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A range of professionals and services are often involved in supporting parents with mental health needs where there are child
protection concerns. However, they do not always meet the needs of this population who tend to experience inadequate support
and mistrust of services. Tis review aimed to synthesize parent and practitioner experiences of support for parents with both
mental health needs and children’s social services involvement. We performed electronic searches of the following databases:
PsycINFO, CINAHL, HMIC, MEDLINE, Embase, Social Policy and Practice, Social Services Abstracts, Social Science Citation
Index, OpenGrey, Social Care Online, and ProQuest. Following searching and screening, 41 studies were identifed including 359
parents and 1370 practitioners. We worked with a Lived Experience Advisory Group to develop the following themes: (1)
a downward spiral of service intervention; (2) working with parents, not against them; (3) support wanted versus support
provided; and (4) constrained by service rigidity. We found that families were often parenting amidst trauma and adversity.
However, service involvement could trigger a “downward spiral” of stressful processes over which parents felt they lacked control.
Instead of improving their situations, support sometimes added to families’ difculties, worsening parents’ mental health and
making them feel marginalised, criticised, and retraumatised. Tere were, however, also examples of positive practice, where
practitioners and parents developed trusting, open, and mutually respectful relationships. Practitioners often felt that they were
limited in their ability to ofer collaborative, holistic care because services were fragmented, underfunded, crisis driven, and
infexible. Difculties mentionedmost often by parents, such as fnancial issues, tended not to be a focus of available interventions.
We conclude that the key issues identifed must be targeted to improve support.
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1. Introduction

Many people who have contact with mental health services
are primary caregivers, with recent estimates reporting that
up to 38% of those attending inpatient psychiatric services,
and 51% attending outpatient services, are parents to chil-
dren under the age of 18 [1]. Having a child is a time of
signifcant transition and change; estimates suggest that one
in four women experience anxiety or depression during or
after pregnancy [2], while approximately 35% of women
with a preexisting diagnosis of psychosis or bipolar disorder
experience an escalation postnatally [3]. Whilst research
predominantly focuses on maternal mental health, nearly
a third of fathers also experience psychological distress
during the early parenting period [4]. Mental health dif-
culties can have wide-reaching impacts on parents and their
families, especially as young children are heavily dependent
on caregivers for their welfare. Whilst the majority of
parents with mental health difculties do not maltreat their
children, parental mental health problems have been asso-
ciated with increased risks for child maltreatment [5].

Children’s social services can provide a range of support
for families with vulnerable children and may instigate child
protection procedures where a child is deemed at risk of
harm. In the US, national data show that parents withmental
health diagnoses are eight times more likely to have chil-
dren’s social services involvement and 25 times more likely
to lose custody of their children compared to the general
population [6]. Research using administrative health and
child protection records illustrates high levels of preexisting
mental health needs among mothers with child protection
involvement in the UK [7, 8]. Despite this, parental mental
health received limited attention in the UK government’s
recent plan for children’s social care reform [9].

Mothers with mental health diagnoses and child pro-
tection involvement have often experienced social services
intervention as children, suggestive of an intergenerational
cycle of trauma [10]. Tey are also more likely to be socially
deprived, unemployed, and to experience domestic violence
[11, 12], indicating a complex interplay of risk factors, needs,
and wider inequity. Recent UK population data found that
a combination of parental mental health difculties and
fnancial hardship was associated with poorer physical,
mental, and behavioural outcomes for children [13]. Te
impact of fnancial hardship on social services involvement
is supported by a recent review of UK local authorities
fnding that children in the most deprived neighbourhoods
were 13 times more likely to be on a Child Protection Plan
and 11 times more likely to be looked-after children than
those living in the least deprived neighbourhoods [14].

Parents whose children have been removed by social
services report feelings of shame [15], loss of hope [16],
escalating adversity, and social isolation [17]. Some mothers
go on to have further pregnancies in quick succession, with
a high likelihood of repeated child protection interventions
and custody loss [18]. Negative outcomes for children can be
exacerbated in the looked-after system, through multiple

placements, bullying, and abuse [19]. Despite this, the
number of looked-after children in the UK is increasing and
predicted to rise to 95,000 by 2025 [20].

Tere is a need for services to help support families
with mental health needs and children’s social services
involvement, preventing both the maltreatment of chil-
dren and, where possible, the traumatic separation of
children from their birth parents. What constitutes a “child
protection intervention” varies globally [21]. Countries
such as the US and UK take a “child protection orienta-
tion,” focusing on risk to children and the primary in-
volvement of child protection services but often
overlooking the wider system, including parents’ mental
health and fnancial stability [22]. Contrasting this is the
“family service orientation” adopted by European coun-
tries such as Sweden and Germany, where the psycho-
logical and socioeconomic problems of parents are
considered central aspects of child protection [21]. Te
structure of services also impacts the nature of the support
ofered. For example, evidence has shown that the in-
volvement of separate health and social care services
creates collaboration difculties, leading to fragmented
delivery of support [23, 24]. In recent years, there have
been an increasing number of initiatives to integrate
services and provide specialised care to parents across
a range of settings [25].

Reviews of interventions for parents with mental health
diagnoses show that psychological therapy [26], practical
support [27], and whole-family interventions [28] can have
a positive impact on family wellbeing and reduce risks of
child maltreatment. However, efect sizes are small and
research uses a broad range of outcomes to measure ef-
fectiveness, making comparisons difcult [29]. Furthermore,
there are a range of psychological, practical, and cultural
barriers to engaging parents of at risk children [30], and
social workers cited parental nonengagement as a major
contributing factor in social services decisions to issue care
proceedings [31].

