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Abstract 

In New South Wales Australia, a newborn baby is removed from her or his mother into 

formal care when the NSW Department of Family and Community Services consider 

there is immediate risk of serious harm to the newborn baby. Family and Community 

Services may assume the care of a newborn by a Care Order given to the hospital 

and the mother. This is defined by the Children and Young Persons (Care and 

Protection) Act 1998 Section 442 Emergency Removal and is known as an 

‘assumption of care’ (AoC).  

This is frequently a deeply traumatic event for all concerned, not least the mother. 

Health professionals and others that may be involved include social workers, family 

and community case managers and midwives. Midwives are implicated in this event 

when child protection concerns are raised in pregnancy and or an Assumption of Care 

occurs just after birth.  Little was known about how this is experienced from those 

involved.  

This thesis presents a portfolio of works including two studies and four published 

papers.  Study One draws on data from Family and Community Services, describing 

the incidence and characteristics of babies (less than 7 days old) entered into out-of-

home care from 2006 to 2014.  Over this period of time 1,834 newborn babies were 

entered into care with a prenatal report and babies entered into care steadily increased 

each year.  Aboriginal and Torres Strait Islander babies were over represented. Few 

babies were restored to parents or adopted over this time. 

Study Two uses a narrative approach to explore the experience from the perspective 

of several groups: the women (the mothers) whose newborn baby was removed from 
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her care by Family and Community Services, the midwives and social workers who 

are actively involved in the process and Family and Community Services case 

managers who physically carry out the AoC. The women’s stories took centre stage in 

the analysis with those of the other players on the periphery. The stories are presented 

in three parts: a prelude; the focal point (AoC) and the coda (which brings the stories 

to a close). Significant intergenerational social and economic disadvantage and 

sometimes previous trauma was evident in the prelude, often accompanied by 

physical and mental health concerns.  The women’s stories of the event (AoC) are 

harrowing.  It is deeply traumatic and experienced as such by all concerned but most 

significantly by the mothers.  In addition, social workers and midwives feel 

professionally compromised where there is concealment associated with the AoC.  

The trauma is long-lasting for the women and they describe a disenfranchised grief; 

grief that is not socially sanctioned. There is little support afforded these women and 

their trust in health professionals has been lost. They continue as best they can though 

with the additional trauma brought by the experience of AoC, impacting an already 

complex life.  Many women experiencing Assumption of Care go on to have more 

babies. 

This thesis argues for two important changes to practice. Instead of the statutory 

process currently in place for maternity care a collaborative therapeutic justice model 

should be used and each woman who is at risk of her baby’s care being assumed by 

the state should be provided continuity of midwifery care. Therapeutic justice models 

are built on values that include the restoration of human dignity, of damaged human 

relationships, of compassion and caring, empowerment and the restoration of a sense 

of duty of a parent and the role of the community. Continuity of midwifery care models 

provide important benefits such as facilitating communication, mutual trust and respect 
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as well as clinically important outcomes improvements with no adverse outcomes. 

Continuity of midwifery care used in collaboration with other care providers enables 

health professionals to provide safe woman centred care for women with complex 

pregnancies and social situations.  

This study provides insights into the incidence and processes of AoC in NSW including 

the accompanying emotional and physical consequences for the women and the 

conflicting ethical and moral positions imposed upon the professionals involved in this 

practice. Recognising that we can do better, midwifery continuity of care and a 

therapeutic justice model is recommended for the future.  

 

Thesis length. 

237 pages / 83363 words 
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 CHAPTER1: Introduction 

The removal of the baby from his or her mother at the time of birth, when child 

protection issues are suspected, is known in NSW as an Assumption of Care (AoC).  

Child abuse is characterised by an interaction(s) with a child that is outside the 

parameters of normality and causes, or has the potential to cause, harm (physical or 

emotional). This includes a single or repeated event or a pattern of abusive 

interactions (Glaser 2000). It is not in the child’s best interest to leave a child in a 

situation where there are confirmed child protection concerns or the child is at ‘risk of 

significant harm’ (Cashmore 2009).  

Child protection in Australia is guided by the national framework ‘Working for 

Protecting Australia’s Children 2009-2020’. Each State and Territory has their own 

legislation and associated action plans to ensure Australia’s children and young 

people are safe and well. The Children and Young Person (Care and Protection) Act 

1998 legislates child protection in New South Wales (NSW) and the Department of 

Family and Community Services (FACS) is tasked with executing the NSW 

Government policy and delivering the Premier’s and the State’s priorities. 

(Government, 2016). 

The preferred option for a child is to remain safely in their home. FACS provides 

support to families and children in need however where the home environment is not 

safe the last resort is to place the child in out-of-home care (OOHC). If the child is 

deemed at risk of significant harm and in need of care and protection the NSW 

Children’s Court places an Order for the Director-General to provide temporary or 

permanent OOHC arrangements. If during a childbearing woman’s pregnancy there 

are reasonable grounds to suspect a newborn baby may be at risk of ‘significant harm’, 
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under section 25 of the Children and Young Persons Care and Protection Act 1998, a 

pre-natal report can be submitted to FACS. The report is investigated by FACS and is 

either not substantiated or substantiated. Substantiation does not necessarily require 

sufficient evidence for a successful prosecution and does not imply that treatment or 

case management was, or is to be, provided (Australian Institute of Health and Welfare 

2010).  However, a substantiated pre-natal report indicates there is reasonable cause 

for FACS to believe that the newborn baby is likely to be abused or neglected or 

otherwise harmed. As such FACS deems it is unsafe for the baby to be under the 

mother’s care and an AoC occurs within a few hours from the time of birth. When the 

newborn baby is discharged from the hospital he/she enters into out-of-home care, 

such as foster care.  

