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Abstract

The infants of women with histories of problematic alcohol and other drug use are
among the most vulnerable children known to statutory child protection services,
which they enter at a younger age, and in which they remain longer. The net results
include overwhelmed child protection systems and the birth of subsequent children
conceived to ease women's grief at the loss their infants. Without adequate and
appropriate support to the mother and her family, the pattern repeats. Obstetric ser-
vices have an important role to play in the assessment of risk and protective factors
in the perinatal period and in determining pathways to service provision. A compre-
hensive assessment considers the availability and quality of informal support prior to
activation of formal systems of support, both statutory, where engagement is man-
dated, and non-statutory, where support is offered on a voluntary basis. This paper
uses quantitative methods to explore the social networks of women with problematic
substance use in the transition to motherhood and the relationship between formal
and informal support systems and infant outcomes. Surveys were held with two
counsellors from the Women's Alcohol and Drug Service (WADS), a specialist obstet-
ric clinic in Melbourne, Australia, and with 18 child protection workers. In addition,
the Norbeck Social Support Questionnaire (Norbeck, 1984; Norbeck et al., 1983) was
administered with 20 participating mothers to measure levels of formal and informal
support, as well as the type and quality of support available to mothers over a
12-month period, and to consider the provision of social support against known out-
comes for infants. The findings demonstrate that WADS counsellors made several
referrals for most women but that there was little in the way of long-term follow-up
by non-statutory service providers, with most women experiencing a dramatic drop
in support over the 12-month period. Women whose main informal support was
from a domestically violent partner, and those who had been in out-of-home care in
their own childhood, were particularly vulnerable to losing the care of their infant.
The role of child protection varied markedly across the 12-month period, particularly
in relation to the extent that a relationship between formal and informal systems of

support for mothers and their infants could be established. Overall, the study findings
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1 | INTRODUCTION
Women with problematic alcohol and other drug (AOD) use and their
infants are considered a high-risk population (Madora et al., 2022).
Infants who have been exposed to maternal substance use during
pregnancy are among the most vulnerable children known to statu-
tory child protection (CP) services, which they enter at a younger age,
and in which they remain longer (Prindle et al., 2018). Australia, along
with many other jurisdictions, has introduced prenatal reporting with
the aim of preventing unnecessary removal of infants from maternal
care through early intervention; yet, research demonstrates that many
women provided with early support nevertheless lose the care of their
infant, particularly when domestic and family violence (DFV) and
problematic AOD use are present (Taplin, 2017; Tsantefski
et al., 2014). This contributes to overwhelmed CP systems and the
birth of subsequent children conceived to ease women's grief at the
loss their infants. Without adequate and appropriate support to the
mother and her family, the pattern repeats, drawing more children
into statutory CP investigatory procedures and potentially into out-
of-home care, as seen across international jurisdictions (Broadhurst &
Mason, 2017; Broadhurst & Mason, 2020; Grant et al., 2014).

Removal of infants can have dire consequences for their mothers
(Boddy et al., 2020). Mental health diagnoses and treatments are sig-
nificantly higher among women whose children have been taken into
care compared with those whose child has died (Wall-Wieler
et al., 2018). Custody loss also results in other poor psychosocial out-
comes for women including financial and housing strain and social iso-
lation (Mason et al., 2019). While outcomes for mothers can be poor,
the negative consequences of custody loss need to be balanced with
concern for the infant (Mason et al., 2019; Tsantefski et al., 2015).
Infants born to women with problematic AOD use during pregnancy
are at increased risk of health complications including premature birth,
low birthweight, being small for gestational age, low Apgar scores at
birth and admission to neonatal intensive care. Infant health outcomes
are further compromised by maternal substance use and mental
health issues, socio-economic conditions (Oni et al., 2019) and expo-
sure to DFV prior to and after birth (Moore et al, 2017; West
et al., 2021). Infant mortality is higher compared with non-exposed
infants (Oni et al., 2019). Additionally, the children of mothers with
problematic substance use are overrepresented among the deaths of
children known to CP services (Frederico et al., 2014).

Intervention in the first 1000 days of life, the period from con-
ception to 2 years of age, can help to address the social determinants

of infant health and promote attachment (Moore et al., 2017).

demonstrate that mothers experienced diminishing formal and informal support over
time and that the quality of social support available to the mother was more impor-

tant in terms of outcomes for women and their infants than the quantity.

child protection, maternal substance use, risk assessment, social support

Assessment of maternal and infant needs and activation of referral
pathways are essential in promoting infant well-being and assisting
women to retain infants safely in their care. However, early interven-
tion services are embedded in fragmented social service systems that
are complex to navigate (dondolopartners, 2022). Using a rapid evi-
dence assessment, Canfield et al. (2017) identified a range of maternal
and psychosocial risk factors that increase the risk of infant removal
by CP from women who use substances. The most frequently
reported risk was socio-economic adversity. Other maternal factors
included low educational attainment; unemployment; unplanned preg-
nancies; greater numbers of prior births; unstable housing; homeless-
ness; involvement with the criminal justice system; prostitution; poly-
drug use; younger maternal age; and a history of loss of children. Risk
was also noted among women who experienced early childhood
adversity, DFV and comorbid mental health issues and among those
who report low levels of social support and social isolation.