Qualitative evidence of parents’ and practitioners’ views
ofers additional insights into how engagement, imple-
mentation, and outcomes for parents might be improved. As
well as struggling with the demands of parenting, parents
with mental health needs report their parenting role as
a source of strength, resilience, and hope [32, 33]. Many
parents fear custody loss and consequently are resistant to
social services intervention [34]. Concerns have been raised
over the heavy use of diagnostic labels such as “personality
disorder” in this population, resulting in negative as-
sumptions and service exclusion [35]. Given the possibilities
of intergenerational trauma, it has also been argued that
a lack of trauma-informed care may make support difcult
for parents to engage with [36]. Overall, parents value
fexible and holistic care, for example, 24-hour crisis services
and family case management [37]. Recent research has
suggested a “recovery approach” to child protection may be
more able to incorporate service users’ personal goals for
parenting and mental wellbeing [38].
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Research examining practitioners’ views of service
models has emphasized the need for greater collaboration
betweenmental health and social work practitioners [39, 40].
High staf turnover among both mental health and social
work professionals is common [41], as well as a lack of
appropriate resources, supervision, and high caseloads
[42, 43]. Tere is a need to understand the impact of these
system constraints on both professionals and the families
they support.

Whilst existing research ofers insight into diferent
aspects of support, synthesizing the evidence systematically
allows us to gain a more comprehensive understanding of
experiences and views of support for parents with mental
health needs and children’s social services involvement.
Despite methodological challenges involved in synthesizing
qualitive research [44], there is growing recognition of its
value in health services research to inform recommendations
for policy and practice [45]. Furthermore, existing literature
outlines steps authors can take to ensure qualitative evidence
is synthesized with sufcient rigour, whilst maintaining the
context and meaning present in individual studies [46].
Whilst existing reviews focus on parents with mental health
needs [47] or those with child protection concerns [29],
families with both mental health and children’s social ser-
vices involvement have a distinct set of needs which single-
focus interventions often neglect [48]. Te nature, structure,
and names of these services difer between contexts, but for
the purpose of this review, we will use “children’s social
services” to mean services designed to support and protect
vulnerable children.

We aimed to carry out a systematic review and thematic
synthesis of parents’ and practitioners’ experiences of sup-
port and interventions for parents with mental health needs
and children’s social services involvement.Te objective was
to explore views of support, including understanding the
facilitators and barriers to meeting the needs of families and
the impact of social and demographic factors on how
support is received.

1.1. What Is Known about Tis Topic?

(i) Te efects of child abuse and child protection in-
volvement are profound and enduring for both
parent and child.

(ii) A range of services and professionals are involved in
supporting parents with mental health needs and
children’s social services involvement.

(iii) Tese parents have diverse and complex needs and
fnd it difcult to access and engage with support.

1.2. What Tis Paper Adds?

(i) Children’s social services involvement places par-
ents under pressure, creating stress, and sparking
a cascade of stressful professional involvement over
which parents feel they lack control.

(ii) Trauma-informed, transparent, and collaborative
support is crucial to parental engagement with
services.

(iii) Organisational factors including resources, timing
of care, service structures, and high caseloads limit
the quality of support professionals can ofer.

2. Methods

2.1. Search Strategy. We followed PRISMA reporting
guidelines throughout [49] and prospectively registered the
study protocol on PROSPERO (CRD42022310600). Te
protocol was developed collaboratively by our multidisci-
plinary review team which included survivor, clinical and
social science researchers, and clinicians working in this
feld. We identifed eligible studies for the review by
searching eight electronic databases: PsycINFO, CINAHL,
HMIC, MEDLINE, Embase, Social Policy and Practice,
Social Services Abstracts, and Social Science Citation Index.
We searched grey literature on OpenGrey, Social Care
Online, and ProQuest. We completed forward citation
searching of included studies in Google Scholar. Studies
were also identifed through expert recommendations from
the review team and their networks.

Our search strategy included MeSH headings and free-
text terms based on the following key concepts centred
around the SPICE framework [50]: child protection/child
abuse (setting), parents and health and social care pro-
fessionals (perspective), support/interventions (phenome-
non of interest), mental health (context), and qualitative/
experiences (evaluation). We limited searches to studies
published since the year 2000 to balance the breadth of
studies returned with relevance to current service provision.
Our search strategy can be found in the supplementary
material (S1).

2.2. Screening andSelectionCriteria. We imported all studies
returned by searches into EPPI-reviewer and removed du-
plicates. Te eligibility criteria found in Table 1 were used to
screen the titles and abstracts of papers as well as for sub-
sequent full-text screening. Two reviewers independently
completed double-screening of 10% of studies from both the
title and abstract and full-text pools. One study [51], in-
cluding the experiences of fathers whose partners had
mental health diagnoses, was taken to the wider review team
for further discussion before being excluded from the fnal
pool. Lastly, forward citation searching was completed for
included papers, and any identifed studies were double-
screened.

2.3. Quality Appraisal. We used the Critical Appraisal Skills
Programme (CASP) qualitative checklist (2018) to assess the
quality of included papers, as recommended by Long et al.
[52]. Discussion with the review team identifed the im-
portance of additional areas of assessment relevant to the
review as follows: positionality, service user involvement,
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and intersectionality, which were added as key questions
11–13. A full version of the adapted CASP and further
information about scoring used in this review can be found
in S2. We rated included studies “Yes” “No” or “Can’t tell”
for each CASP criteria, with 10% of studies doubly rated and
discrepancies resolved through further discussion. In cases
of uncertainty or insufcient information required for
scoring, we allocated studies “Can’t tell” for that criterion.
Te quality assessment of two studies [32, 53] required the
acquisition of additional details of the study methodologies.
We chose not to exclude studies from the review based on
quality as we recognised that low-quality studies may still
ofer useful perspectives important to the review. Instead, we
aimed to gain insight into the strength of evidence and
methods used.

2.4. Lived Experience Involvement. We sought input from
a Lived Experience Advisory Group (LEAG) consisting of
four mothers from diverse cultural and socioeconomic
backgrounds with lived experience relevant to our topic.
During the data synthesis stage, we held two data workshops
with the group who used their experience of mental health
difculties and children’s social services involvement to help
us make sense of the fndings and their implications. Data
workshops were informed by Shimmin et al. [54] principles
for trauma-informed intersectional patient and public in-
volvement in research. Given the sensitive nature of this
review, one-to-one debrief meetings were ofered to each
LEAG member after meetings.

2.5. Tematic Synthesis. We analysed the fndings using
thematic synthesis in line with Tomas and Harden’s ap-
proach (2008), including (i) coding text, (ii) developing
descriptive themes, and (iii) generating analytic themes.

