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Abstract
Purpose Mental health problems and substance misuse are common among the mothers of children who experience court-
mandated placement into care in England, yet there is limited research characterising these health needs to inform evidence-
based policy. In this descriptive study, we aimed to generate evidence about the type, severity, and timing of mental health 
and substance misuse needs among women involved in public family law proceedings concerning child placement into care 
(‘care proceedings’).
Methods This is a retrospective, matched cohort study using linked family court and mental health service records for 2137 
(66%) of the 3226 women involved in care proceedings between 2007 and 2019 in the South London and Maudsley NHS 
Mental Health Trust (SLaM) catchment area. We compared mental health service use and risk of dying with 17,096 female-
matched controls who accessed SLaM between 2007 and 2019, aged 16–55 years, and were not involved in care proceedings.
Results Most women (79%) were known to SLaM before care proceedings began. Women had higher rates of schizophrenia 
spectrum disorders (19% vs 11% matched controls), personality disorders (21% vs 11%), and substance misuse (33% vs 12%). 
They were more likely to have a SLaM inpatient admission (27% vs 14%) or to be sectioned (19% vs 8%). Women had a 2.15 
(95% CI 1.68–2.74) times greater hazard of dying, compared to matched controls, adjusted for age.
Conclusion Women involved in care proceedings experience a particularly high burden of severe and complex mental 
health and substance misuse need. Women’s increased risk of mortality following proceedings highlights that interventions 
responding to maternal mental health and substance misuse within family courts should offer continued, long-term support.
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Introduction

There are high rates of mental health problems and sub-
stance misuse among mothers whose children are subject to 
public family law proceedings (‘care proceedings’) in Eng-
land [1–4], prompting calls to strengthen interagency work-
ing between family courts, children’s social care and health 
services. Care proceedings are family court proceedings 
concerning whether a child (aged 0–17 years old) should 
be placed into state care to safeguard them from abuse or 
neglect. An estimated 75% of children in care proceed-
ings are already in state care at onset of proceedings under 
interim legal orders or out-of-court arrangements and [4], 
at conclusion, around 50% of children are placed into care 
under a care order [5]. Other common legal orders made at 
the conclusion of proceedings include placement orders (i.e., 
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placed to adopt) and special guardianship orders (typically 
used to place children with extended family). Around 2% 
of children receive no legal order. Earlier health support for 
birth parents may mitigate some of the child health risks 
associated with parental mental illness [6–10], including rare 
outcomes such as serious or fatal maltreatment [11]. It could 
also lead to fewer children requiring care proceedings, which 
are costly to the tax payer and one the most intrusive forms 
of child protection.

Since 2010, the number of applications made to initiate 
care proceedings (per 10,000 children) has risen by 400% in 
some parts of England, despite declining birth rates [5, 12]. 
There is currently limited evidence characterising paren-
tal mental health problems and mental health service use 
in relation to care proceedings [13–15]. Population-based 
characterisation of maternal mental health need and service 
use among birth mothers is needed, yet suitable data are 
lacking [16]. In several settings, researchers have overcome 
this barrier by linking administrative child protection and 
health datasets [17–21]. Within the SAIL Databank, Grif-
fiths et al. used new linkages between Welsh family court 
data and health data on antenatal care, hospitalisations and 
general practitioner (GP) contacts, and found high preva-
lence of maternal mental health difficulties in the 2 years 
prior to childbirth [22]. The most common diagnoses were 
depression and anxiety [23]. In England, a dearth of simi-
larly linked data is limiting the development of evidence-
based policy for parental mental health and substance misuse 
in the context of child protection [16, 24].

In this descriptive study, we used a cohort of women 
involved in care proceedings who linked to de-identified 
patient records from a large London NHS mental health 
trust (serving ~ 1.4 million) [2, 25]. We characterised mental 
health service use between women in care proceedings who 
accessed mental health services and a matched control group 
comprising other women accessing mental health services to 
inform policy and service development across family justice, 
children’s social care, and health. The aim of this study was 
to describe the type, severity, and timing of mental health 
problems and substance misuse among women who linked, 
comparing them to a matched comparison group of other 
women using mental health services. To investigate long-
term health outcomes, we looked at women’s risk of dying 
after care proceedings.

