for others: 

Implications for the NHS. Clinical Psychology & Psychotherapy, 25(2), 231-249. 

Honey, A., Miceli, M., & Mayes, R. (2021). Living with mental illness and child removal. 

Advances in Mental Health, 19(2), 164-175. 



103 
 

 
 

Hopper, K., Bassuk, E. L., & Olivet, J. (2010). Shelter from the storm: Trauma-informed care 

in homelessness services settings. The Open Health Services and Policy Journal, 3(1). 

Kenny, K. S., Barrington, C., & Green, S. L. (2015). “I felt for a long time like everything 

beautiful in me had been taken out”: Women's suffering, remembering, and survival 

following the loss of child custody. International Journal of Drug Policy, 26(11), 

1158-1166. 

Langley A., (1999), Strategies for Theorizing From Process Data. Academy of Management 

Review, 24(4): 691-710. 

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and reliability in qualitative analysis: 

Realist, contextualist and radical constructionist epistemologies. British Journal of 

Psychology, 91(1), 1-20. 

Mann, K., Gordon, J., & MacLeod, A. (2009). Reflection and reflective practice in health 

professions education: a systematic review. Advances in Health Sciences Education, 

14, 595-621. 

Maslow, A., & Lewis, K. J. (1987). Maslow's hierarchy of needs. Salenger Incorporated, 

14(17), 987-990. 

Meysen, T., & Kelly, L. (2018). Child protection systems between professional cooperation 

and trustful relationships: A comparison of professional practical and ethical 

dilemmas in England/Wales, Germany, Portugal, and Slovenia. Child & Family 

Social Work, 23(2), 222-229. 

Riebel, M., Rohmer, O., Charles, E., Lefebvre, F., Weibel, S., & Weiner, L. (2023). 

Compassion Focused Therapy (CFT) for the reduction of the self-stigma of mental 

disorders: The COMpassion for Psychiatric disorders And Self-Stigma (COMPASS) 

study protocol for a randomised controlled study. In print.  



104 
 

 
 

Smith, J., Flowers, P., & Larkins, M. (2022). Interpretative phenomenological analysis 

theory, Method and Research. SAGE. 

Schofield, G., Moldestad, B., Höjer, I., Ward, E., Skilbred, D., Young, J., & Havik, T. (2011). 

Managing loss and a threatened identity: Experiences of parents of children growing 

up in foster care, the perspectives of their social workers and implications for practice. 

British Journal of Social Work, 41(1), 74-92. 

Onwuegbuzie, A. J., & Leech, N. L. (2007). Validity and qualitative research: An 

oxymoron?. Quality & Quantity, 41, 233-249. 

Welsh Government. (2014). Social Services and Well-being (Wales) Act 2014. Available at: 

https://www.legislation.gov.uk/anaw/2014/4/pdfs/anaw_20140004_en.pdf 

Welsh Government. (2015). Service Framework for the Treatment of People with a Co-

occurring Mental Health and Substance Misuse Problem. Retrieved from: 

https://www.gov.wales/sites/default/files/publications/2019-02/service-framework-

for-the-treatment-of-people-with-a-co-occurring-mental-health-and-substance-

misuse-problem.pdf 

Welsh Government. (2016). Prudent Healthcare Securing Health and Well-being for Future  

Generations. Available at: https://gov.wales/sites/default/files/publications/2019- 

04/securing-health-and-well-being-for-future-generations.pdf 

Welsh Government, (2021). A Healthier Wales: Our Plan for Health and Social Care. 

Available at: https://gov.wales/sites/default/files/publications/2021-09/a-healthier-

wales-our-plan-for-health-and-social-care.pdf 

West, M. A. (2021). Compassionate leadership: Sustaining wisdom, humanity and presence 

in health and Social Care. The Swirling Leaf Press. 

https://www.legislation.gov.uk/anaw/2014/4/pdfs/anaw_20140004_en.pdf
https://www.gov.wales/sites/default/files/publications/2019-02/service-framework-for-the-treatment-of-people-with-a-co-occurring-mental-health-and-substance-misuse-problem.pdf
https://www.gov.wales/sites/default/files/publications/2019-02/service-framework-for-the-treatment-of-people-with-a-co-occurring-mental-health-and-substance-misuse-problem.pdf
https://www.gov.wales/sites/default/files/publications/2019-02/service-framework-for-the-treatment-of-people-with-a-co-occurring-mental-health-and-substance-misuse-problem.pdf
https://gov.wales/sites/default/files/publications/2019-


105 
 

 
 

Winokur, M. A., Holtan, A/. & Batchelder, K. E. (2018). Systematic review of kinship care 

effects on safety, permanency, and well-being outcomes. Research on Social Work 

Practice, 28(1), 19-32. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



106 
 

 
 

Appendices 

Chapter 1: Systematic Review Appendices 

Appendix A. PRISMA-P Checklist (Moher et al., 2015)  

 

 

 Data 
management 

11a Describe the mechanism(s) that will be used to manage records and data throughout the review ✓ 

 Selection 
process 

11b State the process that will be used for selecting studies (such as two independent reviewers) through each phase of the 
review (that is, screening, eligibility and inclusion in meta-analysis) 

✓ 

 Data collection 
process 

11c Describe planned method of extracting data from reports (such as piloting forms, done independently, in duplicate), any 
processes for obtaining and confirming data from investigators 

✓ 

Data items 12 List and define all variables for which data will be sought (such as PICO items, funding sources), any pre-planned data 
assumptions and simplifications 

✓ 

Outcomes and 
prioritization 

13 List and define all outcomes for which data will be sought, including prioritization of main and additional outcomes, with 
rationale 

✓ 

Risk of bias in 
individual studies 

14 Describe anticipated methods for assessing risk of bias of individual studies, including whether this will be done at the 
outcome or study level, or both; state how this information will be used in data synthesis 