As Canfield et al. (2017) point out, low socio-economic status is
likely to lead to parenting stress and increase the risk of child mal-
treatment. Socio-economic difficulties are amenable to intervention
through the provision of practical supports to the mother, such as
housing support. Home visiting services also have the potential to
improve outcomes for women and children (Canfield et al., 2017;
West et al., 2021). However, the criminalization of illicit substance
use, a risk-averse service system and the stigma associated with AOD
use in pregnancy form barriers to treatment and other service use
among pregnant women and women caring for infants (Sanchez-
Sauco et al., 2019).

During the perinatal period, many women with problematic sub-
stance use become visible to service providers, making it an oppor-
tune time to provide them with the support they need to safely care
for their infants. Before this can happen, a comprehensive assessment
of what changes families need to make, how services can best support
that change and how parents can be better engaged in services needs
to occur. The level of seriousness and/or intensity of presenting issues
identified in this assessment determines whether a CP/investigative
response, or a family support response that emphasizes assessment of
a family's needs, family engagement and service linkage, is the more
appropriate (Fluke et al., 2019; Mason et al., 2019). For many women
with problematic substance use in pregnancy, this assessment is made
by obstetric providers.

As the above studies indicate, problematic AOD use is embedded
within a sociocultural context where micro and macro factors combine
to influence outcomes for individual women and their infants

(Sanchez-Sauco et al., 2019). Women's recovery is influenced by both
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formal and informal support (Barringer et al., 2017). Formal support is
provided by services, whereas informal support comes from family,
friends, neighbours or other members of the personal social network.
Social support is a multifaceted concept that is difficult to define as
concepts vary and definitions are inconsistent. While there are differ-
ences in how social support is defined and measured (Hochstatter
et al., 2022; Hupcey, 1998), most definitions include informational
support (advice, suggestions and information), emotional support
(expressions of empathy, love, trust and care), instrumental support
(tangible aid and service) and appraisal support (being listened to)
(Campbell et al., 2011 cited in Hochstatter et al., 2022).

Informal social support mediates risk factors. Supportive social
networks increase engagement with health services among people
with problematic AOD use (Hochstatter et al., 2022), facilitate recov-
ery from substance abuse and reduce child maltreatment among
mothers involved with CP through the provision of emotional support
and tangible resources (Urgelles et al., 2017). Mothers with higher
levels of support from significant others have lower rates of substance
use and child neglect following treatment (Urgelles et al., 2017). Infor-
mal support provided by family, friends and peers, reduces drug use
and risky sexual behaviours, and increases health service utilization
among women involved with corrections services (Hochstatter
etal, 2022).

The complexities inherent in the care of the mother/infant dyad
during pregnancy require multiple social and healthcare services for
mothers, their unborn babies and infants (Nichols et al., 2023; Prindle
et al., 2018). This is challenging for child welfare, obstetric, paediatric
and substance use treatment providers due in large part to fragmenta-
tion within health care systems (Madora et al., 2022). While services
often form partnerships involving CP, AOD treatment, mental health
and family support, primary health, obstetric care and legal services
are less likely to be included in the service constellation (Urbanoski
et al., 2018). This is a serious problem as families within these services
might require a statutory response but not be brought to the atten-
tion of CP. Alternatively, CP can become over-involved in cases in
which they may not be required, as has been noted in relation to DFV
(Alaggia et al., 2015). There is also evidence to suggest that family
support programmes do not always effectively reduce risks to women
with problematic AOD wuse, their infants and children (West
et al., 2021).

Understanding how best to intervene requires knowledge of
what aspects of formal and informal support are beneficial, or det-
rimental, in enabling women to safely care for their infants. As
both formal and informal supports are key to women's recovery
(Barringer et al., 2017), there is a pressing need for studies looking
at how support is provided within and across complex systems of
care (Nichols et al., 2023) and how the quality of social support
can be meaningfully included in CP intervention (Urgelles
et al,, 2017). There is limited literature on pre-birth assessment
(Mason et al., 2019). There is also minimal research on the role of
formal and informal support for mothers with problematic AOD
use retaining or losing the care of their infants (Canfield
et al, 2017).