Coping with the aftermath of having a child removed by FACS is a very painful and 

traumatic experience for mothers/parents and close relatives, especially when the 

newborn baby is removed, within hours of birth, without any prior warning. For FACS 

the fundamental guiding principle is the ‘best interest of the infant or child’ however 

my research indicates that the physical and emotional effects on the mother are not 

only acute but enduring and so the decision to assume care cannot be taken lightly. 

Maternal fetal attachment starts in utero and separating a newborn baby from his/her 

mother at this most critical time can cause harm to the child (Moriceau & Sullivan, 

2005).  

While the best interests of the child must be the primary consideration, having care of 

a baby assumed by the state immediately after birth is potentially a devastating 

experience for the parents of the baby and usually especially so for the mother. It is 

also potentially a very difficult experience for the health professionals involved 
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particularly the midwife, whose profession is constructed on concepts such as woman 

centred practice, trust and partnership. The word ‘midwife’ (with woman) speaks to the 

centrality of the woman-midwife partnership in midwifery practice. 

Assumption of care is challenging from a variety of perspectives and even though the 

practice is increasing in NSW, few researchers have sought to understand the 

experiences of those involved or considered how we might be able to improve the 

process.  While the practice of AoC at birth may be necessary to protect some babies 

from harm, there may be ways that this can be accomplished that also focus on the 

needs of the mother; lessening wherever possible her suffering and working to 

maintain her relationships and trust in health care providers. 

In my professional life as a midwifery manager I noticed that, at the tertiary maternity 

hospital where I worked, changes to legislation [amendments to the NSW Children 

and Young Persons (Care and Protection) Act 1998] in 2008 had increased the 

number of AoC we were seeing. The next section describes my experience of 

Assumption of Care in midwifery practice which explains my interest in the topic and 

hence, motivation for focusing on this in my doctoral studies. 

Research Motivation: My story 

From 2000 until 2006 as the Midwifery Unit Manager of outpatient and birthing services 

at a large regional hospital in NSW, I was very aware of my own professional 

responsibilities for child protection. I had personally made notifications to Department 

of Community Services [DoCS, now known as Family and Community Services 

(FACS)] due to concerns I had for a baby’s safety. However in that Maternity Unit we 

had not experienced a newborn baby being removed from his or her mother for child 
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protection concerns. In 2006, I took a giant leap out of my comfort zone to become the 

Birthing Services Manager at a large tertiary hospital. The service provided maternity 

care for the local low risk population but also for women with complex pregnancies: 

medical, obstetric, psychosocial and problematic social histories. Women’s 

psychosocial risks included drug and alcohol use, domestic violence, a history of child 

abuse and neglect, mental health issues, poverty and homelessness.  Any concern 

about child protection and parenting capabilities of the parents required a multi-

disciplinary case discussion that in the majority of cases resulted in a mandated a 

seven-day postnatal stay for the mother. This time allowed for midwives, medical 

officers, social workers and Department of Community Services to assess the 

mother’s interaction with her newborn baby and establish if the newborn baby should 

be discharged in the care of the mother or placed in alternate care. Refusal of a woman 

to comply with this seven day postnatal stay or evidence of inappropriate care or 

behaviour during this stay necessitated earlier intervention. This practice was fraught 

with concerns for staff.  Being seen by the family as colluding with DoCS to remove 

their baby, the midwives often feared for their safety. When a removal was necessary, 

DoCS workers were always accompanied by security and police but this did not allay 

the safety fears of the staff for themselves and for the other women in the postnatal 

ward. The mother/family had no privacy during this time and frequently became angry 

and distressed when DoCS intervened early or when the baby was placed in care. 

Fear of an assumption of care resulted in attempts by some parents to abscond with 

their baby before the end of the seven days stay. 

Maternity staff can be confronted with many different dilemmas, sometimes personal 

but mainly from the work environment. Unexpected clinical outcomes, concerns over 

a termination of a pregnancy, a disgruntled encounter, aggressive behaviour, physical 
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and mental challenges, conflicting clinical and ethical management are all regular 

experiences. The Obstetric Director and I managed the birthing environment in a 

collaborative manner and supporting, counselling and listening to midwives and 

medical staff came under my remit.  With the increasing number of newborn babies 

being removed from their mothers at the time of birth midwives’ participation in AoC’s 

also increased. I witnessed, from all those involved, the devastation of an AoC, 

particularly so when the child bearing woman had not been informed prior to giving 

birth that her child was to be removed. Midwife means ‘with woman’ and this underpins 

midwifery’s philosophy, work and relationships and an AoC seemed to place the 

midwives in difficult moral and ethical position. Midwives felt angry when an impending 

AoC was concealed from the child bearing woman. The indication for the newborn to 

be removed from his or her mother was often not communicated to the maternity 

service.  

AoC situations are complex and highlighted to me a number of fundamental 

disjunctions with clinical, philosophical, moral and ethical concerns. The impact of an 

AoC potentially has bearing on many individuals including the woman, her immediate 

and extended family, the community, and the professionals involved; the midwives, 

social workers and FACS Case Managers. Concerned about the effect of the 

challenges on those involved in an AoC and the limited amount of research available 

at that time motivated me to focus on this issue in my doctoral studies using the 

question below.  

Research Question 

How does the practice of assumption of care (AoC) at birth in NSW affect the women, 

the midwives and the associated professions involved?  
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Aims of the Research 

The research aimed to: 

• gain an understanding of the effects of assumptions of care at the time of birth 

from the birthing women and the directly-involved midwives, social workers and 

case managers 

• explore how the participants in an assumption of care made sense of their 

experiences 

• confirm the number and demographics of newborn babies 7 days old or less  who 

entered into care for the first time in NSW 

• establish associations between the amendments to the NSW Children and 

Young Persons (Care and Protection) Act 1998 in 2008 and an increase in the 

number of newborn babies entering into care. 