✓ 

Data synthesis 15a Describe criteria under which study data will be quantitatively synthesised n/a 
15b If data are appropriate for quantitative synthesis, describe planned summary measures, methods of handling data and 

methods of combining data from studies, including any planned exploration of consistency (such as I2, Kendall’s τ) 
n/a 

15c Describe any proposed additional analyses (such as sensitivity or subgroup analyses, meta-regression) n/a 
15d If quantitative synthesis is not appropriate, describe the type of summary planned ✓ 

Meta-bias(es) 16 Specify any planned assessment of meta-bias(es) (such as publication bias across studies, selective reporting within studies)    ✓ 
Confidence in 
cumulative evidence 

17 Describe how the strength of the body of evidence will be assessed (such as Joanna Briggs Institute Critical Appraisal 
Checklist for critical and interpretive research) 

 

 

Section and topic Item No Checklist item Tick if completed 

ADMINISTRATIVE INFORMATION  
Title:    

 Identification 1a Identify the report as a protocol of a systematic review ✓ 
 Update 1b If the protocol is for an update of a previous systematic review, identify as such X 

Registration 2 If registered, provide the name of the registry (such as PROSPERO) and registration number CRD42023413234 
Authors:    

 Contact 3a Provide name, institutional affiliation, e-mail address of all protocol authors; provide physical mailing address of 
corresponding author 

✓ 

 Contributions 3b Describe contributions of protocol authors and identify the guarantor of the review ✓ 
Amendments 4 If the protocol represents an amendment of a previously completed or published protocol, identify as such and list changes; 

otherwise, state plan for documenting important protocol amendments 
n/a 

Support:    
 Sources 5a Indicate sources of financial or other support for the review    n/a 
 Sponsor 5b Provide name for the review funder and/or sponsor n/a 
 Role of 
sponsor or 
funder 

5c Describe roles of funder(s), sponsor(s), and/or institution(s), if any, in developing the protocol n/a 

INTRODUCTION  
Rationale 6 Describe the rationale for the review in the context of what is already known ✓ 
Objectives 7 Provide an explicit statement of the question(s) the review will address with reference to participants, interventions, 

comparators, and outcomes (PICOs) – adapted for qualitative systematic review 
✓ 

METHODS  
Eligibility criteria 8 Specify the study characteristics (such as PICo, study design, setting, time frame) and report characteristics (such as years 

considered, language, publication status) to be used as criteria for eligibility for the review 
✓ 

Information 
sources 

9 Describe all intended information sources (such as electronic databases, contact with study authors, trial registers or other 
grey literature sources) with planned dates of coverage 

✓ 

Search strategy 10 Present draft of search strategy to be used for at least one electronic database, including planned limits, such that it could 
be repeated 

 

Study records:    
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changes	in	the	Revision	notes	facility	and	remember	to	update	your	
record	when	your	review	is	published.	You	can	log	in	to	PROSPERO	and	
access	your	records	
at	https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.crd.york.ac.uk
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.york.ac.uk%2Finst%2Fcrd&data=05%7C01%7Cvlm20yys%40bangor.ac.uk%7C71c391b754a2411a564908db3c12c3ba%7Cc6474c55a9234d2a9bd4ece37148dbb2%7C0%7C0%7C638169823570443225%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wRJU5%2FBk%2FgNd7hR2D1B7p4d5yFl8vA8JIJMmg%2BxCzf4%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.york.ac.uk%2Finst%2Fcrd&data=05%7C01%7Cvlm20yys%40bangor.ac.uk%7C71c391b754a2411a564908db3c12c3ba%7Cc6474c55a9234d2a9bd4ece37148dbb2%7C0%7C0%7C638169823570443225%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wRJU5%2FBk%2FgNd7hR2D1B7p4d5yFl8vA8JIJMmg%2BxCzf4%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.york.ac.uk%2Finst%2Fcrd&data=05%7C01%7Cvlm20yys%40bangor.ac.uk%7C71c391b754a2411a564908db3c12c3ba%7Cc6474c55a9234d2a9bd4ece37148dbb2%7C0%7C0%7C638169823570443225%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wRJU5%2FBk%2FgNd7hR2D1B7p4d5yFl8vA8JIJMmg%2BxCzf4%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.york.ac.uk%2Finst%2Fcrd&data=05%7C01%7Cvlm20yys%40bangor.ac.uk%7C71c391b754a2411a564908db3c12c3ba%7Cc6474c55a9234d2a9bd4ece37148dbb2%7C0%7C0%7C638169823570443225%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wRJU5%2FBk%2FgNd7hR2D1B7p4d5yFl8vA8JIJMmg%2BxCzf4%3D&reserved=0
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Appendix C. Data Extraction Table Informed by Noyes et al., (2011) 

Data extraction field Information extracted 
Context and 
participants 

• Author(s) and a year of publication 
• Publishing journal and whether it includes full text or 

abstract 
• Participant demographic information: age, sex, ethnicity, 

any potential mental/physical health diagnosis 
• Aim of the study 

 
Study design and 
methods used 

• Where the study was conducted 
• Number of participants 
• Study design 
• Study analysis 
• Theoretical framework of the study and/or researchers’ 

epistemological stance through which data is extracted.  
 