2.5.1. Data Extraction. We imported included studies into
NVivo creating separate NVivo fles for parents’ and
practitioners’ to allow for separate coding and subsequent
comparison of their viewpoints. Since the review focused on
support, we restricted coding to aspects of the results section
that discussed parents’ or practitioners’ experiences of re-
ceiving/providing support. We adopted a broad defnition of
support, including a range of health and social care in-
terventions/support, such as mental health, social work,
parenting/caregiving, or practical support aimed at parents
and provided by professionals from diferent backgrounds
and services.

2.5.2. Data Analysis. First, the lead author coded fndings
inductively into descriptive codes, and a second author
(BLT) independently coded 10% of studies. Te two authors
then met to compare coding frames and develop a shared
understanding of the data. Te early codes and ideas for
descriptive themes were presented in separate online
meetings with the LEAG and wider review team, who ofered
their understandings and interpretations of the early themes.
We documented insights from these meetings with the

groups’ permission, and these informed our later analytical
processes. In the fnal stage of analysis, we developed ana-
lytical themes in an iterative process involving discussions
with the review team and a second data workshop with the
LEAG. Te involvement of lived experience advisors, cli-
nicians, and multidisciplinary researchers helped us ground
fndings in experiential knowledge. Tis allowed for the
interpretation of data from multiple cultural and social
perspectives as well as discussion of issues felt to be missing
from the literature.

3. Results

3.1. Description of Included Papers. We managed database
searching and screening in EPPI-reviewer. A full description
of the screening process can be found in Figure 1.

Our review included 41 eligible papers, including
39 peer-reviewed studies and two reports published by
charities (Table 2). Ten studies included both parents and
professionals, 15 studies focused on parents only and 16 on
professionals only. Te review includes the experiences of
337 parents receiving support, mostly mothers. Parents had
a wide range of mental health diagnoses, including de-
pression, anxiety, psychosis, and personality disorders.
Many had a history of trauma, mostly child abuse or do-
mestic violence. Most studies discussed children’s social
services interventions in the context of child protection
procedures for children under the age of 18 with only three
studies focusing on parents with young children (<4 years
old). Te views of 1,370 professionals, including social
workers, family support workers, case managers, child
protection workers, psychologists, psychiatrists, nurses,
housing shelter workers, general practitioners, and solicitors
are reported. Te large professional participant pool refects
the methods of data collection which included focus groups
and online surveys, whereas parents’ views tended to be
acquired through individual interviews.

In terms of settings, most participants were recruited
from community mental health and social care services or
local authorities. Two studies were set in services supporting
the homeless [56, 57]. Studies were carried out in the UK
(n� 13), US (n� 10), Australia (n� 10), Canada (n� 3),
Sweden (n� 2), New Zealand (n� 2), and Japan (n� 1).

3.2. Quality Assessment. Tere was wide variation in study
quality, as seen in Table 3. All studies but one reported clear
and relevant research goals investigated with an appropriate
design and methodology. Studies tended to score well on
recruitment and data collection methods, but many lacked
exploration of researcher refexivity and adequate consid-
eration of ethical issues, despite conducting interviews with
a vulnerable participant group. Whilst several studies ref-
erenced a valid method of qualitative analysis, others did not
provide sufcient detail required by the CASP criteria such
as how analytical themes were derived from the data and
were subsequently scored as “Can’t tell”. Most studies stated
their fndings and their implications clearly. Discussions of
intersectionality, user involvement, and positionality were
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rare, meaning most studies scored low on the additional
quality assessment criteria. 26 studies did not report basic
demographic information about participants, limiting our
understanding of how participant sociodemographics and/
or researcher identity impacted fndings and conclusions.

3.3. Tematic Synthesis. We developed four overarching
themes encompassing both parents’ and practitioners’ ex-
periences of support as follows: (1) a downward spiral of
service intervention; (2) working with parents, not against
them; (3) support wanted versus support provided; and (4)
constrained by service rigidity. We use “parents” throughout

to acknowledge the mixed participant pools, but most
perspectives in the literature were those of mothers. An
overview of themes, subthemes, and quotations is reported
in Table 4.

3.3.1. A Downward Spiral of Service Intervention. Parents
wanted support from services, but often found that service
intervention triggered a stressful and intrusive process over
which parents lacked control. Instead of improving their sit-
uations, intervention contributed to further difculties, and
when it culminated in parents being separated from their
children, some practitioners described this as almost inevitable.

Records identified from search of Medline, CINAHL, Embase,
PsycInfo, HMIC, Social Policy & Practice, SSA, SSCI, ProQuest

and SCO (January 2000-present)
(n=11,334)

Duplicate records
removed (n =5,906) 

Records screened
(n = 5,428)

Records excluded after
title & abstract review

(n = 5,174) 

Records sought for
retrieval

(n = 254) 

Records not retrieved
(n = 12)

Records assessed for
eligibility
(n = 242) 

Records excluded (n=204)
Reason for exclusion: 

i) Population: Mental health criteria not met (67) 
ii) Population: No social services involvement (45)
iii) Phenomenon of interest: Does not focus on

experiences of support (26) 
iv) Perspective: Does not contain views of parents

or practitioners (16) 
v) Design: Does not have a qualitative design (25) 
vi) Wrong Publication type (25)

Records identified from:
Citation searching (n = 1)

Review team members (n = 2)

Papers included in review
(n =41)

Id
en

tif
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at
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n
Sc

re
en

in
g

In
cl

ud
ed

Figure 1: PRISMA fow diagram showing search strategy.
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(1) Needing Support but Fearing the Consequences. Parents
identifed negative consequences both of seeking and not
seeking service support, meaning they felt as if there was no
way out of their situation. When parents sought help, they
expressed concerns that they would be viewed as unft
parents and lose custody of their children, and these fears
were often later confrmed. Consequently, some parents
reported concealing information about their difculties, but
this sometimes resulted in them being judged as un-
cooperative or avoidant by professionals as follows:

“Social services still say to this day if I end up in hos-
pital. . .I’d lose the kids. So, that hangs over your head–it
makes you stay quiet rather than say anything at all.. . .It’s
been said I don’t give social services enough information

on a regular basis–I’ve been put down as uncooperative”
(mother) [40].