Methods

This descriptive study has a retrospective, matched cohort 
design to enable comparison between our study cohort and 
a control population. This study follows the STROBE guide-
lines for reporting observational studies (Supplementary 
Table S1) [26].

Data

We used longitudinal cohorts from the South London and 
Maudsley NHS Mental Health Trust (SLaM) case register 
[27]. SLaM provide secondary and tertiary mental health 
services, as well as the Improving Access to Psychologi-
cal Therapies (IAPT) service which allows self-referral 
for common mental health disorders, to residents of the 
SLaM catchment area (Croydon, Lambeth, Lewisham and 
Southwark local authorities). De-identified SLaM patient 
records are stored in the Clinical Record Interactive Search 
(CRIS) database [28, 29], which has captured data from all 
SLaM services since January 2007 and from some services 
pre-2007. Due to poor accuracy of event dates before Janu-
ary 2005, we used an observation window of 1 January 
2005 and 31 March 2020.

CRIS has been linked to Cafcass (Children and Fam-
ily Court Advisory and Support Service) which contains 
information on all care proceedings in England since 1 
April 2007 [2, 5]. The SLaM Clinical Data Linkage Ser-
vice (CDLS) performed the linkage using a rule-based 
method with names, date of birth and postcode history, 
applying the separation principle. Under the separation 
principle, no one has access to a data set containing both 
person identifiers (e.g. names, date of birth and addresses) 
and attribute data (e.g. information about family court pro-
ceedings and mental health service use). This helps main-
tain the privacy of individuals in the linked data [30]. Of 
the 3226 women with a child involved in care proceedings 
in the SLaM catchment area between 1 April 2007 and 
31 March 2019, 2137 (66.2%) linked to a SLaM patient 
record in November 2019 (when linkage occurred) [2].

We defined follow-up as the time (years) between 
a woman’s first contact with SLaM (referral, inpatient 
admission, or outpatient attendance) in the observation 
window and 31 March 2020, or death, whichever was 
earliest. Coverage of data used in this study is further 
described in Supplementary Fig. S1.

Study population

Our study cohort included all women involved in care pro-
ceedings in the SLaM catchment area between 1 April 
2007 and 31 March 2019, who linked to a SLaM patient 
record (n = 2137) [2]. Women in this cohort were typically 
younger at the birth of their first child than other women in 
England and most had just one child recorded in Cafcass. 
Half had an infant (< 12 months) subject to proceedings, 
consistent with prior research [31, 32]. A third had two 
or more sets of proceedings recorded in Cafcass between 
2007 and 2019. Further information about this cohort and 
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women who did not link can be found in our linkage report 
[2].

To understand how the study cohort differ from other 
women accessing mental health services, we constructed 
a comparator group (n = 153,486) comprising all women 
living in the SLaM catchment area who accessed SLaM 
services between 1 April 2007 and 31 March 2019, aged 
16–55 years (i.e. reproductive age) (Supplementary Fig. S2). 
We excluded women who linked to Cafcass and had been 
involved in care proceedings between 2007 and 2019, either 
in the SLaM catchment area or in four neighbouring local 
authorities which SLaM provides some services to (Bexley, 
Bromley, Greenwich, Wandsworth). We exactly matched 
women in the comparator group to women in the study 
cohort based on the following strata: (1) having a record 
from a SLaM secondary and tertiary service, IAPT or both 
and (2) the calendar year of women’s first SLaM contact 
within the observation window. Women were grouped by 
matching strata and randomly selected without replacement 
at a ratio of 8:1, determined by the smallest matching strata, 
giving 17,096 matched controls. As SLaM do not routinely 
record information on pregnancy or births, we could not 
match on maternal status.

Measures

Sociodemographic characteristics

Due to the poorer data availability in Cafcass for date of 
birth (4.2% missing) and ethnicity (44% missing) among our 
study cohort, we used these fields in CRIS where non-miss-
ing, and from Cafcass otherwise [2]. We used women’s date 
of birth to derive age at first SLaM contact. Women’s ethnic-
ity was presented in the following five categories based on 
the NHS 16 + 1 ethnic data categories: Asian or Asian Brit-
ish, Black or Black British, Mixed heritage, White, Other 
ethnic background [33].