Findings  • The key themes or concepts identified in primary studies: 
a) First-order interpretations: reflecting participants 

understanding (including raw quotes) 
b) Second-order interpretations: interpretations of 

participants’ understanding made by the author 
(included in discussion and conclusion sections) 
 

Quality of the study • Using Joanna Briggs Institute’s checklist for qualitative 
research (Porritt, Gomersall, & Lockwood, 2014) 

• Papers will be annotated as follows (informed by Malpass et 
al., 2009): KP (key paper- conceptually rich); SAT 
(satisfactory paper); ? (researchers being uncertain about the 
paper’s relevance); IRR (paper is irrelevant); INS 
(methodology in this paper is of insufficient quality) 
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Appendix D. Joanna Briggs Institute’s Checklist for Qualitative Research  
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Appendix E. Author’s Interpretations and Key Themes (Broadhurst & Mason, 2020) 
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Appendix F. Raw Quotes Analysis Example for One of the Key Papers (Broadhurst & 

Mason, 2020) 
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Appendix G. Example from Raw Quotes Analysis Aable including 1st, 2nd and 3rd Order 

Themes 

 

 
 
 
 
 
 
 
 
 
 
 
Psychological 
wellbeing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Lack of anchors 
in one’s life  

a) Family home feeling 
unsafe 

b) Loss of part of the 
identity 
(spirituality) 

a) ‘made her unable to return to her apartment following the apprehension or 
to even be in the presence of her daughters’ (Kenny et al., 2015) 

b) ‘so spiritually, I don't think even think I had a spirit to be honest, you know, I 
totally lost it. Everything.’ (Kenny et al., 2021) 

Motherhood 
identity 

a) Loss of motherhood 
identity 
(internalising failure 
as a mother) 

 
 
 
 
 
 
 
 
 

b) Confusion in 
motherhood role 
(not knowing her 
children 2 quotes; 
not knowing who 
she is 4 quotes; 
part-time mum 1 
quote) 
 
 
 
 
 

a) ‘I don’t feel like a mum at all.’ (Baum & Burns, 2007) 
‘I was a risk to be around the baby’ (Broadhurst & Mason, 2020) 
‘ just felt that I wasn’t good enough’ (Janzen & Melrose, 2017) 
‘they’re not really my children. I just brought them into the world.’ (Janzen 
& Melrose, 2017) 
‘I had failed. To a certain extent I had failed. If anything I felt sorry for 
myself for you know, being allowed to bring children into the world that I 
couldn’t keep’ (Janzen & Melrose, 2017) 
‘Cos I suppose when you have your baby took off you, you feel like it’s you, 
yeah? But it’s not all you.-‘ (Morgan et al., 2019) 
‘I did see myself as not worthy to be a mum, when they first got taken, 
because I blamed myself and I wasn’t worthy. I weren’t, you know, good 
enough to be a mum.’ (Schofield, 2011) 

b) ‘I can’t wait to see her but I’m dreading it. I don’t know how she’s going to 
be, how she’s going to be towards me. I don’t know if she’s going to be 
angry, happy or sad; I don’t know what’s going to happen . . . I don’t know 
the children. I don’t know what they like, what they don’t like.’  (Memarnia 
et al., 2015) 
‘What’s he look like now? How’s he getting on at school and . . . ? You 
know? I don’t want to like . . . I know he’s with like, adoption people now, 
yeah, and I don’t want to wreck that. But I just want . . . how, how’s he 
getting on? And how’s school? You know like a mother? It’s not like I’m, 
you know, looking for him or whatever. I just want a nice photo of him, you 
know? . . . I’ve still got his blanket, the smell of him . . .’  (Memarnia et al., 
2015) 

1st order      2nd order       3rd order                    Quotes 
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Social wellbeing Breakdown in 
personal 
relationships 

a) Due to judgement 

 
 
 
 
 
 
 
 
 

b) Due to kinship care 
(familial and 
intimate 
relationships) 

 
 
 
 
 
 
 
 
 
 
 

c) DV and SUD due to 
increased stress and 
isolation 

a) ‘felt like I lost all my siblings you know…They didn’t know anything about 
the situation but they [thought], well if [child protection] had taken the kids 
it must’ve been really bad…they don’t’ understand anything, nor are they 
trying to understand anything’ (Honey, Miceli & Mayes, 2021) 
‘I thought they understood. They didn’t understand. I felt so alone at those 
times. Although my family was there for me, I still felt so alone.’ (Janzen & 
Melrose, 2017) 
‘Kayla speaks about the emotional fall-out from losing her children and 
absence of support very bluntly, saying it was “really, really hard” and that 
“I had no support for what I was experiencing’ (Kenny & Barrington, 2018) 

b) ‘I thought well...because he’s with family, he’ll be fine with family, he’ll 
flourish with them. I’m going to get really good contact, because he’s with 
family, it’ll be lovely […] they said they were going to adopt him. So we were 
like ‘you’re family, you don’t adopt family, that’s sick’. ‘He’s already family 
anyway so what are you going to adopt your family for?’ So that caused a 
huge rift within the family’ (Broadhurst & Mason, 2020) 
‘aunt caring for her younger daughter would regularly threaten to return 
her daughter to foster care: “My aunt was really abusive and she would tell 
me that I had to do everything she says or that kid's going to the [foster 
care]’ (Kenny & Barrington, 2018) 
‘Our relationship was amazing. We did everything together. We went 
everywhere. It was happy, and then it just went from that to nothing 
...because they thought I was a risk [to the baby].’ (Broadhurst & Mason, 
2020) 

c) ‘it's like you have no support other than each other and you're both broken’ 
(Kenny & Barrington, 2018) 
‘we're drinking and broken, and don't know where to turn under all the 
stress. And so we started having physical altercations, which started from 
verbal.’ (Kenny & Barrington, 2018) 
‘Reflecting on this time period, she explained how increased volatility with 
her boyfriend (the child’s father) emerged alongside the couple’s increased 
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Appendix H. Strength and Limitations Table 

Authors Key paper vs 
supplementary 

paper 

Strength Limitations 

Baum & 
Burns, 
2007 

Supplementary 
paper 

• Giving voice to women with 
learning disabilities 
• Interview number in line with 
IPA recommendations (N = 8; Smith et 
al., 2009) 

• Quality issues regarding 
researchers’ position and 
acknowledgement of how this may 
have impacted the research 
• The only study not explicitly 
stating ethics approval 
• Lack of clarity around the 
ages when children were removed 
• No clear annotation of gender 
or another context 

Broadhurst 
& Mason 
2020 
 

Key paper • Fulfilled all quality checks 
• Directly addressed the systematic 
review topic 
• Extensive interviews (N = 72) 
with women coming from different 
backgrounds/geographical areas.  