3

BT Wi LEY-—
This paper reports the quantitative findings from a study under-
taken at the Women's Alcohol and Drug Service (WADS), an obstetric
clinic located at The Royal Women's Hospital in the state of Victoria,
Australia. Approximately 75 women attend WADS each year. In the
absence of other concerns, Victorian legislation does not mandate
reporting of infants exposed to substances in utero. However, there is
a policy directing services to notify women who have had previous
children removed from their care or who were themselves removed
from parental care as children. WADS is therefore able to use discre-
tionary powers to activate the service system through referral to
community-based agencies, notification to CP or a combination of the
two. Approximately half of the women accessing WADS are notified
to CP in the pre or postnatal period on a case-by-case basis. The over-

all aims of the study were to:

1. Consider professional decision-making and the activation of
referral pathways to either the statutory CP service and/or to
community-based agencies (e.g. family services, mental health
and AOD treatment) by specialist AOD obstetric counsellors;
and

2. Examine the provision of formal and informal support in
relation to the safe retention of the infant in the mother's
care from the perinatal period to the end of the infant's first
year.

2 | METHODS

The study utilized quantitative methodology and a prospective study
design (Creswell, 2014) to answer the overarching research question:
‘What support do women accessing WADS receive from the formal
and informal network in the first year of their infants' lives?” Data
were collected across three study phases: at infant age 6 weeks,

6 months and 1 year. There were two units of analysis:

1. Communication and collaboration between WADS and CP;
and

2. Individual women accessing WADS.

For the purpose of the study, service provider perceptions focused on
assessment and referral pathways as an indicator of the need for sup-
port. While the study examined service providers' and mothers' per-
spectives, only maternal perceptions of support were measured.
Provider perceptions are reported in the form of number and
reason(s) for referrals on behalf of each mother/infant dyad. Data col-

lection methods included:

e Clinical data-mining (Epstein, 2014) of the WADS database
for demographic details on participating mothers and their
infants;

e Surveys with WADS counsellors to ascertain assessment of
risk in the perinatal period and corresponding referral path-

ways for each mother/infant dyad;
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e Surveys with CP workers to establish referrals for each family
known to the service and for data on infant outcomes; and

e Administration of the Norbeck Social Support Questionnaire
(NSSQ) (Norbeck, 1984; Norbeck et al., 1983) with mothers.

21 | Measures

2.1.1 | Clinical data mining

Clinical data mining (Epstein, 2014) is the accessing of data collected
for reasons other than research, that is, clinical purposes. Clinical data
retrieved from the WADS database provided demographic details and
descriptive variables for all participating women including case man-
agement details; pregnancy issues; medical issues; AOD history; cur-
rent attitudes towards substance use; social support; DFV; previous
children; housing; emotional well-being; mental health; suicide risk
assessment; legal status; individual treatment plan; partner's sub-
stance use and legal history; and partner's children, including CP
involvement.

2.1.2 | Surveys with WADS and CP staff

Face-to-face surveys were administered with WADS staff on-site dur-
ing study phase 1 when each infant was approximately 6 weeks old,
as this is typically the end of the service's engagement with women in
relation to psychosocial issues. While a 6-month follow-up is sched-
uled for each infant, this is a medical check-up. Surveys with CP were
completed by telephone with one exception where the participant
requested a face-to-face office-based meeting. Surveys with CP were
undertaken across each phase of the study (infant age 6 weeks,
6 months and 12 months). Surveys with staff from WADS and CP
were based on open-ended questions, which allowed respondents to
outline decision-making and resultant referral pathways for each par-
ticipating mother (Babbie, 2013, p. 119).

2.1.3 | TheNSSQ

The NSSQ (Norbeck, 1984; Norbeck et al., 1983) provided a quantita-
tive measure of perceptions of social support at each phase of the
study for each participating mother and for the women as a cohort.
The NSSQ is a nine-item self-report measure designed to gauge multi-
ple components of social support including functional properties
(emotional and tangible support), network properties (stability of rela-
tionships and frequency of contact) and losses of supportive relation-
ships. Network members are listed and rated according to perceived
supportiveness on a 5-point rating scale (O = not at all to 4 = very sup-
portive). Total functional support can be separated into emotional and
tangible support scores. The composition of the network is grouped
into categories by definition of relationship to the respondent. The

instrument can be used to distinguish spouses or partners, family/

relatives, friends, work or school associates, neighbours, healthcare
providers, counsellors or therapists, ministers/priests or rabbis or
others (e.g. God, pets). The NSSQ measures multiple dimensions of
social support: structural properties of the network (total number of
supporters per woman) and ‘total functional support’, which com-
prises emotional and tangible/practical support. Loss of support is also
measured. It is possible to discern the informal network (friendship,
family, neighbours) from the formal (service providers). The NSSQ dis-
criminates between quantity and quality of support. Higher numbers
of network numbers who are less supportive equal smaller numbers
of more supportive individuals. The instrument can be used to calcu-
late person totals and individual contacts for each source category, for
example, family and/or friends vs. formal support services, including
frequency of contact. This function is particularly useful for compara-
tive purposes in longitudinal study designs.