Severity and intensity of mental health service use

We categorised SLaM service use within the observation 
window into four types of activity: (1) referrals (accepted 
or rejected by the service), (2) outpatient appointments 
(planned and attended), (3) inpatient admissions and (4) 
being sectioned under the mental health act (i.e., being 
detained in hospital for assessment or treatment). We fur-
ther categorised referrals and outpatient appointments by 
whether the SLaM service was IAPT. We also derived meas-
ures indicative of women’s engagement with services. This 
included discharged referrals due to ‘failure to engage’ (i.e. 
persistent non-attendance or poor engagement with the ser-
vice) and the proportion of outpatient appointments over the 
observation window that were missed due to non-attendance, 

attending too late to be seen, or patient cancellation. For 
study cohort women, we calculated the time between their 
first SLaM contact over the observation window and their 
first recorded (‘index’) set of care proceedings in Cafcass.

Mental health and behavioural diagnoses

Psychiatric diagnoses were captured in structured fields 
recorded in CRIS using ICD-10 codes [34]. Diagnoses were 
also extracted from free-text fields using natural language 
processing applications developed by the NIHR Maudsley 
Biomedical Research Centre [28]. As we did not require 
exact dates for diagnoses, we included diagnoses made 
before 1 January 2005. We grouped mental and behavioural 
disorder diagnoses (ICD-10 Chapter V) into seven catego-
ries and defined serious mental illness (Table 1).

Substance misuse and learning disabilities

Women were coded as having a record of substance misuse 
if they had a substance misuse-related diagnosis [35], or 
accessed any SLaM substance misuse services (excluding 
services for smoking). To investigate dual-diagnosis (both 
psychiatric and substance misuse diagnoses), we identified 
women with both a record of substance misuse and a psy-
chiatric diagnosis (Table 1), excluding drug and alcohol-
related psychiatric disorders. Women were coded as having 
a learning disability if they had a related ICD-10 diagnosis 
[36], or accessed any SLaM services for people with learn-
ing disabilities.

Specialist mental health service use

We explored use of several specialist mental health services 
including: perinatal (including a mother-baby unit); psy-
chosis; acute (e.g. places of safety, home treatment teams, 
and short- and long-term inpatient care); forensic, criminal 
justice-related (e.g. non-forensic services providing psychi-
atric care to individuals involved in criminal justice system 
or as part of a criminal sentence); substance misuse; child 
and adolescent mental health services (CAMHS); and parent 
or whole family (e.g. CAMHS family services, parenting 
assessment or support, and parent–child interaction ser-
vices). Service groups were not mutually exclusive as some 
services fit into two or more groups.

Date of death

We used the ‘date of death’ field in CRIS to identify deaths 
within the observation window and to derive age at death 
[28].
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Statistical analysis

We described study measures using frequencies and percent-
ages or medians with 25th and 75th percentiles, stratified by 
group (study cohort or matched controls). To account for age 
differences between groups, we age-standardised percent-
ages for the matched controls, with the study cohort as the 
reference population (age categories: 0–17 years old, 18–24, 
25–29, 30–34, 35–39, 40–44, 45–49, 50 +).

Mortality and immortal time bias

To compare mortality between the two groups, we had to 
first account for immortal time bias among women involved 
in care proceedings. Women in the care proceedings cohort 
whose index care proceedings began after their first SLaM 
contact had to be alive at least until their index proceed-
ings began, whereas there was no such restriction among 
the matched controls. If we had not accounted for this bias, 
the difference in mortality over follow-up between study 
cohort and the matched controls may have been underes-
timated. To correct for this bias, we used Cox proportional 
hazards models with death over follow-up (died = 1, alive/
censored = 0) as our model outcome and involvement in care 
proceedings (yes = 1, no = 0) and age at first SLaM contact 
(years) as model covariates, with involvement in care pro-
ceedings included as a time-varying covariate. This meant 
that, for women whose index proceedings began after their 
first SLaM contact, we split their follow-up time in two at 
the start date of index proceedings. The time before they 
entered care proceedings was coded as 0 to reflect that they 
were unexposed during this period (e.g. immortal person-
time) and the time from the start of their index proceedings 