• Lack of clarity around the 
ages when children were removed 
and the ages of women  
• Clearly driven by the author’s 
previous theoretical work potentially 
biasing the findings 

Honey, 
Miceli & 
Mayes, 
2021 

Supplementary 
paper 

• Met majority of quality checks 
• Explicitly focusing on women 
with previous mental health diagnosis 
• Interview number in line with 
IPA recommendations (N = 8) 

• Lack of clarity around the 
ages when children were removed 
and the ages of women  
• The analysis at times felt 
more thematically focused than IPA 
layering of interpretations. 
 

Janzen & 
Melrose, 
2017 
 

Supplementary 
paper 

• Explicitly focusing on the grief 
process adding additional emotional 
processing information for the review.  

• Methodological issues: 
smaller participant number than 
recommended for IPA (N = 4) and 
lack of transparency for the 
hermeneutic process 
• Conclusions are drawn into a 
framework, which was beyond the 
experiences gathered from the data 

Kenny & 
Barrington, 
2018 

Key paper • High methodological rigour 
• High participant numbers (N = 
19) from different backgrounds 
• Directly addressed the systematic 
review topic with an additional focus on 
substance misuse 

• No explicit statement around 
philosophical stance as the main 
identified drawback 

Kenny et 
al., 2015 

Key paper • High methodological rigour with 
additional information about 
philosophical stance 
• High participant numbers (N = 
19) from different backgrounds 
• Directly addressed the systematic 
review topic with an additional focus on 
substance misuse 
 

• Shares the same sample of 
participants as Kenny and 
Barrington’s (2018) paper 

Kenny et 
al., 2021 

Key paper • High methodological rigour 
• High participant numbers (N = 
31) from different backgrounds 
• Directly addressed the systematic 
review topic with an additional focus on 
sex workers’ experience 

• Little detail was given about 
participant characteristics and thus 
lacking contextual information 
necessary for this research 
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Memarnia 
et al., 2015 

Supplementary 
paper 

• Directly addressed the systematic 
review topic with the recommended 
number of participants for the chosen 
methodology (N = 7) 

• Lacked researcher statements, 
epistemological stance and 
reflections on what the researchers 
are bringing to the analysis 

Morgan et 
al., 2019 

Supplementary 
paper 

• Active service-user involvement 
in the research process 

• The study focused heavily on 
the treatment outcomes and thus 
only had small sections relating to 
mental health experiences.  

Schofield 
et al.,, 
2011 

Supplementary 
paper 

• Cross-cultural research with a 
high number of participants (N= 68) 
• Additional value of the focus 
group involvement 

• Authors’ theoretical/cultural 
positioning unclear 
• Lack of participant context 
and annotation 

Siverns & 
Morgan, 
2021 

Key paper • High-quality study meeting all 
quality checks 
• Directly answered the research 
question with an additional focus on 
voluntary placement into care.  

• Includes only 3 participants, 
however, negated by completing two 
interviews with each participant to 
develop depth.  
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Chapter 2: Ethics Appendices 

Appendix A. School Ethics Approval 
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Appendix B. Health Research Authority Approval 
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Appendix C. Integrated Research Application System Approval 
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Appendix D. Betsi Cadwaladr University Health Board (BCUHB) Research & 

Development 
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Chapter 2: Empirical Paper Appendices 

Appendix A. Copy of Research Protocol submitted to IRAS (v 1.0) 

STUDY PROTOCOL 

Mothers’ experiences of services (i.e., Social Services, Substance Misuse Services and/or Community 

Mental Health Services) following a court-enforced separation from a child due to alcohol or drug 

use. 

1 BACKGROUND 

It is estimated that between 50% and 80% of children in foster care are from households 

with at least one substance-using parent (Fernandez & Lee, 2013). Almost half of the 

mothers receiving treatment for substance use experienced separation from at least one of 

their children (Porowski, Burgdorf, & Herrell, 2004). 

There is growing evidence identifying the factors contributing to the separation from a child 

for mothers who were misusing substances. One of the most prominent factors identified 

has been low socioeconomic status and other risk factors often linked to this, such as the 

younger age of a first child and criminal justice involvement (Canfield et al., 2017). 

Furthermore, the presence of mental health difficulties, adverse childhood events and the 

absence of informal support have been identified as additional determinants for heightened 

risk (Canfield et al., 2017).  

Service’s stigma toward substance misusing new mothers has also been well evidenced. A 

recent scoping review (Wolfson et al., 2021) identified four levels of stigma experienced by 

(mostly new) mothers at the: 

1. Individual-level (i.e., fear and mistrust of social services; Falletta et al., 2018) 

2. Interpersonal level (i.e., familial and relational influence on accessing services) 
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3. Institutional level (i.e., the expectation of multiple documentation, attending 

appointments etc.) 

4. Population-level (i.e., the negative stereotype of mothers with substance misuse 

difficulties) 

Having to cope with predisposing risk factors as well as a wide range of stigma, can make it 

more challenging to engage with the services in the first place and thus, due to lack of 

support, makes it more likely for mothers to be separated from their child (Stone, 2015). 

Further evidence suggests that losing custody can increase substance misuse (Kenny, 

Barrington, & Green, 2015). This study aims to give a voice to women who have found 

themselves in this predicament. Learning from women’s experiences could offer helpful 

insights for relevant service development.  

A discourse analysis study explored the experiences of thirteen mothers with drug use 

histories and the use of social services (Virokannas, 2011) and identified four motherhood 

identity categories:   

• Responsible motherhood – asking for help,  

• Giving up motherhood – submitting to outside forces,  

• Strategic motherhood – learning to cope, 

• Stigmatized motherhood – fighting back.  