The NSSQ was administered to participating mothers, at each
study phase, at a time and place convenient to the participant, mostly
in women's homes. Meetings with mothers were also held at WADS,
in residential parenting assessment centres, in cafes and, in one case,
a women's correctional facility. Quantitative data were analysed using

IBM SPSS Statistics (Version 26) predictive analytics software.

214 | Participant recruitment

All participating mothers were recruited from WADS and were
informed about the study by WADS counsellors who asked for per-
mission to introduce them to the researcher. The researcher explained
the purpose of the study, the voluntary nature of participation, the
right to withdraw and the limits to confidentiality. The researcher also
asked women for consent to interview their WADS counsellor and,
where applicable, their CP worker/s. Literacy was not assumed; the
researcher read the plain language statement to each woman and reit-

erated the details prior to each interview.

215 | Ethics

The following Human Research Ethics Committees Ethics approved
the study: the Royal Women's Hospital, the University of Melbourne,
the Department of Justice and the Department of Health and Human
Services Victoria. All participants provided informed consent to con-
tribute to the research. Prior to interview, each participating mother's
signed consent form was shown to WADS counsellors, and emailed or
faxed to CP workers, to indicate each woman's consent for release of

information.

3 | RESULTS
Two WADS staff, a social worker and a psychologist providing psy-
chosocial services to pregnant and parenting women, participated in

this study, along with 18 CP staff members whose professional
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backgrounds included social work, psychology, welfare or behavioural
studies. Twenty-two pregnant women agreed to take part in the
research, two of whom were lost to the study prior to the first inter-
view. Among the 20 women who took part in the research, 19 contrib-
uted to phase 1 (a delay in ethics approval from the Department of
Justice meant one woman could not take part in the first interview),
18 in phase 2 and 16 in phase 3. Inclusion of data from CP resulted in
known outcomes for 19 of the 20 infants.

The results of this study are reported in three sections. Firstly,
the WADS database provides demographic data and outlines the psy-
chosocial issues faced by participating mothers during pregnancy and
the perinatal period. This is followed by the results of the surveys with
WADS counsellors and CP workers to outline identified needs and
referral pathways. Finally, the results from the NSSQ demonstrate
informal and formal support to the women as a cohort and the trend

in support over time.

3.1 | WADS database

Data on the WADS database is inconsistently collected and reliant on
women's disclosure to staff; questions therefore arise about the qual-
ity and reliability of data. Clinical data mining nevertheless revealed a
broad range of psychosocial and health issues faced by the women
and their infants. The mean age of the women participating in this
study was 30 years. Fifteen of the women were non-Indigenous
Australian, one woman was Aboriginal, three were European, and one
was Asian. Twelve women were living with a partner, and eight were
single at the commencement of the study. According to file notes,
10 women reported past physical, sexual and emotional abuse, and
eight reported current domestic violence (a further two came to light
during the research process). Poly-drug use during pregnancy, in addi-
tion to pharmacotherapy for opioid dependence or other prescribed
medication, was reported by all but one woman who reported heroin
use exclusively. Half of the women reported their partner's drug use
was a problem for them. Five women had CP involvement in their
own childhoods. Educational attainment was low, and all but one
woman relied on social security payments as their sole source of
income. Housing instability and transience were high. Approximately
half of the women faced legal charges. A third of the women had been
incarcerated, three during the pregnancy with the infant who was the
subject of the present study. It is important to note that all the women
in the study were considered ‘at risk’ as this is a precondition for

WADS accepting women into the service.

3.2 | Surveys with WADS counsellors

Referral patterns were critical in understanding the response by
WADS in the perinatal period. In total, 10 women were referred to CP
(a further two had pre-existing notifications). All notifications were
accepted and led to protective investigation and intervention. The

remaining eight women were referred to community-based services

5
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such as family support, mental health and AOD treatment. The char-
acteristics of the women in relation to referral pathways from WADS
are important in understanding the study focus on the role of risk
assessment in activation of formal support. The most common risk
factor for women notified to CP was continuing maternal substance
use. However, consistent with CP policy, no infant was notified on
the grounds of substance use alone. Rather, a distinct cluster of risk
factors was evident: continuing maternal substance use (n = 10); DFV
(n = 8); unstable accommodation associated DFV (n = 9); and, in com-
pliance with CP policy guidelines, older children out of maternal care
(n = 6), and the mother having been a child client of CP (n=5).
Among the eight women referred to community services, six were
first-time mothers, and two had an older child or children no longer in
their care: Both of these women had histories of DFV. While they
shared many of the vulnerabilities of those referred to CP, the reason
for referral to community-based agencies, without recourse to notifi-
cation to CP, was that both mothers were considered well engaged
with support services. Despite the high number of notifications to CP,
all women left the hospital with their infants; albeit, for three women,
the formal (legal) care of the infant was held by their own or their
partner's mother (the child's grandmother) with whom they were liv-
ing upon discharge from hospital.
In addition to notification to CP, WADS made 96 referrals for
18 women. No referrals were made for two women due to pre-
existing service use. One referral only was made to a service within
the hospital for the mother at the correctional facility. A compara-
tively small number of referrals (n = 11) were for services within the
hospital, which tend to be accessed by women while they are patients
at WADS, for example, psychiatry. Most referrals (n = 85) were to
community agencies or services. In some instances, several referrals
were made to different agencies for the same type of service provi-
sion, for example, housing. Community referrals related to the follow-
ing problems, issues or needs: generalist counselling; monitoring of
infant/maternal mental health and wellbeing; family support; material
aid/financial assistance; housing; DFV; AOD counselling and/or phar-
macotherapy; and general support. In addition, one referral was made
to the patient advocate at the hospital and one for adoption

counselling.