to the end of follow-up was coded as 1 (reflecting the period 
after onset of care proceedings). Three of the matched con-
trols (0.5% of matched controls that died and 0.02% of all 
matched controls) were excluded from modelling as their 
date of death occurred before their first SLaM contact. We 
visually assessed the proportional hazards assumption using 
Schoenfeld residual plots and also tested the correlation 
between the Schoenfeld residuals and survival time using 
the cox.zph function in the R survival package [37]. We fit-
ted alternative models allowing the independent association 
between age at first SLaM contact and death to be non-linear 
using quadratic and, later, natural spline functions (Supple-
mentary Figs. S3 and S4). We checked for influential obser-
vations using dfbeta value plots and found no evidence of 
outliers (Supplementary Fig. S5). As a sensitivity analysis, 
we report findings from the model without accounting for 
immortal time bias (Supplementary Table S2).

Using our model, we calculated expected mortality rates 
at 5 and 10 years from first SLaM contact for the study 
cohort and the matched controls via the Aalen–Johansen 
method. For these predictions, we held age constant at the 
25%, 50% and 75% quantiles of age at first SLaM contact 
among the study cohort. We derived asymptotic 95% confi-
dence intervals for these rates using the log–log transforma-
tion. We used the survival package in R [37].

Ethical approval and patient and public 
engagement

This study forms part of a wider project linking routinely 
collected pseudonymised data on care proceedings and 
health without individual patient consent [38]. We received 
approval from an NHS Research Ethics Committee (ref: 18/

Table 1  ICD-10 codes used to identify mental health and behavioural disorder diagnoses in CRIS records

We defined serious mental illness as severe mood disorders or schizophrenia, schizotypal and delusional disorders
ICD-10 International Statistical Classification of Diseases and Related Health Problems 10th Revision

Diagnosis categories ICD-10 codes

Schizophrenia, schizotypal and delusional disorders F20-29
Severe mood disorders (i.e. bipolar affective disorder, severe or moderate depressive disorders, puerperal psychosis and 

postnatal depression)
F30-31, F32.1-32.3, 

F33.1-33.3, F34.0-
34.1, F53.0-53.1

Anxiety, somatoform and stress-related disorders F40-48
Other depressive disorders F32.0, F32.8-32.9, 

F33.0, F33.4-33.9, 
F34.8-34.9, F38-39

Drug and alcohol-related disorders F10-19 (excluding F17)
Personality disorders F60-63
Other psychiatric disorders (including eating disorders, other perinatal psychiatric disorders and ‘Unspecified mental 

illness’)
F50-3, F53.8-53.9, F99

Disorders of psychological development and behavioural and emotional disorders with onset usually occurring in 
childhood or adolescence

F80-F89, F90-F98



Social Psychiatry and Psychiatric Epidemiology 

1 3

SC/0363), the NHS Confidentiality Advisory Group (ref: 18/
CAG/0112), the CRIS Oversight Committee (ref: 19-050), 
and the Cafcass Research Governance Committee. We car-
ried out several public engagement activities to gain feed-
back on the acceptability of linking these data for research, 
as described previously [2].

Results

Most study cohort women (n = 1686, 78.9%) were known 
to SLaM before their index set of care proceedings began 
(median time from first SLaM contact to index proceedings: 
2.3 years; 25% quantile: 5.5 years, 75% quantile: 53 days).

Matching variables

There was exact balance among the matching variables 
(Supplementary Table S3). Most study cohort women 
(n = 1948, 91.2%) were referred to, or accessed, SLaM 
secondary or tertiary mental health services within the 
observation window, half accessed specialist mental 
health services and IAPT services (n = 922, 43.1%), and 
few accessed IAPT services alone (n = 189, 8.8%). The 
median length of follow-up from first SLaM contact was 
10.6 years (Table 2).