When parents did seek support, they reported that
professionals, especially social workers, started from the
assumption that “women with severe mental illness are
unlikely to be adequate mothers” [16]. One study analysing
social workers’ diary entries found evidence of derogatory
language used to describe parents, their homes, and lifestyles
[82] arguably confrming parents’ fears of negative
judgement.

(2) Social Services Involvement Exacerbating Mental Health
Difculties. Te involvement of children’s social services was
described as triggering “a clock ticking” [55], leading to

Table 3: Quality assessment of included papers.

First Author Aims Appropriateness Design Recruitment
Data 

collection
Research 

relationships Ethics
Data 

analysis Findings Value Intersectionality
Service user
involvement Positionality

Ackerson (2003) Yes Yes Yes Yes Yes No No Yes Yes Yes No Yes No

Azfelius (2017) Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No No

Barbour (2002) Can't tell Can't tell Yes Yes No No No Yes Yes No No No

Barrow (2014) Yes Yes Yes Yes Yes Yes No Can't tell Yes Yes No Yes Yes

Caplan (2020) Yes Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Yes No Yes

Coates (2015) Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No No

Coates (2017) Yes Yes Yes No Yes No No Yes Yes Yes No No No

Darlington (2004) Yes Yes Yes Yes Yes No Yes No Yes Yes No No No

Darlington (2005) Yes Yes Yes Yes Yes No No No Yes Yes No No No

Darlington (2008) Yes Yes Can't tell Yes Yes No Can't tell No Yes Yes No No No

Darlington (2009) Yes Yes Yes Yes Yes No Can't tell Yes Yes Yes No No No

Davidson (2010) Yes Yes Yes Yes Yes No Can't tell Can't tell Yes Yes No No No

Diaz-Caneja (2004) Yes Yes Yes Yes Yes No Yes Can't tell Yes Yes Yes No No

Ghaffar (2011) Yes Yes Yes Yes Yes No Yes No Yes No Yes No No

Hanley (2006) Yes Yes Yes Yes Yes Yes Yes No Yes No No Yes No

Hetherington (2001) Yes Yes Yes Can't tell Can't tell No No No Yes Yes No No No

Hinden (2005) Yes Yes Yes Can't tell Yes Yes Can't tell Can't tell Yes Yes No No No

Hollingsworth 
(2013) Yes Yes Yes Yes Can't tell No No Yes Yes Yes No No No

Honey (2021) Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No No

Humphreys (2021) Yes Yes Yes Yes Yes No Can't tell Yes Yes Yes No No No

Kageyama (2018) Yes Yes Yes Yes Yes No Can't tell Yes Yes Yes Yes No No

Keddell (2016) Yes Yes Yes Yes Yes No Yes Yes Yes No No No No

Lever Taylor (2019) Yes Yes Yes Yes Yes No Yes Yes Yes Yes Yes Yes No

Marziali (2006) Yes Yes Can't tell Yes Yes No No Yes Yes No No No No

Mason (2018) Yes Yes Yes No Yes No No No Yes Yes No Yes No

McPherson (2018) Yes Yes Yes Yes No No No Can't tell Yes Yes No No No

Mind (2005) Yes Yes Can't tell Yes Yes No No No Yes Yes No Can't tell No

Ostler (2015) Yes Yes Can't tell Can't tell Yes No Can't tell Yes Yes Yes No No No

Pause (2021) Yes Yes Can't tell Yes Can't tell No Can't tell Can't tell Yes Yes No Can't tell No

Perera (2014) Yes Yes Yes Yes Yes No Can't tell Can't tell Yes Yes No No No

Powell (2020) Yes Yes Yes Yes Yes No Can't tell Yes Yes Yes No Yes No

Rouf (2012) Yes Yes Yes Yes No No No No Yes Yes No No Yes

Scott (2018) Yes Yes Yes Yes Yes No Yes Yes Yes No No No No

Siverns (2021) Yes Yes Yes Yes Yes Yes Yes Yes Yes No Yes No Yes

Stanley (2003) Yes Yes Can't tell Yes Yes No ? No Yes No No No No

Staudt (2015) Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No No

Stephens (2019) Yes Yes Yes Yes Yes No No Yes Yes No Yes No Can't tell

Tchernegovski
(2018) Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No Yes

Turesson (2020) Yes Yes Yes Yes Yes No Yes Can't tell Yes No Yes No No

Yoo (2020) Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes Yes Yes No Yes

Yoo (2022) Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes Yes No No Yes

Can't 
tell 
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pressure on parents, custody disputes, and intrusive home
visits. In one paper, a mother described her experience of
attending a custody case conference as “being thrown to the
wolves” [62]. Interactions with child protection workers
were experienced as “daunting,” “intimidating,” and
“traumatic,” contributing to a worsening of mental health
symptoms, reduced confdence, and strained relationships
with parents’ wider support networks.

Te threat of custody loss was a heavily destabilising
factor at the very time parents were required to “prove” their
parenting abilities. Losing custody of children was described
as a “universally traumatic”, “stigmatising” process which
exacerbated mental health difculties, undermined parents’
motivation to engage with treatment and often led to suicidal
thoughts:

“I’m stufng myself with pills to help with anxiety. . .if I
was feeling suicidal at the beginning, you know, when I left
the hospital, now I feel four times more suicidal because of
what (social services) are doing.” (mother) [70].

Whilst mental health clinicians echoed the risk to pa-
rental wellbeing following child removal, child protection
workers felt stuck between the decision to remove the child
or not, knowing it would impact parents but feeling pressure
to act in the child’s best interests. Child removal decisions
were a common point of contention between professionals
from diferent services.

(3) Mental Health Treatment Making Parenting Difcult.
Both parents and professionals reported potential negative
impacts of mental health difculties on parenting, often in
terms of disrupting parent-child bonding, reducing parents’
ability to emotionally regulate themselves and their children
and making it difcult to provide appropriate support or set
boundaries. However, treatment for mental health dif-
culties didn’t always alleviate these problems. Some parents
reported that medication side efects such as tiredness and
concentration difculties made parenting tasks “impossi-
ble,” leaving them choosing between following their treat-
ment plan or caring for their children:

“What comes frst? Me sleeping or me being available for
my child?” (mother) [32].