Thesis Overview  

This thesis includes four papers drawn from two studies. The publications were 

accepted (three published papers) and one under review for publication throughout 

the author's candidature. The candidate is the principal author for each of the following 

papers. They are included here in the following thesis format: 

Chapter 1: Introduction 

Chapter 2: Background and published Paper 1: Guilty until proven innocent? - The 

Assumption of Care of a Baby at Birth. 
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This paper provides an overview of the history of child protection, the associated law 

and the 2008 amendments to the Child and Young Persons (Care and Protection) Act 

1998 in relation to the Assumption of Care at birth Practice. The objective of this paper 

was to explore the current practice of an Assumption of Care (AoC) where a newborn 

baby is removed from his or her mother at the time of birth, particularly focussing on 

the potential impact of the AoC on the midwives present. The paper suggested that 

the current practice of AoC can lead midwives to experience cognitive dissonance as 

the practice is not in alignment with professional midwifery values. 

Chapter 3: Literature Review 

This chapter focuses on existing literature pertaining to AoC at the time of birth for 

child protection concerns concentrating on the experiences of childbearing women 

who have faced an AoC at the time of birth, health professionals involved including the 

midwives, social workers and also FACS case managers. This chapter highlights that 

the deficiency of data on the number, characteristics and outcomes of newborn babies 

who are entered into care within seven days of birth in NSW inhibits establishing the 

scope of the issue and there is limited research to date that examines the experience 

of an AoC at birth.   

Chapter 4: Methodology, methods and published Paper 2: Choosing wisely: 

Researching sensitive topics with vulnerable people using Narrative Inquiry.  

This chapter presents the methodology of narrative inquiry and the methods 

undertaken to complete the two studies that together constitute this thesis. The first, 

an observational cohort study aimed to describe the characteristics and outcomes of 

newborn babies entered into care in NSW from 2006 to 2014 followed by the second, 
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a narrative inquiry exploring the experiences of those directly involved in AoC; drawing 

on interviews with women, midwives, social workers and FACS case managers.  

The published paper addresses the challenges faced by a researcher when exploring 

a sensitive topic with vulnerable women. This paper draws attention to the need to 

establish and maintain trust and share power with women who have experienced an 

AoC at birth.  In relation to Study Two, narrative inquiry with researcher reflexivity, the 

process by which the researcher considers the way their presence, knowledge and 

perspective can influence the research process, is offered as the best methodological 

fit to provide a safe, balanced and cooperative relationship between the participant 

and the researcher. 

Chapter 5: Results Study One. Published Paper 3: Characteristics and outcomes of 

newborn babies who first entered into care (EIC) within 7 days of birth in NSW 

Australia. 

In Australia children under the age of one are the largest age group in out-of-home 

care. The study, set in NSW, identified that newborns entering into care within 7 days 

of birth make up a significant proportion of the under one years of age group. 

Inequalities between Aboriginal and non-Aboriginal newborns in the child protection 

system were identified and emulate other similar studies and Government Reports. 

The findings on the length of time in care, a low adoption rate and fundamental links 

between newborns entered into care at such an early age and restoration to parental 

care have important implications for development of policy and programmes in NSW 

for both Maternity care providers and child welfare programmes. This study is the first 

to contribute to research outlining the characteristics of newborns removed by an 

assumption of care at birth and subsequently placed into out-of-home care. 
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Chapter 6: Results Study Two and published Paper 4: The power of a story: A holistic 

narrative analysis of Assumption of Care at Birth.  

Using narrative inquiry this study focused on increasing understandings of the complex 

experiences involved in the child protection practice of AoC at the time of birth to 

consider from the perspectives of individuals in four distinct groups: childbearing 

women, midwives, social workers and FACS case managers. With the use of holistic 

form intertwining plots of power, concealment and disenfranchised grief were 

recognised as negative tensions that result in numerous adverse effects for those 

involved in an AoC. The recommendations for maternity care practice incorporated a 

collaborative therapeutic justice process linked to a partnership built on strong 

interdisciplinary relationships and continuity of midwifery care models for all women 

with complex pregnancies. 

Chapter 7: Discussion, Summary and Recommendations 

This chapter returns to the study’s aims and discusses the finding from both the 

quantitative and qualitative studies and elaborates on the three recommendations from 

this research.  

Chapter 8: Conclusion, Limitations, Contributions and Future Directions 

This chapter outlines the limitations of this research. This chapter highlights the 

significant contribution this thesis makes to the current limited body of work on the 

experience of an AoC at the time of birth. This study identified many negative 

consequences of the current practices and considers a direction for future research 

that is necessary to add to the current body of knowledge.  
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Chapter Summary 

This chapter introduced the concept of Assumption of Care and described my 

motivation for the study. It also outlines the research question and aims and provided 

an overview of the structure of the thesis.  

The next chapter presents the first of my published papers and provides background 

to child protection practices and the associated child protection legislation in Australia. 
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CHAPTER 2: Background 

Introduction 

This chapter includes paper 1 published during candidature in the journal Women and 

Birth in 2015. It is reproduced here verbatim. The paper covers the background to child 

protection, the legislative framework and the NSW practice of an Assumption of Care.  
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1. Vignette 

 

Amanda a 35 year old mother of 2, presented for her 

antenatal booking visit at 16 weeks gestation. Her 
psychosocial screening revealed a past history of 

Domestic Violence (DV) and dealings with the 

Department of Community Service (DoCS). Amanda’s 
previous contact with DoCS was for assistance with out-

of-home care for her children while she left her violent 

partner. She was now in a new stable relationship and the 
pregnancy was planned. Because of her history with 

DoCS the midwife was mandated to submit a Prenatal 

Report to DoCS. With regular antenatal care no further 
action was taken. 