3.3 | Surveys with CP workers

There was almost unanimous agreement among CP staff that timely
referrals and service links resulted from collaboration between WADS
and CP (the only exception was a case still in the initial investigatory
stage). Case conferences or planning meetings were held, Children's
Court action was taken, or planned, and referrals were made to par-
enting assessment and skills development and other services includ-
ing, but not limited to, specialist mental health assessment, family
support and AOD treatment. Involvement with CP varied across the
study phases as some infant cases were closed and others either
remained open or were subsequently opened following notification

by police.
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At the end of the 12-month period, 14 of the 20 women experi-
enced involvement with CP, and 10 cases were active. Across all
phases of the study, CP workers reported referrals made for each
woman, her infant and/or her partner, the presenting concerns and
whether the mother retained the physical and/or legal care of the
infant. In total, CP made eight referrals for AOD counselling, seven to
parenting assessment and skill development services, five to family
support, three to DFV counselling and one to a mental health service.
While CP initiated activity largely focused on mothers, a small number
of referrals to DFV services were made for fathers. It is noteworthy
that none of the men engaged with these services. At the conclusion
of the study, just over half of the 14 women (eight) with CP involve-
ment had lost the legal care of their infant. Three of these mothers
retained daily care by residing with the infant's grandparents. Data
mining of the WADS database indicates that four of the five mothers
who lost both legal and physical care of their infant experienced child
sexual assault and were removed from parental care as adolescents.
Each of these women also had a domestically violent partner. The
next section reports the results from the NSSQ.

3.3.1 | NSsSQ

The NSSQ provides a picture of informal and formal support and the
trend in support over time (Figure 1). Total functional support (emo-
tional plus practical or tangible support) was measured across each
phase of the study.

A number of issues are of note. Total functional support was
maintained between phases 1 and 2, but fell off considerably by phase
3. When the issue of emotional support and tangible (practical) sup-
port was separated out from each other, the pattern remained the
same. That is, both emotional and tangible support were sustained for
the first 6 months of the infants' life (phase 2) and then fell away.

There was a significant difference in perceived total functional
support (total functional support) across phases 1, 2 and 3, x2(2)
= 8.745, p = 0.013. Post hoc analysis with Wilcoxon signed-rank test
was conducted with a Bonferroni correction applied, resulting in a sig-

nificance level set at p <0.017. Median (IQR) perceived total

120
100
80 —&— Total func
Informal
60 Formal
Emotional
4
0 == Tangible
" >~*/4'/\‘
0
phase 1 phase 2 phase 3
FIGURE 1 Functional support and loss.

functional support scores for phase 1, 2 and 3 were 126 (75.50-
141.50), 115 (67.50-137.50) and 82.00 (43.50-102.00), respectively.
There was a significant difference in perceived total functional sup-
port between phases 1 and 3 (Z = —2.480, p = 0.013) and between
phases 2 and 3 (Z = —2.605, p = 0.009), yet the difference between
phases 1 and 2 was non-significant (Z = —.568, p = 0.570).

With perceived emotional support, there was a significant
difference across phases 1, 2 and 3, x%(2) = 9.686, p = 0.008. Post
hoc analysis with Wilcoxon signed-rank test was conducted with a
Bonferroni correction applied. Median (IQR) perceived emotional
support scores for phases 1, 2 and 3 were 86 (49.50-100.00),
76 (46.00-100.00) and 56.00 (26.00-70.50), respectively. There was
a significant difference in perceived emotional support between
phases 1 and 3 (Z = —2.443, p = 0.015) and between phases 2 and
3 (Z = —-2.607, p = 0.009), yet the difference between phases 1 and
2 was non-significant (Z = —.905, p = 0.365).

Looking at perceived tangible support, a significant difference
was observed across Phases 1, 2 and 3, x3(2) = 7.878, p = 0.019. Post
hoc analysis with Wilcoxon signed-rank test was conducted with a
Bonferroni correction applied. Median (IQR) perceived tangible sup-
port scores for phases 1, 2 and 3 were 31 (16.00-39.00), 31 (15.00-
39.25) and 22.50 (9.25-27.75), respectively. There was a significant
difference in perceived tangible support between phases 1 and
3(Z=-2.447, p = 0.014) and between phases 2 and 3 (Z = —2.484,
p = 0.013), yet the difference between phases 1 and 2 was non-
significant (Z = —0.057, p = 0.955).