Table 2  Severity and intensity of SLaM service use over follow-up among the study cohort (n = 2137) and the matched controls (n = 17,096)

Medians are calculated from the subset of women who have ever had the qualifying event
IAPT improving access to psychological therapies; SLaM South London and Maudsley
a Age-standardised rates are presented in brackets ‘()’ for the matched controls, with the study cohort as the reference population
b Sections 35–37, 41, 46–48 of the Mental Health Act 1983

Characteristics of service use over the observation window (1 January 2005 to 31 
March 2020)

Frequency (%)a or Median [25%, 75% quantile] among 
women using SLaM services

Study cohort (n = 2137) Matched controls (n = 17,096)

Follow-up time
 Time from first SLaM contact to 31st March 2020 or death 10.63 [7.01, 13.19] 10.59 [6.99, 13.16]

IAPT
 Any accepted referrals 1012 (47.4) 9210 (55.2)
 Median number of accepted referrals per woman 2.00 [1.00, 3.00] 2.00 [1.00, 3.00]
 Any rejected referrals 301 (14.1) 1612 ( 9.6)
 Ever discharged from an active referral due to failure to engage (among those ever 

accepted to IAPT)
767 (75.8) 5691 (61.8)

 Any IAPT attendance 748 (35.0) 7598 (45.4)
 Median proportion of planned IAPT attendances that were missed or cancelled (per 

woman)
0.33 [0.00, 0.50] 0.22 [0.00, 0.42]

Secondary or tertiary mental health services
 Any accepted referrals 1817 (85.0) 14,287 (83.7)
 Median number of accepted referrals per woman 3.00 [1.00, 5.00] 2.00 [1.00, 3.00]
 Any rejected referrals 726 (34.0) 4130 (24.5)
 Ever discharged from an active referral due to failure to engage (among those ever 

accepted to secondary/tertiary services)
712 (39.2) 2874 (20.1)

 Any outpatient attendances 1847 (86.4) 14,882 (86.7)
 Median proportion of planned outpatient attendances that were missed or cancelled 

(per woman)
0.17 [0.09, 0.28] 0.11 [0.00, 0.25]

 Any SLaM inpatient admissions 582 (27.2) 2373 (13.4)
 Median number of admissions per woman 2.00 [1.00, 4.00] 1.00 [1.00, 3.00]
 Median average length of inpatient stay (days) per woman 27.00 [11.30, 52.30] 23.00 [8.00, 52.00]
 Ever sectioned under the Mental Health Act 1983 404 (18.9) 1287 (7.2)
 Section 135 or 136 (i.e. police) 226 (10.6) 530 (3.1)
 Section 2 or 3 (i.e. assessment or treatment) 331 (15.5) 1081 (6.0)
 Sections related to criminal  justiceb 15 (0.7) 34 (0.2)
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How women involved in care proceedings differ 
from other women accessing SLaM services

Age and ethnicity

All women had their date of birth recorded in CRIS. Study 
cohort women were typically younger at their first SLaM 
contact (median age: 28.2 years), compared to matched 
controls (30.7 years). Half of women were from a White 
ethnic background (study cohort: 48.9%; matched controls: 
52.7%). More study cohort women were from Black (32.8% 
vs 22.1%) or mixed (7.0% vs 4.8%) ethnic backgrounds, 
and fewer had from Asian ethnic backgrounds (2.1% vs 
2.7%), with unknown ethnicity (2.6% vs 7.2%) or Other 
ethnic backgrounds category (6.7% vs 10.6%), compared to 
matched controls. Age and ethnicity are further described in 
Supplementary Table S4.

Severity and intensity of mental health service use

Half of women had an accepted IAPT referral, though more 
study cohort women had a rejected IAPT referral (Table 2). 
Compared to matched controls, fewer study cohort women 
had an IAPT attendance. Among women with a planned 
IAPT attendance, the study cohort typically missed a greater 
proportion of planned attendances, compared to the matched 
controls. Most women with an accepted IAPT referral were 
discharged due to failure to engage, though this was more 
prevalent among the study cohort.

Over 80% of women had an accepted referral to second-
ary or tertiary SLaM services. Again, more study cohort 
women had a rejected referral. Over 85% of women had 
an outpatient attendance, though the study cohort typically 
missed a greater proportion of planned attendances com-
pared to the matched controls. Twice as many study cohort 
women with an accepted referral were discharged due to 
failure to engage, compared to matched controls.