However, even if treatment was not perceived as helpful,
parents felt they had to prove their engagement with services
and comply with treatment plans to maintain or regain
custody of their children.

3.3.2. Working with Parents, Not against Tem. Many
studies discussed how professionals from a range of services
worked with and engaged parents and correspondingly, how
parents viewed professionals and the services they worked
for. Professionals discussed various engagement techniques
and examples of “good practice.” Tese often aligned with
what parents wanted from professionals but not with the
support they said they received.

(1) Engaging Parents through Relationship Building. From
both parent and practitioner perspectives, relationships
between parents and professionals were fraught. High levels of
trauma in parents’ backgrounds, coupled with previous
negative experiences with social services in some cases, led to
parents beginning interactions with professionals from a place
of mistrust, viewing social services intervention as “synony-
mous with the risk of their baby being taken into care” [63]. In
some cases, parents felt negative judgement and child removal
was inevitable so they “shut down” and disengaged to protect
themselves [15]. Many parents felt professionals weren’t in-
terested in their own needs or background:

“No one wanted to hear about me. What I had been
through did not matter to them.” (mother) [53].

However, there were examples of professionals taking
steps to build positive relationships with parents through
normalising their difculties and being fexible with when
and where they ofered support. Generally, mental health
clinicians reported making eforts in this regard more than
social workers:

“I can have all these great interventions, but if I do not
have a good rapport or relationship with the parent, it’s
not going to do anything.” (mental health clinician) [83].

Despite these eforts, both professionals and parents
identifed that some parents are not ready to engage with
services and that “chasing” them was neither a good use of
resources nor therapeutically benefcial [58].

Some parents described how various sociodemographic
factors, such as ethnicity and single parenthood impacted
how professionals viewed them and consequently their
engagement with services. One mother felt “condemned” for
raising a child on her own, whilst another believed her race
led to her being viewed by social workers as “the problem.”
Both experiences led to further mistrust of services.

(2) Working with Trauma. A recurring theme was the
prevalence of parents’ own experiences of childhood abuse
or maltreatment as well as ongoing adversity in adulthood.
Professionals from all services recognised this as an expla-
nation for current parenting difculties and reported using it
to relinquish blame from parents:

However, very few studies mentioned how acknowl-
edging trauma infuenced professional practice with only
one study explicitly mentioning the use of trauma-informed
care in child protection practices [79]. At the same time,
adopting a “trauma-informed” label did not necessarily
indicate that parents’ difculties were grounded empathic-
ally within an understanding of their past experiences and
wider circumstances. For example, the title of a study fo-
cused on trauma-informed care reads “they’re not bad
parents, they’ve just made bad choices” [84], arguably
suggesting these parents have “chosen” to be in their difcult
situations, rather than these choices themselves being un-
derstood also as rooted in a wider context of adversity and
inequity.
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Most parents found it useful to talk about their history of
trauma with a trusted professional. However, some parents
felt “haunted” by their past, believing social workers based
their judgements on past difculties, even when parents had
made positive changes. Many child protection professionals
were doubtful about parents being able to make changes
because of their upbringing:

(3) Strengths-Focused versus Defcit-Focused. Parents felt that
children’s social workers focused heavily on “failures” of
parenting and risk assessments leading to parents losing
confdence in their own abilities to care for their children.
Tis aligned with some social workers’ views of mental
health difculties as chronically impacting their ability to
parent. Te concept of mental health ’recovery’ was dis-
cussed in diferent ways by parents and professionals, with
parents emphasising their parenting role, cultural identity,
and connection to others, whilst professionals across services
focused on symptom management [79].

Despite this, there were examples of strengths-focused
practice leading to positive outcomes, with practitioners
recognising parents’ devotion to their children, resilience,
and determination. One mother described how social
workers’ “belief in her ability to changemotivated her to seek
help and focus on the needs of her children” [62]. Some
innovative parenting interventions such as the invisible
children’s project [37] deliberately incorporated
a “strengths-based model” which led to improved parental
engagement.

(4) Te Importance of Transparency. Parents described child
protection services as “ultimately powerful but unpredict-
able” [66]. Tey recognised that these professionals had
power over their lives but felt “kept in the dark” with regards
to decision-making [62]. Parents reported frustration that
they were not told what was expected of them by services and
what consequences might follow. A lack of transparency
contributed to parents’ mistrust of services with one mother
commenting “If they’re not being straight with you, how can
you be straight with them?” [40]. When parents were given
information, they often struggled to understand the pro-
fessional jargon, and therefore could not “compete on equal
terms” during child custody disputes [62].

Forming a collaborative partnership facilitated parental
engagement. Examples of this included involving the whole
family in decision-making processes, regular communica-
tion with parents, and transparency surrounding expecta-
tions for parenting. Even when difcult decisions were
made, e.g., child removal, seeking the involvement, and
agreement of parents frst resulted in better outcomes for
both parties.

3.3.3. Support Wanted versus Support Provided. Studies
described support provided by a range of services, enabling
the identifcation of support considered most helpful by
parents and most important by professionals. In many cases,
the two perspectives did not align.Te support provided was
often manualised and rigid, contrasting to parents fnding

fexible care most helpful. Difculties mentioned most often
by parents, e.g., fnancial issues, tended not to be a focus of
available interventions.

(1) Parenting Support. Parenting (particularly mothering)
identity was central to parents’ strength, resilience, and
mental health recovery. Support with parenting was ap-
preciated when delivered in a nonjudgemental way by
a trusted professional.

Parents reported that mental health interventions often
neglected their parenting role and its impact on wellbeing,
with one mother stating that her mental health team was
unaware she had a child despite being greatly afected by
losing custody of her daughter [16]. Ten studies mentioned
parents making eforts to maintain contact or regain custody
following child removal and parents appreciated support
with this. However, parenting support was often withdrawn
following child removal and parents received little support
for managing the emotional and practical fallout of
custody loss.