There was a significant difference in perceived informal support
across phases 1, 2 and 3, x%(2) = 8.982, p = 0.011. Post hoc analysis
with Wilcoxon signed-rank test was conducted with a Bonferroni cor-
rection applied. Median (IQR) perceived informal support scores for
phases 1, 2 and 3 were 92.50 (58.25-124.50), 100.50 (40.00-125.50)
and 56.00 (37.50-91.75), respectively. There was a significant differ-
ence in perceived informal support between phases 1 and
3 (Z = —-2.358, p = 0.018) and between phases 2 and 3 (Z = —2.954,
p = 0.003), yet the difference between phases 1 and 2 was non-
significant (Z = —0.047, p = 0.962).

Interestingly, with formal support, an overall non-significant dif-
ference was observed across phases 1, 2 and 3, x2(2) = 3.931,
p = 0.140.

4 | DISCUSSION

Identifying risk to infants of mothers with problematic AOD use is
complex. There is a critical need to understand the strengths and
weaknesses of the formal and informal network as a core compo-
nent in comprehensive assessment. The aim of the present study

was to:

1. Consider professional decision-making and the activation of
referral pathways to either CP and/or to community-based
agencies (e.g. family support, mental health and AOD treat-
ment) by specialist AOD obstetric counsellors; and
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2. Examine the provision of formal and informal support in
relation to the safe retention of the infant in the mother's
care from the perinatal period to the end of the infant's first

year.

4.1 | Understanding decision-making and the
activation of referral pathways in the perinatal period

Overall, the findings from the present study indicate that assessment
conducted by WADS counsellors in the perinatal period was accurate.
Mother/infant dyads considered at higher risk were referred to the
statutory CP service, while those considered at lower risk were
referred directly to community-based services. CP accepted and acted
upon all referrals, which demonstrates capacity by a community
agency to play a pivotal role in determining pathways to service provi-
sion. While WADS was able to identify which women and infants
needed more intense support, the present study demonstrates that
the post-discharge referral pathway following notification to CP in the
perinatal period largely resulted in assessment of parenting capacity.
Also evident is that, despite confirmation from community-based
agencies that referrals were received, engagement often did not
occur. When it did, engagement with services tended to be superficial
and not well sustained. After 96 referrals by WADS in the perinatal
period, and an additional 24 by CP at different study phases, resulting
in a total of 120 referrals, the support women received from formal
service providers was minimal. The overall pattern of service involve-
ment, beyond assessment of parenting capacity in the perinatal
period, was characterized by some use of housing and crisis support
services to address immediate needs for safety and accommodation,
minimal engagement in AOD treatment, and some engagement with
universal, medically oriented services—the Maternal and Child Health
Service and general practitioners. Referrals to men's behaviour change
programmes for fathers went nowhere—men did not attend. By phase
3, only two healthcare providers, five counsellors or therapists and
two priests were listed among the providers of formal support. These
findings confirm West et al.'s (2021) statement that ‘referrals are
complex and may not in and of themselves result in service receipt’
(p. 639).

The evaporation of support from community sector organiza-
tions was a disturbing finding, which raises questions about the
capacity of community-based agencies to manage risk and the role
of CP in ensuring continued monitoring of engagement and out-
comes for infants and children. Service use was higher among
women known to CP, either through the infant who was the subject
of the study or through prior involvement with an older sibling.
However, relying on notification to CP as a means of ensuring con-
tinuous engagement with services was an individualized and stigma-
tized response that did not result in long-term or meaningful support
for the most at-risk women. Stigma and lack of trust in professionals
is a significant barrier to service use among women with histories of
infant or child removal and among those who were, themselves,

removed from parental care (Boddy et al., 2020; Mason et al., 2019).
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In the present study, reduction in service use was most evident after
removal of the infant, which was much more likely for women who
experienced out-of-home care in their own childhood. Motivation to
address substance use and/or other concerns reduces among
women without infants or children in their care. In addition, mothers
may no longer fit the criteria for service provision, and there can be
lack of support for reunification (Tsantefski et al., 2014). A service
such as PAUSE, a UK programme that supports women who have
lost the care of their child(ren) could assist women overcome the
challenges they face following removal of their infants (Boddy
et al., 2020).