Amanda attended all her antenatal visits and at 39 

weeks gestation presented in labour. She developed a 
trusting relationship with her midwife and her baby was 

born at 5 pm. As a Prenatal Report had been made the 

obligatory birth notification to DoCS was completed. A 
follow up call from DoCS indicated that within an hour 

Amanda would be served with a Court Order signifying 

an assumption of care (AoC). No indication was given as 
to the reason for the AoC however security back up was 

requested. Owing to the risk of ‘‘flight’’ Amanda was not to 

be informed. Although Amanda’s antenatal history 
indicated past DV and DoCS involvement the midwife 

had no child protection concerns. 

Two security officers cordoned off the area prior to 
the AoC. When the DoCS case manager arrived 

introduced herself and explained the purpose of her visit 

the family were distraught. After being told to say good 
bye to their baby the case manager took him away. 

Although Amanda pleaded with the midwife to help stop 

her baby being taken there was nothing the midwife 
could do. All Amanda could do was to pack up and 

leave the unit without her baby. 

 
 

2. Introduction 

 
This is a fictitious vignette but it highlights some of 

the issues that arise due to assumption of care practices. 

Over the past four years there has been a significant 
increase in the number of babies being removed from 

their mothers in the birthing environment because of 

child protection concerns (Wickham, 2009). In NSW 
the Department of Community Services (DoCS) is 

involved and the process is known as ‘assumption of 

care’. This paper does not enter into the debate around 
individual child protection cases but focuses instead on 

the actual practice and effects of AoC at birth. The effect 

of AoC is devastating for the woman. It also raises 
complex issues for all professionals involved. For 

midwives charged with the responsibility to provide 
‘‘woman centred care’’, AoC of a baby following birth 

can present particular clinical, moral and ethical 

challenges. This paper provides background 
information on the practice of AoC, an overview of the 

history of child protection and the associated laws that 

govern child protection (specifically in New South 
Wales), discusses the issues that the practice raises for 

midwives and the implications on antenatal care. 

 

3. Background 

 

Child protection is everybody’s business (National 
Government of Australia, 2009) and is as much a concern 

for midwives as it is for others in our community. Child 

abuse and neglect are not new problems but concerns are 
perhaps elevated now more often due to routine 

psychosocial and domestic violence screening that 

increasingly form part of antenatal care in Australia and 
internationally. In Australia formal antenatal 

psychosocial screening was first introduced in Sydney. 

The initial 2001 version consisting of 31 questions and in 

conjunction with the Edinburgh Depression Scale (EDS) 
was used to identify women with psychosocial risk 

factors. The number of questions has been reduced and 

with the EDS is used routinely to identify and refer 
women to appropriate support and early intervention 

services (Matthey et al., 2004).  

In NSW health policy mandates psychosocial 
assessment and depression screening for all women at the 

antenatal booking visit and at six to eight weeks after 

birth (NSW Department of Health, 2009). The combined 
screening occurs at the woman’s first midwifery 

antenatal booking visit and identifies women with 

psychosocial vulnerabilities such as adverse childhood 
experiences, domestic violence, drug and alcohol or 

mental health issues or a history with the DoCS, as seen 

in the above vignette. NSW health policy directives 
clearly outline health care worker’s responsibilities for 

mandatory reporting of any child at risk of harm. 

Despite policy and mandatory child protection and 
training aiming to equip health and related workers with 

the necessary knowledge and skills, Woods suggests 

there remains a lack of understanding of the principles of 
child protection (Wood, 2008c). Additionally the 

practice of health care professionals varies depending on 

the maternity facility’s location, service capabilities, and 
the associated support systems/services in place. 

Midwives play a role in the AoC of babies who are 

deemed to be at-risk from birth. Participating in the 
removal of babies from their mothers during this time can 

conflict with the fundamental role of midwives and can be 

a source of great distress. Little is known about how best to 
conduct the process of AoC in order to protect the 

emotional, professional and social safety of all of those 

involved. 
 

4. History of child protection 

 
In 1796 Thomas Spence published ‘The Rights of 

Infants’, which is among the earliest English-language 

assertions of the rights of children (Bonnett, 2007). 
Australia’s history of child protection begins in the United 

Kingdom where in 1889 the parliament passed the 

‘‘children’s charter’’ which was designed to prevent cruelty 
to children. Following this, police had the power to enter a 

home to arrest anyone found physically ill-treating a child. 

The Child Protection Act of 1908 specified that foster 
parents had to be registered and changed the accountability 

of sexual abuse within families from the clergy to that of 

the State. In Australia, with increasing public awareness 
of child protection issues, the first child protection 

society, the National Society for Prevention of Cruelty to 

Children (NSPCC), was established in NSW in the late 
19th century (National Society for the Prevention of 

Cruelty to Children, 2000). The Victorian and Western 
Australian NPSCC followed in 1984 and 1906 

respectively. These groups were responsible for 

investigating and reporting child abuse and neglect; a 
mandate that continued well into the 20th century  

(Jeffreys & Stevenson, 1996) (Scott & Swain, 2002). By 

the end of the 19th century each Australian State and 
Territory had Children’s Courts and legislation to protect 

children from recognisable forms of maltreatment. This 

included physical abuse and denying medical treatment 
to a sick child. 

Up until the 1950s neglected or abused children were 

placed in institutionalised children’s care facilities but 
concerns about the standard of living led to children 

being placed in smaller group care (Liddell, 1993). 