Compared to matched controls, study cohort women were 
twice as likely to have a SLaM inpatient admission, and of 
those admitted, were more likely to have a greater number 
of admissions and longer inpatient stays. Almost one-fifth of 
study cohort women were sectioned under the Mental Health 
Act 1983 and three times as many were sectioned by police 
compared to matched controls.

Mental health and behavioural diagnoses

Most study cohort women (n = 1747, 81.8%) and the 
matched controls (13,180, 76.8%) had at least one mental 
health or behavioural diagnosis among the Table 1 cat-
egories. More study cohort women (n = 1096, 51.3%) than 
matched controls (n = 6599, 38.5%) had diagnoses in two or 
more categories.

Prevalence of anxiety, stress and somatoform disorders, 
severe mood disorders, and other depressive disorders was 
similar between study groups (Fig. 1). Compared to matched 
controls, twice as many study cohort women had diagno-
ses of schizophrenia, schizotypal and delusional disorders 
or personality disorders. We presented ‘unspecified mental 
health disorder’ separately from the ‘other mental health dis-
orders’ category due to its high prevalence. Among women 
with an ‘unspecified mental health disorder’ diagnosis, most 
had diagnoses in other Table 1 categories (study cohort: 
n = 708, 80.4%; matched controls: n = 3594, 74.0%).

Alcohol or drug-related diagnoses were more prevalent 
among the study cohort, compared to matched controls. 
Differences between the two groups were greater for drug-
related diagnosis than for alcohol-related diagnosis (Sup-
plementary Table S5). Slightly more study cohort women 
(n = 705, 33.0%) had a serious mental illness compared to 
matched controls (n = 5124, 28.9%). Among study cohort 
women, most diagnoses were recorded before their index set 
of care proceedings (Supplementary Fig. S6).

Substance misuse and learning disabilities

A third of study cohort women had a record of substance 
misuse, twice as many as in the matched controls (Fig. 1). A 
fifth of study cohort women had both a record of substance 
misuse and a non- drug- or alcohol-related psychiatric diag-
nosis, three times as many as in the matched controls. Few 
women had a learning disability.

Further investigation into multiple diagnoses found that 
one in ten study cohort women had a serious mental illness 
diagnosis, substance misuse, and at least one other mental 
health disorder diagnosis, over their life course (Supplemen-
tary Fig. S7).

Specialist mental health service use

Half of study cohort women accessed acute psychiatric 
services compared with under a third of the matched con-
trols (Fig. 1). Study cohort women were more likely to have 
accessed SLaM psychosis, forensic, or substance misuse ser-
vices, and four times as likely to have accessed SLaM crimi-
nal justice-related services, compared to matched controls. 
One-third of study cohort women accessed SLaM perinatal 
services. Few study cohort women (n = 95, 4.4%) accessed 
the SLaM mother-baby unit.

Mortality up to 31 March 2020

Seventy-seven study cohort women (3.6%) and 587 matched 
controls (2.6%, age-standardised) died within the observa-
tion window. Among study cohort women, 75% of women 
who died were under 48 years old. After performing model 
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Fig. 1  Prevalence (%) of mental health and behavioural diagnoses, other diagnoses, and specialist mental health service use among the care pro-
ceedings cohort (n = 2137) and the matched controls (n = 17,096). Age-standardised percentages are given for the matched controls.]
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checks, the final model included age as a linear effect on 
death. Accounting for immortal time bias and adjusting 
for age at first SLaM contact, study cohort women had a 
2.15 (95% CI 1.68–2.74) times greater hazard of dying than 
the matched controls (Supplementary Table S2). From our 
model, study cohort women and aged 28 years old at their 
first SLaM contact had an expected 5-year mortality rate 
of 1.29% (95% CI 0.99–1.66%), compared to 0.60% (95% 
CI 0.51–0.71%) for women in the matched controls aged 
28 years old (Fig. 2); the expected 10-year mortality rate was 
3.12% (95% CI 2.47–3.94%), compared to 1.46% (95% CI 
1.27–1.68%) among the matched controls. Further estimated 
mortality rates are included in Supplementary Table S6.