 

From this study, it was concluded that a mutually trusting relationship was the key to 

cooperative partnership. However, it also raised questions about whether current service 

processes might be excessively threatening to mothers in this predicament. This initial 
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limited evidence can provide a framework when considering parental identity in relation to 

engagement with the services following separation from a child.  

Despite the existing research calling for trauma-informed (Barthaolow & Huffman, 2021), 

unified care with further substance misuse training there is little available evidence from the 

mothers themselves identifying how people made sense of their engagement with the 

services. Adams and colleagues (2021) are among the few researchers who have explored 

the impact of motherhood identity on women’s substance use and their engagement with 

substance misuse-specific treatment. The study took place in America where twenty women 

were involved in focus groups exploring ‘women’s identities as mothers and motherhood as 

a potential barrier or facilitator to substance misuse treatment’. Their research highlighted 

specific barriers to treatment engagement from interpersonal and structural factors. One of 

the main structural factors was fear of having their child(ren) taken into care. The authors 

focused on women in treatment and did not include participants who were separated from 

their child. 

2 RATIONALE  

By exploring people's experiences of the services, we are giving mothers a voice. Service’s 

stigma toward substance misusing new mothers has been well evidenced (Wolfson et al., 

2021) with identified interpersonal and structural factors (Adams et al., 2021). Thus, it would 

be important to build on the existing research by giving a voice to women who have lost 

custody and exploring how this has impacted their interaction and engagement with the 

services in general. The proposed research, therefore, aims to explore similarities and 

differences in perception of mental health, substance misuse and social services. 

3 THEORETICAL FRAMEWORK 
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As it can be seen from the background section, so far, the literature has looked at following 

factors in relation to mother’s separation from a child due to substance use: 

Substance misuse often comes at a high cost to the families where almost half of the women 

receiving treatment for substance misuse have lost at least one of their children (Porowski, 

Burgdorf, & Herrell, 2004) 

There is growing evidence identifying the factors contributing to the separation from a child 

for mothers who were misusing substances but very little evidence looking at service 

engagement from mother’s perspective. 

Service’s stigma toward substance misusing new mothers has also been well evidenced (i.e., 

Wolfson et al., 2021). 

Public and systemic stigma accompanying the separation from a child is often internalized 

(Luoma et al., 2007) and impacts on one’s motherhood identity (Virokannas, 2011). 

From our perspective, a question that remain unanswered is: ‘How do mothers make sense 

of their engagement with different services?’ Within this question we are interested in 

exploring how those interactions may have impacted on their motherhood identity in the 

context of British/Welsh culture.  

4 RESEARCH QUESTION/AIM(S) 

The principal research question includes an exploration into women's experiences of 

service(s) engagement following separation from a child. The following services will be 

included: 

• Involvement with social services as all women would have had this experience.  

• Substance misuse services, as due to recruitment strategy, all of the interviewed 

women would have had contact with these services.  
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• Mental health services, as mental health is one of the high-risk factors for a separation 

from a child and thus there is a presumption that at least some of the interviewees would 

have had experience with mental health-specific services. 

4.1 Objectives 

1. How did they make sense of these interactions and what was the impact of this on their 

maternal identity? 

2. How did separation from the child via court proceedings impact on their relationship 

with themselves, others (including social networks), and the wider community (services, 

neighbourhood etc.)? 

4.2 Outcome 

We believe that this study raises an important question. By exploring people's experiences 

of the services, we are giving mothers a voice. Service’s stigma toward substance misusing 

new mothers has been well evidenced (Wolfson et al., 2021) with identified interpersonal 

and structural factors (Adams et al., 2021). Thus, it would be important to build on the 

existing research by giving a voice to women who have lost custody and exploring how this 

has impacted their interaction and engagement with the services in general. The proposed 

research, therefore, aims to explore similarities and differences in perception of mental 

health, substance misuse and social services.  

This study has also been discussed with two Experts By Experience (EBE). EBE are people 

who either would have gone through the process of separation from a child or had faced this 

risk in the past. Both EBEs felt that despite the emotional aspect of this study, there will be 

many mothers who would want to share their stories in hopes of helping other people in this 

predicament. 

5 STUDY DESIGN and METHODS of DATA COLLECTION AND DATA ANALYIS 
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This study will use an Interpretative Phenomenological Analysis (IPA) design. As, to our 

knowledge, there are no previous studies exploring these questions, IPA would allow the 

researchers to explore participants' experiences without having any predetermined theories 

in mind. This will be done with semi-structured interviews of approximately 60-minute 

interviews, depending on how much participants are able to talk about their experiences. 

Each participant will attend one interview. Due to ongoing potential changes in Covid-19 

restrictions, the interviews will take place via an online platform (such as Teams on the 

encrypted computer) or telephone calls recorded on an encrypted device.  

The semi-structured interview schedule (see attached documents) would help participants 

explore their experiences of service(s) involvement following separation from a child. 

Follow-up questions will aim to explore the participant’s cognitions and beliefs about how 

the services perceived them and the impact this had on their further engagement and 

support-seeking (see attached documents for the proposed interview schedule). This 

interview schedule has been discussed and refined with an expert by experience. The Main 

suggested changes were in relation to the wording (i.e., Q7 and Q8). It was felt that the 

questions were sensitive and would allow participants to share their thoughts in as much or 

as little details as they would feel comfortable.  

The following theme analysis procedure will be adopted (as proposed by Smith, Flowers & 

Larkin, 2022): 

• Focusing on individual lived experience on a case-by-case basis 

• Focus on personal meaning and sense-making of individual’s interactions with services 

• Examining similarities and differences to account for both shared themes as well as 

distinctive variations in those themes.  

• The questions aim to elicit the interplay between relational experience with services and the 

potential threat posed to self (/motherhood) – identity. 
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Due to ongoing potential changes in Covid-19 restrictions, the interviews will take place via 

an online platform (such as Teams on the encrypted computer) or telephone calls recorded 

on an encrypted device. Student researcher will be responsible for recruitment, data 

collection, transcription and data analysis. For more data security information please see 

section 8.6. 