4.2 | The NSSQ: Measuring support in the first
year of the infant's life

The results of the NSSQ identified that most support was provided by
the informal network composed of partners, family members and
friends (Table 1), rather than by professional service providers. Part-
ners were the most frequent support followed by mothers. Of note
was the total absence of support from work associates or neighbours,
which clearly indicates little connection to the wider community. The
NSSQ illustrated that support fell dramatically over the 12-month
period for the women as a cohort. There were minimal differences
reported in the perceived support women received from their mothers
across phases 1 and 2, although this support decreased across phases
2 and 3. The initial maintenance of support between phases 1 and 2 is
likely due to several factors: families rallying around the newborn
infant, women's involvement with a specialist obstetric service offer-
ing higher levels of psychosocial support than mainstream healthcare
and the shorter timeframe in which change was measured. The statu-
tory CP service, listed on the NSSQ among support person category
7, counsellor or therapist, was a pathway to service provision for the
most at-risk mother/infant dyads. However, even with CP exercising
a central coordinating and monitoring role, service use was not sus-

tained by most women.

4.3 | Infant outcomes in relation to social support

While important in illustrating levels of support over time, a ‘total’ of
support, as measured by the NSSQ, does not give an indication of the
quality of that support. Triangulation of data from the WADS data-
base with results from the NSSQ strongly suggests the relationship
between type, quality and quantity of support. By far, the variable
most closely associated with loss of the infant was the mother having
experienced out-of-home care in her own childhood. Four of the five
women who lost daily care of their infant by the conclusion of the
study experienced child sexual assault and were removed from paren-
tal care as adolescents. These women experienced childhood trauma
and are likely to have had fractured attachments. Each of them experi-
enced DFV before and during the study timeframe and included a

domestically violent partner on the NSSQ at one or more phases of
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TABLE 1 Change in the number of supporters available to women over the 12-month period.
Study phase
Support person 1(N=19) 2 (N = 18) 3 (N =16)
1. Spouse/partner 14 12 11
2. Family or relatives 49 45 27
3. Friends 28 30 19
4. Work or school associates 0
5. Neighbours 0
6. Health care providers 10 2
7. Counsellor or therapist 15 12 5
8. Priest 2 2
9. Other 1 0 0

the study. During adversity, women who had been in out-of-home
care did not have sufficient familial or other informal support to buffer
them from circumstances leading to loss of the infant. Current prac-
tice intervention was also insufficient in helping them overcome bar-
riers to effective and safe parenting. By contrast, women who
retained care of their infant were more likely to be first-time mothers.
They tended to have socially dense networks with larger numbers of
enduring, reciprocal informal relationship or to have low levels of
familial support due to distance rather than disturbances among rela-
tions, and by the decision to disassociate from individuals who use
illicit substances. Retention of the infant in the mother's care was
more likely among women who maintained support beyond phase
1 of the study or were able to increase the level of support available
to them between the second and third phases of the study, most
notably by engaging with a family support programme. Women who
retained the care of the infant throughout the study also tended to
not have CP involvement or had their cases closed prior to the study

conclusion.

44 | Improving responses: Bridging formal and
informal sources of support

Measurement of formal and informal support could be a valuable
practice tool in facilitating critical conversations with women (and
their partners) about the quality of support available to them. Ques-
tions to consider could include the following: Is the network naturally
occurring; is support mutual; is support occurring within a context of
abuse; does it promote positive parenting; and does it meet the self-
identified needs of the mother? While the answers to such questions
could be instrumental in determining which families receive a statu-
tory intervention, and which would be better served through
community-based agencies, care needs to be taken to ensure that
already disadvantaged women are not further victimized by services
and systems that aim to support them. An effective response requires
involvement of the extended family (where safe) but also collabora-

tion between professional groups and between services and families;

this is a practice development social work needs to engage with. The
study findings strongly suggest that the presence of a supportive
mother is highly influential in continued maternal (or familial) care;
alternative support therefore needs to be identified for vulnerable
women unable to draw upon their own mothers and extended
families.

It would be reasonable to target scarce resources to those most
in need. Ideally, this would include addressing the socio-economic
stressors that exacerbate substance use and mental health problems
among women with problematic substance use (Canfield et al., 2017).
Early detection facilitates referral pathways to healthcare and other
services (Sanchez-Sauco et al., 2019); however, as the present study
illustrates, engagement is unlikely to endure. Once the most vulnera-
ble women are referred to statutory authorities in the perinatal
period, their risk profile is raised, and their trajectory is more likely to
be one of losing the care of their infant. This is particularly the case
for women who have had previous children removed as the birth of
the new infant is likely to raise professional anxiety and lead to reli-
ance on previous assessment and notification to statutory services
(Broadhurst & Mason, 2017). The question becomes how to support
women so that professional intervention results in a web of safety
rather than a loose thread that unravels and fails to hold women and
their infants beyond the perinatal period.