Although legislation and Children’s Courts had been 
established, it wasn’t until the early 1960s that 

governments and the general public became interested 

and involved in child protection (Fogarty, 2008). The 
catalyst for this was research by Kempe, Silverman, 

Steele, Droegemueller, and Silver in 1962 that identified 

the ‘‘battered-child syndrome‘‘ (Kempe, Silverman, 
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Steele, Droegemueller, & Silver, 1962). The research 

described   physical injuries in children that were caused 
by physical abuse by caregivers resulting in a significant 

cause of childhood disability and death for children under 

the age of 3 years (Lonne, Parton, Thompson, & Harries, 
2009). Subsequent pressure placed by medical staff and 

media led state governments to establish and enhance 

systems for investigating and dealing with child abuse 
and neglect in Australia. 

Legislation defining child abuse and neglect were 

expanded to include emotional abuse, neglect, sexual 
abuse and physical abuse with the age increased to 

include young people up to the age of 18 (Lonne et al., 

2009). Tasmania first introduced legislation for 
mandatory reporting of child abuse and neglect (1974) 

followed by South Australia, New South Wales and 

Queensland. It is now in place Australia wide. Since the 
late 1990s Australian state and territory governments 

have acknowledged the importance of a collaborative 

child protection model to support families and have 
subsequently adopted ‘new’ models of child protection 

and family support services (Bromfield & Irenyi, 2009; 

Child Family Community Australia (CFCA), 2009). 
Despite Australia being established as a Common- 

wealth in 1901 child protection services remain state 

based, governed by differing legislation and practices. 
Australian state and territory governments agree that 

statutory child protection services in isolation are unable 
to provide support to all families in need. Child 

protection approaches now encompass the belief that 

protecting children is everyone’s business and that 
parent’s, communities, governments, non- government 

organisations and businesses all have a role to play. The 

contemporary public health model provides a frame- 

work where preventative interventions are categorised as 
primary, secondary or tertiary. Secondary prevention 

interventions are provided to families who are deemed to 

be at risk of child maltreatment, while tertiary child 
protection services are deemed to be a last resort for 

families where child abuse and neglect has occurred 

(Holzer & Lamont, 2009).  
 

5. The legislative framework 

 
5.1. National perspective 

 

The National Framework Working for Protecting 
Australia’s Children 2009–2020 was released by the 

Australian Government in April 2009 (Australian 

Government, 2009). The National Framework represents 
for the first time cooperation and collaboration between 

Australian state and territory governments and non-

government organisations in order to protect children. 
The emphasis in the plan is on early intervention 

programs, better support for children in care and their 

families, and improved information-sharing between the 
states and territories. Although the states and territories 

retain responsibility for statutory child protection under 

the National Framework they each have responsibility to 
report their progress and outcomes in relation to the 

National Framework (Council of Australian 
Governments, 2009). Table 1 describes the state and 

territory departments responsible for child protection in 

each jurisdiction along with relevant legislation in 
Australia. 

 
 
5.2. New South Wales 

 

In 2007 two young children who were well known to 
DoCS died tragically from child abuse and neglect. These 

two cases became the focal point of public concern and 

media attention. The parents of Shelley Ebony Ward aged 
seven years, were convicted of starving her to death in 

October 2007. Her mother was found guilty of murder and 

her father guilty of manslaughter. One month later in 
November 2007, Dean Shillingsworth, aged two years and 

seven months old, was found in a suitcase floating in a duck 

pond in a Sydney reserve. His mother was charged with 
murder. Shelley, Dean and his siblings were known to 

DoCS. DoCS had lost contact with Shelley when she was 

two years old. Dean and his siblings were subjects of 34 at 
risk of harm notifications from 2002 till Dean’s death. Both 

deaths were reviewable under section 35 of the Community 

Services (Complaints, Reviews and Monitoring) Act 1993  
(NSW Ombusman, 2009).  

The Special Commission of Inquiry into Child 
Protection Services in New South Wales, headed by 

Justice James Wood AOQC was established on 14 

November 2007 to investigate the safety and welfare of 
all children and became known as the ‘‘Wood’s 

enquiry’’(Wood, 2008c). At the time of Shelley and 

Dean’s death people who work with children were 
mandated to notify DoCS if they suspected any child at 

risk of harm. Justice Wood noted that DoCS were 

overflowing with reports of ‘‘at risk’’ children and 

children with genuine risks were overlooked, 
undermanaged and not supported effectively. Justice 

Wood’s report, handed down on November 24, 2008 

recommended changes within the child protection system 
to cope with future levels of demand and included a 

change to the mandatory reporting from a child at risk of 

any harm to a child at risk of ‘‘significant harm’’. 
Following the Woods enquiry The Child and Young 

Persons (Care and Protection) Act 1998 was amended in 

2009. As a result the NSW Government developed a five 
year (2009–2014) comprehensive plan, known as 

‘Keeping Them Safe: A shared approach to child 

wellbeing’ was introduced to reform the child protection 
system in NSW(Special Commision of Inquiry into Child 

Protection Services in NSW, 2009). The implementation 

was staged to ensure training and supports were in place. 
The amendments to the Child and Young Persons (Care 

and Protection) Act 1998 that influences an AoC at birth 
are sections 23, 44, 45 and 106A (NSW Government 

Legislation, 1998). This paper focuses on these particular 

sections. The relevant changes are summarised as 
follows. 