Measures  

 As this will be qualitative research, no measures will be applied.  

Demographic information will be recorded. This would be in line with the IPA inclusion 

criteria for homogeneity and informed by Söderström and colleagues' study (2012). This 

study was chosen due to having parallels with the current study; exploring the interplay 

between substance use and motherhood identity with an IPA design.  

6 STUDY SETTING 

The data will be collected via Teams interviews. No sites will be used for data collection.  

7 SAMPLE AND RECRUITMENT 

7.1  Eligibility Criteria 

7.1.1 Inclusion criteria  

• Female, age between 18-99 

• Have been involved in court proceedings within the jurisdiction of the United Kingdom. 

• Accessed services within North Wales. 

• Mothers who have had their child(ren) removed through court proceedings.  

• Mothers who have been in contact with at least one of the following services: substance 

misuse service, mental health services and/or social services. 

• Mothers who have (re)gained access to their child(ren).  
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• At least 12 months in recovery from substance misuse as identified by individuals' primary 

keyworker/third sector worker. 

7.1.2 Exclusion criteria  

• Ongoing substance misuse and/or unmanaged mental health difficulties requiring active 

intervention.  

• Current ongoing custody queries and/or active involvement with a legal dispute in relation 

to child welfare. 

7.2  Sampling 

7.2.1  Size of sample 

Due to the multi-layered nature of the interpretation process in IPA, the data saturation 

proposed in many other qualitative approaches is no longer relevant. The focus of this 

research will be on individuals’ interaction with different services following what is 

considered a highly stigmatised event in their life. This approach would capture both what is 

told as well as how it is told (Smith & Nizza, 2021), meaning that individuals' accounts are 

what matters rather than number saturation. Thus, this project will aim to recruit between 

6-10 participants and conducting approximately 60 minutes long interviews will be sufficient 

to provide the researcher with enough material. 

 Sampling technique 

Snowball sampling will be implemented through keyworkers and relevant organisations. Due to 

the small sample required for this study (e.g., no more than 10 participants), a broader sampling 

method might be inappropriate and potentially triggering. 

7.3  Recruitment 
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The researcher will approach professionals in substance misuse services and third sector 

(i.e., Adferiad Recovery and North Wales Recovery Community) explaining the study, 

inclusion/exclusion criteria and asking them to identify potential participants. They will be 

given an initial information sheet and an initial contact form (see attached documents) to be 

given to people who match the inclusion and exclusion criteria. From there on, potential 

participants can reach out to the researcher directly to ensure that third-party recruiters will 

not know who decided to take part in the study. These measures are put in place to ensure 

that whoever has been identified as a participant will receive the same level of care 

regardless of their decision to participate in the study. Written consent will be obtained. 

 

This study has been discussed with the senior leadership at a local substance misuse service 

and both third sector services. Senior leadership as well as the third sector leads were 

supportive of this research as long as there is ethical approval from the right research body.  

7.3.1 Sample identification 

Participant identification will be done by relevant professionals who are already working 

with potential participants. Researchers will not have access to any personal information 

beyond what is shared directly with them by the participants. 

Principal investigator will approach identified organisations (Substance Misuse Service, 

Adferiad Recovery and North Wales Recovery Community) initially, discussing the project 

with the staff and asking them to consider any potential participants. Information will be 

given initially verbally and followed up by information sheets and initial contact forms. Due 

to the small sample required for this study, a broader sampling method might be 

inappropriate and potentially triggering. 
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Relevant professionals will be given an initial information sheet and an initial contact form 

(see attached documents) to be given to people who match the inclusion and exclusion 

criteria. From there on, potential participants can reach out to the researcher directly to 

ensure that third-party recruiters will not know who decided to take part in the study. These 

measures are put in place to ensure that whoever has been identified as a participant will 

receive the same level of care regardless of their decision to participate in the study. 

No posters, leaflets, adverts or websites will be used. 

Written consent will be sought. 

Participants will be reimbursed £20 for their participation in the interview. HRA Ethics 

Guidance has been reviewed. 

7.3.2 Consent 

From the start, it is important that participant have time to consider the implications of 

taking part in this study. To ensure that we are able to gain an informed consent, we have 

planned a two stage opt in system. Firstly, identified participants will receive the information 

sheet along with initial contact form (see the attached documents). The initial contact form 

asks the potential participants to contact the researcher(s) should they wish to (potentially) 

take part in the study. Once the initial contact form has been received by the researcher(s), 

they would contact the participants to discuss the study. Following this conversation, 

participants will be given an informed consent form. Participants will be given at least 48h 

before being contacted by a researcher. We believe that by giving time and reducing the 

pressure to participate, we will gain informed consent. 

8 ETHICAL AND REGULATORY CONSIDERATIONS 

8.1 Assessment and management of risk 

Participants 
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From the start, it is important that participants have time to consider the implications of 

taking part in this study. To ensure that we are able to gain informed consent, we have 

planned a two-stage opt-in system. Firstly, identified participants will receive the 

information sheet along with the initial contact form (see the attached documents). The 

initial contact form asks the potential participants to contact the researcher(s) should they 

wish to (potentially) take part in the study. Once the initial contact form has been received 

by the researcher(s), they would contact the participants to discuss the study. Following this 

conversation, participants will be given informed consent and 48 hours to consider 

participation in the study. They will then be contacted by a researcher to gain informed 

consent. We believe that by giving time and reducing the pressure to participate, we will 

gain informed consent. 

As the research topic can be potentially highly emotive, further support might need to be 

considered. Should any of the participants experience high levels of distress, the interview 

will be stopped, and the focus will be shifted toward the person’s needs at that moment. 

There are two layers of support that might be considered in this case. Firstly, the researcher 

will be a third-year doctoral candidate in clinical psychology who has been trained to deal 

with high levels of distress and would be able to conduct a risk assessment and offer support 

at the moment. Secondly, participants will be provided with debriefing information including 

available support organisations such as Samaritans, MIND etc.   