One way forward would be to assign a case manager able to
bridge the formal and informal network. To facilitate continuous inter-
vention in the post-discharge caregiving environment, a trusting rela-
tionship with a case manager would need to be established during
pregnancy when motivation for change is high (Tsantefski et al., 2014)
and to continue until women are safely integrated into their families
and communities. CP responds to infants and children at imminent
risk of harm. As the present study indicates, CP was not able to pro-
vide the most vulnerable women with the support they required to
safely parent. This supports Alaggia et al.'s (2015) assertion that sys-
temic change is needed to improve CP systems, particularly in cases
involving DFV, as was the case among the most at-risk mother/infant
dyads in the present study. A number of interventions for increasing

and improving the provision of informal support to women with
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problematic AOD use could be implemented by a case manager, other
than a CP worker, including group interventions with family members
and partners to improve relationships. Peer group interventions, such
as self-help groups, could facilitate the giving and receiving of support.
Individual interventions could include a focus on changing behaviour
and improving social skills and pairing women with a peer
(Hochstatter et al., 2022). Women could also be assisted to reconnect
with members of the extended family who are supportive of parenting
and recovery and to build new social connections (Tsantefski
et al., 2022).

Problematic AOD use in the perinatal period is a complex issue.
To manage health and psychosocial implications for women and their
infants, practice by interdisciplinary professional teams is recom-
mended (Prindle et al., 2018); but, as the present study demonstrates,
professional communication and collaboration does not necessarily
result in adequate, appropriate or long-term support (Mason
et al, 2019). A case manager able to provide long-term follow up
could ensure linkages with the broader family network (Broadhurst &
Mason, 2017) and the wider community (Tsantefski et al., 2022), a
glaring gap in the social networks of the women in the present study.
The provision of case management has been demonstrated to be an
effective strategy for preventing the birth of subsequent substance-
exposed infants among women with problematic AOD use who have
infants and children removed from their care (Grant et al., 2014).
Alternatively, the task of assisting women access complex service sys-
tems could be undertaken by Linkers (also known as Navigators or
Mentors). Linkers are employed by Australian not-for-profit organiza-
tions and offer relational, client-centred and long-term support to
families in areas such as early childhood, education and justice by link-
ing them with services and supports. The flexibility of the Linker role
potentially enables the bridging of formal and informal sources of sup-
2022). The PAUSE program in the

United Kingdom, which provides intensive woman-centred support to

port (dandolopartners,

birth mothers following removal of their children, is also an important
initiative for increasing women's access to healthcare and other ser-
vices (Broadhurst & Mason, 2017). Building a trusting relationship
with women is important for helping them overcome fear of infant
removal, which is a major disincentive in the uptake of professional
help in pregnancy, the perinatal period and beyond (Mason
et al.,, 2019; West et al., 2021).

The need for improved collaboration and coordination between
substance use treatment and child welfare services is noted in the lit-
erature (Canfield et al., 2017; Prindle et al., 2018). If mothers at high
risk of losing the care of their infants are to avoid referral to CP
authorities and still receive the services they need, more than formal
protocols between community services and organizations such as
WADS are needed. The study findings suggest services working in
partnership should create a priority route to service provision. ldeally,
this should be done without compromising women's engagement in
services by threatening that non-engagement will lead to infant
removal and it should include clear expectations of service providers,
not just mothers. Effective case management or support by Linkers

(dandolopartners, 2022) or a programme such as PAUSE (Boddy
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et al., 2020), with a warm referral (West et al., 2021) could help to
improve the poor professional communication and lack of collabora-

tion repeatedly identified in the deaths of infants and children known

to statutory CP services (Frederico et al., 2014).

4.5 | Study strengths and limitations

The present study provides a rare example of professional decision-
making in the perinatal period in relation to the social support needs
of women with problematic AOD use and their infants. It is also one
of few longitudinal studies to examine changes in the social network
over time. Use of quantitative methods to consider the extent and fre-
quency of support to women, together with infant outcomes, is a sig-
nificant strength of the study. While the numbers are small, use of a
validated questionnaire provided descriptive statistics on tangible,
emotional and total functional support from informal networks and
service providers. A number of limitations need to be acknowledged.
The study was based on a small sample size of 20 women and their
associated workers. A larger cohort of mothers would allow statistical
comparison to be meaningful and would strengthen the study find-
ings. The NSSQ measured the perception of support without inclusion
of actual provision or provider perspective. Given that the perception
of support has been shown to be a critical variable in women's ability
to cope with childcare (Hupcey, 1998), this limitation may not detract

from the overall findings.

5 | CONCLUSION

Supporting women with histories of problematic AOD use to safely
parent requires comprehensive assessment of risk and protective
factors and intervention tailored to the presenting, and often
changing, circumstances in which infants and children are reared.
Simultaneous attention needs to be directed towards formal sys-
tems of support, both statutory and non-statutory, and to informal
networks. The disengagement from formal systems of support and
the durability of informal support evident in the present study
strongly suggests social work interventions need to focus on bridg-
ing formal and informal support. Greater attention to the strengths
and weakness of women's informal networks could help to refine
perinatal assessment by services such as WADS, which is important
in determining referral pathways to statutory services or to
community-based agencies. Women also need assistance to build
informal social networks to help them deal with DFV, reduce or
cease the use of substances and provide them with the support
they need to keep themselves, and their infants, safe and well in
the long term.
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