 

5.3. Section 23 
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The expanded Section 23 (f) establishes that a child or 

young person is at risk of significant harm if 
. . ..(f) the child was subject of a pre-natal report 

under section 25 and the birth mother did not 

engage successfully with support services to 
eliminate, or minimise to the lowest level 

reasonably practical, the risk factors that gave rise 

to the report. . . 
Prenatal reports are fundamentally designed to enable 

agencies to organise services that can potentially be of 

benefit to the mother and the unborn child or to prepare 
appropriate statutory/ protective intervention following 

the birth of the child (section 25 Child and Young Persons 

Care and Protection Act) (Expert Group Models for a 
NSW Health Children and Young People’s Health 

Authority (NSW Kids), 2012). As in the vignette the 

woman is informed that a prenatal report has been 
submitted to DoCS and contacting DoCS will establish 

what requirements are essential to consider her suitable 

to parent this baby, e.g. parenting courses. In the majority 
of cases prenatal reports are not seen as a priority until 

the baby is born (Wickham, 2009). Besides identifying 

children at risk of serious harm the NSW Mandatory 
Reporting Guide suggests that inadequate preparation for 

birth is a risk factor that indicates a prenatal report. This 

includes a woman not engaging or effectively engaging 
or obtaining adequate ante- natal care, and who has not 

made necessary arrangements for the child’s birth and the 
birth is imminent (NSW Government, 2013). Once a 

prenatal report is made, under section 25 of the Act a 

notification to DoCS is obligatory at the time of the birth. 
This information is entered onto DoCS client information 

system – the Key Information and Directory System 

(KiDS). Subsequently this birth notification can lead to an 
unplanned AoC at birth, as occurred in Amanda’s story. 

 

5.4. Section 44 
 

If the Director-General 

. . .(a) suspects on reasonable grounds that a child 
or young person is at risk of serious harm, and 

(b) is satisfied that it is not in the best interests of 

the child or young person that the child or young 
person be removed from the premises in which he 

or she is currently located signed by the Director-

General and served on the person (whether or not 
a parent of the child or young person) who 

appears to the Director-General to be in charge of 

the premises. . . 
This amendment gives the Director-General the ability to 

remove the newborn from the mother in hospital if DoCS 

are concerned that the newborn is at ‘‘serious risk of 
harm’’ or has an unsubstantiated prenatal report. In order 

for a report to be substantiated the child protection 

agency needs to have investigated and evaluated the case 
to determine if there are safety issues. 

If the allegations of abuse or neglect are validated, the 

child protection agency and/or courts will evaluate the 
case and determine what level of intervention is 

necessary. An unsubstantiated prenatal report can either 

be that: 
● DoCS have investigated and evaluated the case and 

no safety concerns have been identified or 

● a prenatal report has been made and at the time of 

the baby’s birth the case has not been investigated or 
evaluated. 

 

5.5. Section 45 
 

If a child or young person is removed or assumed by 

an order under section 44, the Director-General must 

explain to the Children’s Court within 3 working days 

after the day on which the removal or assumption of care 

occurs why the removal of the child or young person 
without a warrant was considered to be necessary as well 

as making a care application to the Children’s Court for 

a. an emergency care and protection order 
b. an assessment order 

c. any other care order 

If at the first session the magistrate is satisfied, on 
reasonable grounds that the baby is at risk of serious harm 

an interim care order is made and a hearing date set, usually 

2–4 weeks later. The amendment to Section 45 means that 
a woman, whose baby is removed at birth, can have limited 

or no access to her baby for weeks until the court process is 

resolved. Babies held skin-to-skin with their mothers cry 
less often, have less breathing difficulties, and stay warmer 

than babies who are separated from their mothers. Mother– 

infant interaction and breast feeding is enhanced with close 
contact (Moore, Anderson, Bergman, & Dowswell, 2012). 

Women who experience an AOC at birth, usually request 

immediate discharged from hospital, have limited postnatal 
care and therefore do not have adequate support or access 

to the baby to breast feed (Crenshaw, Klaus, & Klaus, 

2004).  
 

5.6. Section 106A 

 
. . .The Children’s Court must admit in proceedings 

before it any evidence adduced that a parent or 

primary care-giver of a child or young person who 
is the subject of a care application: 

(i) from whose care and protection a child or 
young person was previously removed by a court 

under this Act or the Children (Care and 

Protection) Act 1987, and 
(ii) to whose care and protection the child or 

young person has not been restored. . . 

 Evidence adduced under subsection (1) is 
prima facie evidence that the child or young 

person the subject of the care application is in 

need of care and protection. 

 A parent or primary care-giver in respect of 

whom evidence referred to in subsection (1) has 
been adduced may rebut the prima facie evidence 

referred to in subsection (2) by satisfying the 

Children’s Court that, on the balance of 
probabilities: the circumstances that gave rise to 

the previous removal of the child or young person 

concerned no longer exist. . . 
If a woman has had a previous history identified with DoCS 

as was the case with Amanda in the vignette, or if a prenatal 

report has not been substantiated, an emergency care and 
protection order leading to an AoC at birth can be initiated 

without quantifiable evidence as per section 106A. The 

mother or parents in the Children’s Court have to assert that 
the circumstances that gave rise to the previous   removal 

of the child or young person concerned no longer exist. 

Instead of the Principle of Fundamental Rights that one is 
considered innocent until  proven  guilty,  this  legislation 

allows for one to be guilty until proven innocent (Human 

Rights Act 2004). The burden of proof is thus on the 
woman or her family to collect and present enough 

compelling evidence to convince the Court by evidence 

and testimony that is legally admissible that the accused is 
innocent beyond reasonable doubt and the newborn is not 

at risk of ‘‘significant harm’’. If reasonable doubt remains 

the Court can continue with a care and protection order 
with arrangements for contact in place. 