The consent form also outlines that should we have any concerns about a participant's 

wellbeing, we will contact their GP. This will be discussed and highlighted prior to 

commencing an interview. 

Researchers 

As the interviews will be conducted over phone/video there are no physical risks posed to 

the researcher. However, due to the sensitive nature of the topic, it would be important for 
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the researcher to have a debriefing opportunity in the form of reflective practice. This will be 

facilitated by a qualified clinical psychologist upon request. 

8.2   Research Ethics Committee (REC) and other Regulatory review & reports 

Before the start of the study, a favourable opinion will be sought from a REC (Wales REC 5) 

for the study protocol, informed consent forms and other relevant documents e.g. 

advertisements.  

Regulatory Review & Compliance  

Before any site can enrol patients into the study, the Chief Investigator/Principal Investigator 

or designee will ensure that appropriate approvals from participating organisations are in 

place. Specific arrangements on how to gain approval from participating organisations are in 

place and comply with the relevant guidance. Different arrangements for NHS and non NHS 

sites are described as relevant. 

For any amendment to the study, the Chief Investigator or designee, in agreement with the 

sponsor will submit information to the appropriate body in order for them to issue approval 

for the amendment. The Chief Investigator or designee will work with sites (R&D 

departments at NHS sites as well as the study delivery team) so they can put the necessary 

arrangements in place to implement the amendment to confirm their support for the study 

as amended. 

Amendments  

If the sponsor wishes to make a substantial amendment to the REC application or the 

supporting documents, the sponsor must submit a valid notice of amendment to the REC for 

consideration. The REC will provide a response regarding the amendment within 35 days of 

receipt of the notice. It is the sponsor’s responsibility to decide whether an amendment is 

substantial or non-substantial for the purposes of submission to the REC. 

http://www.hra.nhs.uk/resources/hra-approval-guidance-for-sponsorschief-investigators-working-collaboratively-with-nhs-organisations-in-england/#3
http://www.hra.nhs.uk/resources/after-you-apply/amendments/
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Any amendments will be initially discussed and agreed upon within the research team. Once 

any amendments are agreed upon Amendment Categorisation Tool 

(https://www.myresearchproject.org.uk/help/hlpamendmentsresearch.aspx) will be used to 

categorise the changes.  

The outcome of this will be communicated with the sponsor whose responsibility it will be to 

communicate the amendments to relevant stakeholders (e.g., REC, R&D, regulatory 

agencies). 

The amendment history will be tracked in the protocol.  

8.3  Peer review 

The study protocol has been reviewed by Bangor University NWCPP research team, chief 

investigator and academic supervisor. This project will be closely supervised throughout as 

part of the doctorate in clinical psychology training. In 2023 viva voce exam will offer a final 

evaluation for the conduct of the research. 

8.4  Patient & Public Involvement 

Experts by Experience (EBE) 

This study involves people who have either been in a position where they were separated 

from their children due to alcohol or drug use or were at risk of going through this process. 

For the purpose of this study they will be called Experts by Experience (EBE). EBE will be 

involved in the following stage: 

Forming and refining the study idea as being pertinent to their experience. 

Helping to refining the study title, including considerations regarding study’s acceptability to 

potential participants. 

Reviewing and advising on interview schedule. 
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Ongoing involvement in the study aiming to reduce researcher’s bias and reviewing study 

findings.  

8.5 Protocol compliance  

In case of an accidental deviation from the protocol, the following steps will be taken: 

This will be documented in the updated version of the protocol. 

Relevant forms will be completed and reported to the Chief Investigator and the Sponsor in 

a timely manner. 

Deviations from the protocol which are found to frequently recur are not acceptable, will 

require immediate action and could potentially be classified as a serious breach. 

8.6 Data protection and patient confidentiality  

All researchers and study site staff will comply with the requirements of the Data Protection 

Act 1998 with regards to the collection, storage, processing and disclosure of personal 

information and will uphold the Act’s core principles.  

Identifiable data, such as consent forms, will be stored in the locked cabinets in the clinical 

supervisor’s office at North Wales Clinical Psychology Programme.  

Nonidentifiable electronic data will be stored on organisationally encrypted machines. 

Recordings with nonidentifiable information will be held until the end of the project and 

destroyed thereafter. No video recordings will be kept. All of the recordings will be audio. 

Recordings of interviews will be destroyed after they have been transcribed. 

Anonymised transcriptions will be password protected and stored on organisationally 

encrypted machines for up to two years post-publication or up until December 2025, 

whichever date comes first. 
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To be able to use direct quotes in any potential publications, all data will be anonymised, 

and the publication will include pseudonyms and age gap in increments of ten (i.e., Mary, 

20-30). 

The creation of coded, depersonalised data where the participant’s identifying information is 

replaced by an unrelated sequence of characters. 

Only the researcher (student) and chief investigator will have access to the confidential data 

as it would be their responsibility to collect, anonymise and transcribe the data.  

Chief investigator (Dr Lee Hogan) will act as custodian for the data generated by the study. 

The research data will be stored in the locked cupboard at Brigantia Building, Bangor 

University. 

8.7 Indemnity 

Bangor University research insurance has been put in place to meet the potential legal 

liability of the sponsor’s harm.  

8.8 Access to the final study dataset 

Once the study has been completed (By September 2023), the participants will be notified and 

sent a link directing them to the finished paper. This will be completed as an individual email 

from a university encrypted email to ensure individuals' data protection.  

9 DISSEMINIATION POLICY 

9.1  Dissemination policy 

The NWCPP will hold the data after completion of the study on a password protected pen 

drive. Thesis will be prepared with a journal submission in mind. This thesis will also be 

available in the form of an E-Thesis via PURE. 