(2) Financial Support. Both parents and professionals rec-
ognised the detrimental impact of fnancial difculties on
emotional wellbeing and parenting. Financial deprivation
and related housing, legal, and childcare difculties made
service engagement difcult, with many parents struggling
to make appointments. It also impacted parents’ ability to
maintain custody, gain visitation rights, and leave abusive
partners.

Despite the centrality of fnancial issues in the literature,
they were rarely a focus of service support. Parents felt
shame over their struggles to meet their children’s basic
needs, worsened by services’ inability to support them with
this. Instead, mental health support was prioritised whilst
basic needs remained unmet:

“Tey wanted to put me on medication. But I was de-
pressed because I was homeless and I got fve kids. I don’t
take pills so I terminated that service. Tey never said
nothing about helping me with housing” (mother) [78].

Services ofering fnancial support described this as
“essential” and “critically related to achieving and sustaining
desired outcomes” such as retaining custody of
children [37].

(3) Mental Health Support. Parents found the focus on
mental health diagnosis confusing, often receiving in-
accurate or conficting diagnoses from diferent pro-
fessionals. Certain diagnoses, such as “personality disorder,”
typically led to social work professionals viewing these
parents as “high risk” and resistant to change. Conversely,
those with postnatal depression more commonly felt that
their difculties had been sanctioned by a diagnosis [63].
Whilst some professionals found diagnostic labels useful
(e.g., to externalise blame), others saw pitfalls to this
practice: “we don’t see the person, we often just see the
diagnosis” (mental health nurse) [55]. At times, an over-
reliance on diagnoses led to the pathologisation of parenting
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difculties and even experiences of domestic violence - with
a tendency to “diagnose, medicate, and discharge” (mental
health clinician) [67].

Nevertheless, some parents were positive about the
therapeutic relationships built with psychologists,
therapists, and mental health workers. Psychological
therapy was generally perceived as helpful, particularly
if parents were able to speak about a range of difculties
during therapy sessions. Terapy also helped parents
cope with the stress of child protection involvement and
improved engagement with these services. Parents were
positive about group therapy and peer support as ways
to normalise their difculties and meet other parents in
similar positions, but these services were rarely
provided.

(4) Working with Wider Support Networks. Tirteen studies
discussed the importance of family and friends as sources of
support and stability for parents and their children. Despite
familial relationship difculties, extended family members
often took on child-care responsibilities when parents could
not manage on their own.

“Tose parents who had a strong social support network,
whether it was family, friends, or church were able to cope
with crises better than those who were more socially
isolated”. [34].

Professionals recognised the importance of parents’
support networks but also the tendency for family and
couple relationships to become strained and “create stress”
for parents [84]. Professionals across a variety of services
primarily engaged with parents and rarely mentioned
working with wider support networks.Te peripheral role of
fathers is refected by participant demographics within the
literature: 16 out of 25 parent cohorts were made up solely of
mothers and mothers also comprised the great majority of
participants in studies with mixed cohorts. Where discus-
sion of fathers was included, fathers reported their parenting
role as a central aspect of their lives, but services tended to
place pressure solely on mothers to care for children. Tere
were mixed views on this among professionals, yet a sense
that attitudes were changing:

“Te dad is a real asset, but he has not been allowed to
participate. . . . I have personally decided that the fathers
should now be included, but I have really had to work on
myself. We are not in complete agreement within the
treatment group.” (social worker) [82].

3.3.4. Constrained by Service Rigidity. Organisational con-
straints contributed to frustration among professionals
across a range of services who felt powerless against, yet
heavily impacted by issues such as inadequate resources,
rigid processes, and service inaccessibility. Parents felt the
impact of these constraints either directly via service ac-
cessibility or indirectly via its impact on professional
practice.

(1) Fragmented Services. Te involvement of professionals
from separate services meant no one could take a holistic
view of a parent’s situation, family, and intersecting needs.
Children’s social workers typically lacked understanding of
parental mental health and were anxious about complex
cases involving mental health needs. Some viewed parents’
and children’s needs as separate and conficting, concluding
that “it may not be possible to work on behalf of children
while attending to their parents who have a serious mental
illness” [42]. Others understood that parents’ and children’s
perspectives were interdependent but felt they were not
trained to juggle both. Mental health clinicians felt parenting
capacity assessments were beyond their role and were in turn
described by social workers as “having little concern” for
children [72].

Barriers to service collaboration included professional
diferences (conficting priorities, diferent risk assess-
ments, and information sharing) and organisational
barriers (lack of time, training, and funding). Mental
health professionals, particularly psychiatrists, were de-
scribed as difcult to communicate with, which meant
that social workers lacked sufcient information to be able
to support families:

“I felt a lot of the time that (mental health professionals)
weren’t helping us. . .we came from two very diferent
angles. Tey were very mum-focused, client-focused and
we were very client-focused but on the child really, so I
found they weren’t giving us a lot of the best information”
(child protection worker) [24].

Some studies evaluated service eforts to improve col-
laboration, ranging from whole-family teams [39, 48] to the
specialised training of individuals responsible for service
integration [61]. In general, these services reported better
outcomes such as reduced incidents of child removal.

Te extent of separation between services difered be-
tween countries. A comparative study showed that pro-
fessionals working in England reported less collaboration
and knowledge outside of their feld than those in other
European countries [64].

(2) A Heavy Focus on Risk. Child protection workers con-
sistently discussed risk evaluation and found decisions
surrounding parents with mental health difculties
“stressful, uncertain, and complex” [78]. Tey felt they
lacked sufcient information about a parent’s mental health
and subsequently relied on their intuition rather than
concrete evidence in decision-making. Tey reported
imagining the “worst case scenario”, exacerbated by media
reporting of cases where social services failed to protect
a child. Some reported a shift from the traditional “family
maintenance” discourse to reduced risk tolerance among
professionals:

“I would say that there is no risk-taking now. It’s about
what will happen—what will the headlines say if I don’t
remove this child?” (social work manager) [55].
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Parents reported that a sole focus on risk overshadowed
hope for recovery and recognition of their strengths, feeling
instead “reduced to a mental illness and its attributed risks”
[79]. Risk to parents was mentioned much less frequently
than risk to children, and mental health clinicians believed
child protection services neglected risk to parents in their
decision-making.