 

6. Impact of the changes to the act 

 

Prior to these amendments at risk families were 
identified and engaged in the antenatal period. Using a 

multidisciplinary approach an extended hospital 

postnatal stay assessment process allowed parents to 
participate in planning and developing strategies to lower 

the risk to the newborn. DoCS case managers, midwifery 

and allied health professionals jointly evaluated and 
assessed each individual case over a 7–10 day period. If 
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the indications warranted a Care and Protection Order 

DoCS then submitted a report to the Children’s Court and 
an AoC occurred usually in the second week of the 

baby’s life (Wickham, 2009). 

Although multi-disciplinary antenatal case planning 
meetings occur when a woman is identified with 

psychosocial vulnerabilities the impact of the 2009 

amendment to the Children and Young Persons (Care and 
Protection) Act 1998 has influenced the planning and the 

AoC process. Although the actual statistical information 

of AoC at births are not reported by AIHW in Child 
Protection Australia annual reports babies in Out-Of-

Home Care <1 year of age are reported and these 

statistics would include babies who have been removed 
by AoC at birth. Although unreported anecdotal evidence 

suggests a higher number of babies undergo an AoC by 

DoCS, this is now occurring immediately after birth and is 
directly linked to Amendment 106A. DoCS does not have 

to build or submit evidence to create a ‘‘at risk of serious 

harm’’ case as 106A automatically establishes the baby 
is at risk of harm and therefore removed from his or her 

mother at birth and placed in foster care (Ainsworth & 

Hansen, 2009). The onus of proof now lies with the 
mother, as seen in the vignette with Amanda or parents to 

prove, at court, that the child is not at significant risk of 

harm. 
 

7. Discussion 

 

AoC is a highly emotive and traumatic event for all 

concerned, especially the parents. It also raises 
significant issues both for maternity services and for the 

profession of midwifery. Midwives have always played a 

vital role in caring for women and their families and our 
roles have evolved and advanced, not only with 

contemporary evidenced based practice but also with 

society’s changing needs. However the practice of AoC 
at birth particularly in NSW brings us into conflict with 

several of the standards/values of our professional Codes. 

 
7.1. Assumption of care and the midwife 

 

The midwifery philosophy is based on the word ‘mid-
wife’ which literally means ‘‘with woman’’, therefore 

the midwifery philosophy aligns midwives with women 

first and foremost. Midwifery practice in Australia is 
guided by the Australian College of Midwives (ACM) 

philosophy and professional and regulatory documents 

that include the Midwifery Code of Conduct and Code of 
Ethics (Australian Nursing and Midwifery Council 

(ANMC), 2009). Read in conjunction these documents 

provide mid- wives with a framework to guide practice 
both professionally and ethically. 

The Code of Ethics informs women receiving 

midwifery care, of the human rights standards and ethical 
values they can expect midwives to uphold (The Nursing 

and Midwifery Board of Australia, 2008). This includes 

recognising, respecting, actively promoting and 
safeguarding the right of each woman and her infant(s) 

to the highest attainable standard of midwifery care as a 

fundamental human right. The Code acknowledges that 
violations or lack of attention to human rights can have 

serious health consequences. 

The Midwifery Code of Conduct has ten standards 
underpinned by three principles (Australian Nursing and 

Midwifery Council (ANMC), 2010); 

1. Midwives practice competently in accordance 
with legislation, standards and professional practice. 

2. Midwives practice within a woman-centred 

framework. 
3. Midwives practice midwifery reflectively and 

ethically. 

There are times when practices associated with Assumption 
of Care (enabled by Child Protection legislation in NSW) 

bring midwives into conflict with principles two and three 

above. We contend that at times, practices associated with 

Assumption of Care are not woman centred and in 
colluding with these practices, midwives are not practicing 

ethically. 

Ethical practice is based on human engagement in 
relationship, not merely abstract principles. Midwives 

take a holistic approach which allows the woman to 

define her social, emotional, physical, spiritual and 
cultural needs and expectations while upholding the trust 

and privilege inherent in the relationship between 

midwives and each woman. This trust also extends to the 
community and their faith and confidence in the 

midwifery profession. 

The risk of ‘‘flight’’ as seen in the vignette is used as a 
reason not to inform a woman of an impending AoC. This 

creates an environment of deception and it is here that 

midwives are brought into conflict most notably with the 
midwifery philosophy and standards for ethical and 

professional practice. Withholding information related to 

child protection concerns or a planned Assumption of 
Care denies women the opportunity to make fully 

informed decisions that will impact profoundly on their 

future including engaging with services that might assist 
them to work towards agreed goals and make the 

necessary changes to their situation or lifestyle. What is 

more, in withholding this information from women, 
midwives are colluding in this deception and this practice 

challenges any notion of ‘‘woman-centred’’ care and 
profoundly impacts on the relationship of trust and 

respect that underpins midwifery practice. 

 
7.2. Cognitive dissonance 

 

Cognitive dissonance occurs when an individual must 
accommodate two contradictory beliefs, ideas or values 

at the same time or when their actions do not align with 

their beliefs or values (Festinger & Carlsmith, 1959). 
This can occur when there is conflict between workplace 

and personal or professional values or as in the example of 

Assumption of Care, when the practice contradicts 
midwifery values of; respect for women, informed choice 

and consent and a desire to provide woman centred care 

and develop a trusting relationship with women. 
Feininger’s cognitive dissonance theory suggests that we 

inherently attempt to hold all our attitudes and beliefs in 

harmony and avoid disharmony (or dissonance) 
(Festinger, 1962). Dissonance occurs when we are unable 

to reconcile opposing values and or practices and this 

produces discomfort and stress, often manifesting in 
anger, sadness and anxiety. 

The experience of dissonance is unpleasant and once 

identified, we are motivated to reduce or eliminate it, and 
achieve consonance by one of three actions: 

1. Focus on more supportive beliefs that outweigh the 

dissonant belief or behaviour.  
2. Reduce the importance of the conflicting belief. 