Discussion

Summary of main findings

In this study, we described mental health service use among 
women involved in care proceedings in the SLaM catchment 
area. Of the 66.2% of women with a SLaM patient record, 
most were known to SLaM prior to proceedings commenc-
ing, indicating high prevalence of pre-existing or concur-
rent mental health need. Overall, 54.2% of the 3226 women 
involved in care proceedings in the SLaM catchment area 
between 2007 and 2019 had a formal mental health diagno-
sis recorded by SLaM.

Women in the study cohort had higher rates of inpatient 
admissions, contacts with acute, psychosis, and criminal jus-
tice-related psychiatric services and being sectioned under 
the Mental Health Act 1983 compared to a matched control 
group. They also demonstrated a higher burden of serious 
and complex mental illness, with twice as many women 
diagnosed with schizophrenia spectrum disorders, personal-
ity disorders, and substance misuse compared to the matched 

controls. After adjusting for age, study cohort women had 
higher mortality rates than the matched control group.

Findings in context

Our findings complement a small, but growing body of 
research identifying high maternal mental health need 
among women involved in care proceedings using routinely 
collected records [1, 3, 23, 39]. We found higher preva-
lence of mental health need among women involved in care 
proceedings than previously reported in Wales [22]. How-
ever, this may be explained by our inclusion of all mothers 
involved in care proceedings, with Griffith’s et al. describing 
mothers of infants ‘born into care’. We also used linkage to 
SLaM record to identify mental health need, rather than rely-
ing on clinical diagnoses made during hospitalisation or GP 
contact, and were able to follow women for over 12 years. 
In Wales, 40% of women with an infant in care proceedings 
had a depression diagnosis recorded in the 2 years before 
birth [23]. In this study, we split mood disorders into ‘severe 
mood disorders’ and ‘other depressive disorders’ making 
comparison difficult. Rates of serious mental illness in the 
Welsh study (defined as schizophrenia spectrum disorders 
and bipolar affective disorders) were low (4%). However, 
403 women (12% of 3226) in our care proceedings cohort 
had a diagnosis of schizophrenia spectrum disorder at some 
stage. This suggests prevalence of serious mental illness 
among women involved in care proceedings is higher in 
South London than in Wales. We also found higher rates 
of anxiety in South London (627 out of 3226; 19% vs 11% 
in Wales), which may partly be explained by the impact of 
proceedings on women’s mental health as we captured diag-
noses recorded before, during and after proceedings [23, 
40]. Finally, we found that women involved in proceedings 
had higher mortality rates compared with matched controls, 
adjusting for age. Qualitative evidence about the experiences 
of women in England following care proceedings describes 
the ‘collateral consequences’ of having children placed into 
care on mothers’ material and social support [40, 41]. For 
example, women living in social housing or in receipt of 
benefits may become ineligible for some welfare payments 
or become subject to the bedroom tax or even be moved 
to a smaller council-owned home. [41] Women also often 
report experiences of social stigmatisation and judgement 
from friends, family and communities, which compound 
their own feelings of failure and of loss of their identity as a 
parent [40]. Women who experience mental health problems 
and substance misuse problems, are likely to find it difficult 
to cope with these cumulative stressors. In this study, we 
did not attempt adjustment for other risk factors for prema-
ture death as we were limited to answering how mortality 
rates differed between our study cohort and matched controls 
rather than why they differed. Previous research into deaths 

Fig. 2  Estimated cumulative incidence of dying among women, who 
were aged 28 years old at their first SLaM contact in both the women 
in care proceedings cohort (n = 2137) and the matched controls 
(n = 17,096). SLaM South London and Maudsley.]
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among women whose children entered care in Manitoba, 
Canada and Sweden found that the association between 
entry into care and death remains after adjusting for other 
mortality risk factors [17, 42, 43]. These studies also used 
several control group methods including biological sisters 
and women whose children died. Future linkages in England 
with other health datasets, including Hospital Episodes Sta-
tistics (HES), will be essential to understanding the life-long 
health needs of women involved in care proceedings.