Professionals across services reported high caseloads and
felt worried about their work outside of hours. Tere were
several examples of how providing further support for
professionals improved their practice. A range of pro-
fessionals viewed opportunities to refect on practice and
engage in supervision as vital for making collaborative and
good decisions. Service models designed to facilitate in-
teragency cooperation allowed social services professionals
to “work therapeutically whilst holding high levels of
risk” [48].

(3) Service Inaccessibility. Professionals and parents viewed
mental health support as crisis-driven rather than pre-
ventative, contributing to parents feeling betrayed when
services were unable to provide support. Once services were
involved, the situation was likely to have reached “crisis
point,” meaning actions to control risk were “inevitable”
[58]. Professional frustration and powerlessness over limited
service resources mirrored that of parents, with one social
worker recognising “you’ve got to fall before they’ll listen,
and that’s that” [60]. Working with constant crises also
contributed to poor staf wellbeing, high staf turnover, and
burnout. Focus on crisis care over early intervention was
shared by all European countries but was “most marked” in
England [64].

Another aspect of accessibility is understanding and
meeting cultural needs. Culturally informed support was
only discussed in one study [57] where indigenous Canadian
parents were reliant on culturally informed interventions to
support their mental health and reconnect with their chil-
dren following custody loss.

Regarding practical access to services, a lack of child-care
facilities at mental health services and travel distances made
appointments difcult to attend. Some professionals rec-
ognised parents’ eforts to engage despite these practical
barriers:

“Te whole thing may take four hours just to come to
therapy, but (mothers) did it every week.” (mental health
clinician) [84].

Social workers viewed mental health services as in-
accessible due to their “strict and hard boundaries” in terms
of who is eligible for support [60].

4. Discussion

Tis review provides a synthesis of experiences of support for
parents with mental health needs and children’s social services
involvement. Our fndings reveal that children’s social services
involvement tends to trigger a “downward spiral” of stressful
processes for parents, worsening their mental health and ability

to cope. What begins as service “support” can culminate in
a traumatic process of intrusive intervention and even child
removal, a result some professionals report as inevitable given
the late stage at which support is ofered. Parents tended to
focus on the way in which professionals worked with them,
discussing various approaches that made support easier to
engage with, such as professionals prioritising practical sup-
port, relationship-building, and transparency. Whilst pro-
fessionals identifed similar relational approaches as important
in theory, organisational constraints such as a lack of funding
and the crisis-driven nature of care limited their ability to
provide therapeutic, collaborative, and efective support to
parents and their families. Fragmented service structuresmeant
that professionals were rarely able to take a holistic view of
parents’ support needs.

Overall, parents were fearful of the consequences of
service involvement and mistrustful of professionals. Tese
fndings align with previous research on parents at risk of
custody loss, which suggests that mistrust of professionals,
or low “epistemic trust,” leads to service disengagement and
the commencement of child removal processes [36]. Te
authors suggested that mistrust of professionals stems from
adverse childhood experiences and intergenerational
trauma, concluding that “acts of resistance or rejection of
professional help can be seen as adaptive—given women’s
childhoods and relationship histories” . In our review, many
parents reported a history of trauma, including child abuse
and domestic violence. Tis suggests that adopting trauma-
informed approaches, where professionals and their wider
services work collaboratively and openly with parents to
resist retraumatisation, is crucial to services becoming more
trustworthy. Whilst child protection services in various
countries incorporate trauma-informed care for young
people [85], this review argues for the extension of these
practices to parental support.

A recent report from Child Protection England recog-
nised that “multi-agency arrangements for protecting chil-
dren are more fractured and fragmented than they should
be” [86] and our fndings suggest this issue is also common
in other countries. Our review found that multiagency
collaboration is heavily impacted by the separation of mental
health and social care, and of child and adult care within
these services. However, we found examples of local ini-
tiatives designed to facilitate collaboration between services,
ranging from the creation of whole-family teams, e.g., Coates
[39] to the specialised training of individuals responsible for
service integration, e.g., Davidson et al. [61]. Insights from
these initiatives shed light on the mediators and positive
impact of efective collaboration. A further barrier to in-
teragency working is information-sharing, with child pro-
tection workers reporting frustration at mental health
services refusing to share information about parents, and
vice versa. Tis review provides supporting evidence for
eforts to improve collaboration across services. For ex-
ample, following the Independent Review of Children’s
Social Care [87], the UK government has announced plans
to create “a decisive multiagency child protection system”
including social workers, family support workers, and
specialist workers, e.g., mental health professionals to
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address barriers to interagency working and collaboration
[9]. Whilst this is a positive response with the potential to
improve outcomes for families, our lived experience advisors
raised concerns about information being shared “behind
parents’ backs” making it difcult for them to feel able to
disclose concerns to anyone safely. Terefore, a move to
more cooperative working must be mindful of respecting
parents’ rights to confdentiality, particularly in mental
health services.

Mental health and parenting difculties should not be
viewed in isolation, yet discussions of social and cultural
factors were largely absent in the studies included in this
review. Quantitative research reports a complex interaction
between fnancial deprivation, ethnicity, and child pro-
tection interventions, which requires accurate reporting to
explore fully [88]. Nevertheless, the present review fnds that
current qualitative evidence on child welfare and/or child
protection does not explicitly adopt an intersectional
framework to expose potential inequities in child welfare
processes and outcomes. Tis made it difcult for us to
understand the impact of structural factors such as class,
ethnicity, and fnancial hardship. Our review also raises
concerns about potential widespread lack of understanding
of these factors among professionals, with some parents
reporting that child protection workers judged them based
on aspects of their identity, including mental health di-
agnosis, single parenthood, and socioeconomic status. Tis
was also emphasised by our lived experience advisors who felt
families were treated diferently by professionals based on
their ethnicity and class, with families experiencing fnancial
hardship and from ethnic minority backgrounds facing deep
discrimination. Considering the person as a whole, their
identities and complexities, enables researchers to understand
how the combination of these social identities afect show they
are viewed and treated by professionals and the institutions
they work in. For example, wider research has argued that
racial patterns of deprivation best explain ethnic minority
group overrepresentation in child protection [88]. Tis
suggests the intersection of ethnicity and fnancial hardship is
crucial to incorporate into any approaches designed to ad-
dress racial inequalities, yet interventions currently overlook
this. For example, the UK government’s recent plan to address
racial disparities in children’s social care fails to mention the
role of fnancial deprivation [9].