9.2  Authorship eligibility guidelines and any intended use of professional writers 
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Authors of the final study report are as follows: Dr Lee Hogan, Valeria Malinen and Dr Jaci 

Huws. 
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Appendix B. Participant Information Sheet (PIS; v 2.0) 
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Appendix C. Consent Forms: Initial Contact Form (v 1.0) and Informed Consent Form (v 

2.0) 
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Appendix D. Interview Schedule (v 1.0) 
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Appendix E. Study Debrief (v 2.0) 
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Appendix F. Distress Protocol (v 1.0) 
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Appendix G. An Axtract from Analysis. P04: Sandra, pg. 7 
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Appendix H. Developing Personal Experiential Themes. Example from P04: Sandra p. 3 
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Appendix I. Experiential Statement Grouping Example 
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Appendix J. Mapping and Generating Group Experiential Themes (GETs) using Padlet 
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Chapter 3: Contributions to Theory and Clinical Practice Appendix 

Appendix A. An Extract from Reflective Diary 

Running thoughts across the interviews 

• Difficulty to ensure that I was just checking my understanding and not analysing 
during the interview (Smith, 2022). As clinical psychologists, we are used to 
checking understanding but also making meaning is a big part of our job 
(hypothesising and meaning-making). It was challenging to ensure that I am not 
adding my own analysis on top of people’s experiences during the interviews.  

• It was challenging to listen to people’s experiences from a neutral position. As 
someone who values NHS and social care, it was upsetting to hear people’s 
experiences of when things went wrong. I had to remind myself that this is a way 
people had made sense of one of the most difficult things that have happened in their 
lives. It might be that allocating blame and holding on to anger has helped them make 
sense of the pain they and their children had to endure.  

• Frustration and upset how mental health and substance misuse is separated in our 
current systems. For example, none of the participants were offered MH support 
despite several of them asking for it. The only interaction people had with mental 
health services was being rejected or being admitted involuntarily. 

Reflection: As a mental health professional, I felt angry about the injustice of 
the system and the lack of preventative approaches we as a system are able to 
take.  
It does seem that substance misuse is viewed separately to MH, despite every 
participant saying that substances were the only way they knew how to deal 
with their pain.  

• Role of stigma?? Being promised a ‘recovery route’ that often wasn’t even planned 
due to professionals not believing that they can do it. Asking for help and clarity of 
the next steps after the loss of children with no avail. 

Review of drugs: phase two report - GOV.UK 
https://www.gov.uk/government/publications/review-of-drugs-phase-two-
report/review-of-drugs-part-two-prevention-treatment-and-
recovery#executive-summary: is imperative for people with dependent 
substance use to be given access to mental health treatment. Not to be turned 
away and told to address their substance use first. 

• Lack of timely involvement and ignoring the pleas for help (P03, P04, P05). Sense of 
entrapment. 

• Conceptualizing similar themes in a different way between participants. With some 
participants, I have conceptualised ‘dealing with uncertainty’ as part of the 
complexity and with others, I have conceptualised it as part of recovery (P05).  

On reflection: the role language plays in my interpretation of similar 
phenomena.  

• Use of language: people who were recruited from the third sector seemed to have 
similarities in the language used due to the AA programme. There is a query of how 
much their reflections show their own story and how much of it is about learned 

https://www.gov.uk/government/publications/review-of-drugs-phase-two-report/review-of-drugs-part-two-prevention-treatment-and-recovery#executive-summary
https://www.gov.uk/government/publications/review-of-drugs-phase-two-report/review-of-drugs-part-two-prevention-treatment-and-recovery#executive-summary
https://www.gov.uk/government/publications/review-of-drugs-phase-two-report/review-of-drugs-part-two-prevention-treatment-and-recovery#executive-summary
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language that is repeated enough. And in either of these cases, how much does it 
matter?  

i.e., P01: ‘being in denial’ (p. 10), ‘being brought to my knees’(p. 40), 
‘surrender’ (p.32), ‘gratefulness for being an addict’ (p.40) 

• Noticing being drawn to some stories and pushed away from others. More energetic 
speakers who focused on self-efficacy were easier to analyse and look at a depth of 
their experiences (i.e., P05). In contrast, speakers who used a language representing 
fellowship were harder to keep in mind (i.e., P02).  

Reflection: Risk of potential bias of whose stories will be represented in the 
findings and discussions. Different recovery pathways are valid, and my job is 
to stay close to people’s experiences and notice when there is an urge to pull 
away from someone’s story and reflect on why this might be.  

P01 reflections 

• The theme of distrust: asking the researcher, ‘Why are you doing this’ and at a later 
stage, reflecting that only people who have had this experience were really able to be 
there.  

• The sense of participant feeling alone and scared 
• Struggling to keep the participant on track. As a result, there are moments where I 

found myself frustrated as a participant was talking around the context and did not 
follow the participant as much as the approach would prescribe.  
Reflection: in future interviews, I need to be aware of this and notice when my 
emotions may interfere with the process.   

• Emotive: crying when thinking about the impact this has had on one’s children 
• My own tearfulness in response and feeling unable to do anything as I was there in a 

research capacity.  
• The pull between knowing that this was for the best and the impact this is having on 

people’s lives. Old coping strategies are the only things to rely on. 
• The importance of being human. 
• Noticing my own sense of discomfort to sit with the sadness as ‘this is research and 

not a therapy’ 
• Noticing my anger, ‘Why are procedures more important than human beings?’ 
P01 analysis reflections 

• I noticed my own judgements when P talked about being glad that her children were 
removed. This is not something that I noticed during the interview, probably due to 
the focus being on the conduction of the interview.  
To ensure that my analysis was not biased, I stepped away from analysis and 
acknowledged that it is a human reaction. I let myself experience a brief disgust and 
returned once it had subsided.  

On reflection: This was a very human reaction, especially considering the high 
emotiveness of the interview. Considering the context and participants’ 
progress, I can see how human her reaction must have been when she was 
really struggling and taking away the kids must have felt like responsibility 
lifted. 
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