Strengths and limitations

We have addressed gaps in the evidence base to provide 
comprehensive description of mental health service use 
among women involved in care proceedings in England. 
Though the SLaM population may vary in terms of popula-
tion demographics and service availability from other parts 
of the UK—potentially affecting the generalisability of these 
findings—we found similarly high rates of mental health 
need among women involved in proceedings as were found 
in Wales [22]. Another key strength of this study is the use 
of linked administrative data between public family law and 
mental health records [2]. Analysis of routinely collected 
data offers unique insight into individual-level health ser-
vice patterns for vulnerable mothers and mitigates common 
challenges with longitudinal research, such as selection bias, 
self-reporting bias and attrition [5, 28]. However, as data in 
Cafcass and CRIS are primarily collected for administrative 
purposes and not research, this study is limited by the scope 
and quality of available data.

First, it is unclear whether having no diagnosis in CRIS 
represents no mental health service need, lack of contact 
with services, or poor recording. It is also possible that clini-
cians are more reluctant to diagnose patients with complex 
or stigmatising conditions, such as personality disorders 
[44]. Similarly, we were unable to identify missingness 
among service use measures.

Second, this study is limited in understanding barriers to 
SLaM clinical care, such as reasons for rejected referrals and 
patient disengagement. For example, we could not calculate 
individual waiting times between referral, assessment, and 
treatment in these data.

Third, data on wider health services, including GPs and 
non-SLaM hospitals, were not available to us. For example, 
women with mental health problems that were adequately 
treated by GPs would not be represented in this study. Fur-
thermore, changes in substance misuse service provision 
to non-SLaM providers within the SLaM catchment area 
over the observation window mean that the prevalence of 
substance misuse is likely underestimated. Mental health 
records do not routinely capture physical health issues, or 
characteristics that impact on health, including domestic vio-
lence, and are limited in their ability to investigate mortality, 

with no cause of death available. We also have no informa-
tion about migration out of the SLaM catchment area which 
could lead to an underestimation of diagnoses and SLaM 
activity in either group.

Fourth, we were unable to match controls on maternal 
status. Hospital maternity indicators would allow further 
investigation into differences in characteristics of SLaM 
service use, diagnoses, and mortality, which may be partly 
explained by motherhood. Nevertheless, recent research 
from Wales, where researchers were able to construct a 
matched control group of mothers for women in care pro-
ceedings with infants, found similar evidence of higher rates 
of mental health disorders and substance misuse before birth 
among women in care proceedings [22].

Finally, women’s index set of care proceedings may not 
have been their first set of care proceedings as we only had 
data on proceedings between April 2007 and March 2019. 
Similarly, the CRIS data are only complete from January 
2007; therefore, where women had SLaM service use before 
2007, this may not have been captured. However, 78.9% of 
women whose index set of proceedings began between April 
2008 and March 2019 had a prior SLaM contact.

Implications of the findings

Our findings support recent work from Wales in making the 
case for integrating adult mental health services within chil-
dren’s social care and family court practice. In both settings, 
large numbers of women with children in care proceedings 
demonstrated pre-existing mental health or substance mis-
use needs that are wide ranging and often complex [22, 23]. 
Timely access to mental health services for women at risk of 
care proceedings would likely improve outcomes for women 
and their families, therefore, more effort should be made 
to accelerate access for parents, particularly those in care 
proceedings. Previous research highlights the often multi-
ple barriers women face in accessing mental health services 
during child protection procedures, such as care proceedings 
[45]. For example, specialist perinatal services can be small 
and oversubscribed [46], and often ineligible to women 
whose children are in out-of-home care. Understanding and 
addressing these barriers to support more women to have 
meaningful engagement with mental health services should 
be a key priority for policy-makers and commissioners, 
especially around pregnancy and childbirth [2].

We show that services targeted to women involved in care 
proceedings must be equipped to respond to complex and 
acute mental health need, as well as common mental health 
disorders and substance misuse. In recognising multiple 
needs, services must be multi-disciplinary or have strong 
referral pathways across health, social care, and voluntary 
organisations. For example, current commissioning of sub-
stance misuse services in South London from non-SLAM 
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providers has contributed to poorly integrated care models 
within SLaM, and more can be done to optimise collabora-
tion between services [47].
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