Te present review suggests that approaches to mental
health treatment focusing on diagnostic pathways and
medication ofer only a partial response to parents’ dif-
culties. Tis was refected by the disparity between the kinds
of support parents wanted (fnancial and practical) and the
support professionals typically described ofering (medica-
tion and psychological therapy). Past research has identifed
complex links between fnancial hardship and both mental
health [89] and child neglect [90], but studies rarely men-
tioned fnancial support for parents, explained in part by the
narrow, risk-focused, and medicalised approaches mental
health and children’s services tend to adopt as well as
a general lack of resources.

In line with previous literature [91, 92], both social and
mental health care professionals reported limited

resources, high caseloads and burnout, difculties also
echoed in discussions with lived experience advisors and
the wider review team. Te efects of under-resourced
services permeated across all aspects of professional
practice, including relationship building, collaboration,
and risk management. A heavy focus on minimising risk
and uncertainty also resulted in mechanisms and pro-
cedures that afected practitioners’ ability to provide
therapeutic support and diverted attention from the
complex relational, political, and moral contexts in which
social work practice operates. Professionals, particularly
those working in children’s social services, were often
aware of the negative impacts their actions may have on
parents and children but felt powerless to do things
diferently in the face of these organisational constraints.
Tis represents a high risk of “moral injury”, which occurs
when staf are forced to comply with practices that they
consider to be immoral and harmful [93]. Tis may ex-
plain the high number of staf choosing to leave social care
roles, refected by recent fndings of a 50% increase in the
number of vacant adult social care positions in England
over the past year [94]. Te reported detrimental impacts
of public sector cuts and increased privatisation of social
care as a way to reform children’s services [95] suggests
a need to urgently target structural factors to protect staf
from moral injury, reduce staf turnover and enable
professionals to provide more efective support to parents
and families.

As well as providing support to professionals, this review
suggests ways in which current systems could be replanned
to improve support for parents with mental health needs and
children’s social services involvement. First, systemic
changes to services enabling trauma-informed care would
allow parents to engage parents earlier and more efectively
in the child protection process, preventing an escalation of
risk. Second, mental health and social care is crisis driven,
making costly outcomes such as child removal more likely. A
focus on early prevention could reduce the likelihood of
these outcomes, freeing up professional time andmoney and
ensuring better outcomes for families [96]. Finally, research
literature demonstrates that investing in staf provides
a range of benefts. For example, providing adequate
training, supervision, and refection time reduces burnout
and improves professional collaboration [58]. Findings from
this review suggest a target of training should be broadening
practitioners’ approach to consider the interdependent
needs of parents with mental health difculties and their
children. Crucially, improving professional practice in these
ways is only possible in adequately funded services, where
staf have a manageable workload. Terefore, this review
suggests that individual factors such as professional practice
should not be targeted independently of organisational
constraints.

4.1. Strengths and Limitations. Tis review synthesized
fndings from a wide range of studies including a variety of
participants, methodologies, and service types. Te in-
volvement of a multidisciplinary review team and lived

28 Health & Social Care in the Community



experience advisors ensured data interpretations were frmly
grounded in a range of experiences, including those of
service-users. Whilst we were able to present a broad
overview of the existing research, synthesizing a large evi-
dence base inevitably leads to some loss of depth and nuance
from the literature, and readers are advised also to in-
terrogate the individual studies reviewed.

Tere are also some important perspectives missing from
this review. Most included studies were from high-income
countries in the global north that adopt a western medical
model of mental health. Terefore, the fndings presented
here cannot be extended to people and services in other
settings and countries. Furthermore, the fact that few studies
reported the sociodemographic characteristics of partici-
pants means we were unable to explore the impact of
racialisation and marginalisation on how support was re-
ceived. Furthermore, investigation into culturally informed
parenting and mental health support is needed to determine
its impact on engagement and outcomes for parents from
diverse backgrounds, and inform improvements to existing
services.

Whilst the number of studies focusing on parents’ and
professionals’ views of support was similar, the number of
professionals’ perspectives included in this review was far
greater than parents’ perspectives, meaning this review may
represent a somewhat unbalanced view of support for
parents. Furthermore, research into staf wellbeing in this
context remains scarce and future work should unpack the
impact of employee burnout on professional practice. As
outlined, the majority of parents’ perspectives in this review
are those of mothers, and exploring fathers’ perspectives
remains an important priority for future research. Future
research should also consider how the paternal role interacts
with mental health and children’s social services support and
outcomes, rather than viewing mothers as the sole target of
these interventions. Tis is especially important in light of
fndings that domestic violence, usually perpetrated by men
against women, leads to maternal mental health difculties
and child protection involvement [97].

5. Conclusion

Tis review found that parents with both mental health
needs and children’s social services involvement are often
parenting in a context of trauma and fnancial hardship
and want support to care for themselves and their chil-
dren. Some aspects of mental health support, such as
psychological therapy, can help parents develop conf-
dence in their parenting and build strong bonds with their
children, but the focus of current interventions tends to
neglect key factors contributing to parents’ difculties and
mental distress, such as fnancial hardship and a lack of
practical parenting support. Furthermore, support often
fails to address the interdependence of parent stability and
child welfare, or to consider how child protection con-
cerns intersect with other aspects of mothers’ identities,
resulting in the marginalisation or stigmatisation of
particular groups. Services should provide support to
parents earlier, preventing a downward spiral being

triggered by stressful service intervention and child
custody loss. Organisational constraints, such as the
fragmentation of services, act as further barriers to good
practice, and recent local initiatives addressing these ofer
valuable learning points.
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