3. Change the conflicting belief so that it is 

consistent with other beliefs or behaviours (Festinger & 
Carlsmith, 1959).  

The more elements that are personally valued, the greater 

the dissonance. The pressure to reduce cognitive dissonance 
is a function of the degree of this dissonance. 

Midwives identify their relationships with women and 

their families as a crucial component of job satisfaction 
(Hunter, 2005). However the context in which care is 

provided during AoC can hamper the formation of 

meaningful relationships. When midwives experience 
dissonance this impedes not only the quality of 

relationships with women but also the emotional aspects 

of midwifery, midwives’ job satisfaction and ultimately 
workforce retention (Hunter, Berg, Lundgren, 

Ólafsdóttir, & Kirkham, 2008).  

 
7.3. Implications for antenatal care 
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There is a real risk that the amendments to the Act as 

outlined above, will mean that some of our most 
vulnerable women (those with prior involvement with 

DoCS) will avoid antenatal care. These women are 

sometimes reluctant to engage with services because of 
the lack of continuity of service providers, time 

constraints on service providers and the fear of having 

their children removed. These factors also create a major 
barrier to disclosure, particularly so for Aboriginal 

women (Laing, 2003).  

Studies clearly demonstrate that antenatal care 
prevents health problems for both the woman and her 

baby (Banta, 2003). There are a number of social and 

environmental factors that impact on this groups’ 
engagement with maternity services including; fear that 

disclosure will worsen the situation, worry about the 

healthcare professionals’ reaction and social services’ 
involvement. 

All women have the right to participate in decisions 

about their care but this is not possible without full 
disclosure. Vulnerable families may need different levels 

and intensities of intervention or support at different 

times as their circumstances change. Their needs are 
likely to increase at differing stages and therefore warrant 

flexible multi agency networks and partner- ships models 

across the continuum. A nonthreatening, non- 
judgmental antenatal service run by culturally sensitive 

staff may increase uptake and access to antenatal care for 
marginalised women (Shepphard, Zambranab, & 

O'Malley, 2004). The ultimate aim is always to reduce 

the number of births where child removal is necessary. 
This necessitates finding a balance between child and 

family preservation and child protection. Vulnerable and 

marginalised women require good quality antenatal care 
that is collaborative, flexible in terms of the woman’s 

needs, have open disclosure, honesty and provide 

information that will allow the woman a choice. 
Antenatal care that provides support to pregnant women 

and maximises preventative and  early  intervention 

strategies  to promote the health of the woman as to 
enable vulnerable women to take action to improve their 

social  circumstances  and so potentially avoid AoC 

(Australian Institute of Health and Welfare, 2012). 
Trusted relationships are crucial to successful 

engagement with the most vulnerable families. 

Relationships built on rules, such as confidentiality, 
honesty, respect for differences; parental empowerment 

and a collaborative approach are crucial (Downe, 

Finlayson, & Fleming, 2010).  
 

8. Conclusion 

 
This paper provides an overview of the history of 

child protection in Australia and an analysis of the 

recent changes to legislation impacting on child 
protection in NSW. Assumption of Care practices in 

NSW raise significant issues for midwives in relation to 

the midwifery codes of ethics and conduct and 
importantly, to their ability to work in ways that honour 

a ‘‘woman-centred care’’ philosophy. 

Further research is required to understand the impact of 
current Assumption of Care on midwives and other 

health professionals involved. Consideration must also 
be given to ways of working with these vulnerable 

families to enhance the acceptability and efficacy of 

maternity services and empower them to work with 
agencies to improve their health and social 

circumstances which in turn will decrease the need for 

Assumption of Care at birth. 

References for the publication above have been included in the thesis reference list. 
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Chapter Summary 

This chapter set the scene for this thesis by providing the history and background to 

child protection, the legislative framework and the current NSW practice of an 

Assumption of Care. Paper 1 acknowledges the devastating effect of an AoC not only 

on the childbearing woman and her family but also on the midwives in relation to the 

midwifery codes of ethics and conduct and their ability to work in ways that honour a 

‘woman-centred care’ philosophy. The next chapter establishes the basis of the topic 

by identifying literature pertaining to the area of this study.  
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CHAPTER 3: Literature review 

Introduction 

This chapter highlights existing literature pertaining to an AoC experience at the time 

of birth for child protection concerns. First, it situates AoC within the legislation relating 

to child protection. Secondly, it reviews the current evidence relating to the emotional 

experiences of childbearing women who have faced an AoC at the time of birth. 

Thirdly, it examines the experiences of the health professionals involved; the midwives 

who provide care for the woman and newborn, the social workers and the Family and 

Community Services (FACS) case managers who engage with women during an AoC. 

Finally, the potential for further research to better understand significant issues 

previously not studied are highlighted. 

National child protection and the legislative framework 

In Australia the National Framework for Protecting Australia’s Children 2009-2020 

provides details of mandatory reporting outcome measure indicators for each State 

and Territory government to ensure Australia’s children and young people are safe 

and well. Although each state and Territory has their own child protection legislation 

each has similar child protection services, see Appendix B. In New South Wales 

(NSW) FACS is responsible for the governance of child protection services and 

associated processes. This encompasses notifications, investigations, 

substantiations, care and protection orders, out-of-home care (OOHC) and family 

support services (Australian Institute of Health and Welfare, 2016). Out-of-home care, 

an intervention of last resort, is utilised when the home environment is not considered 

safe and the child is in risk of ‘significant harm’.  
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Following the deaths of several children known to child protection authorities in New 

South Wales, a Special Commission of Inquiry into Child Protection Services in NSW 

was conducted by the Honourable James Wood (AO QC). The associated report, 

published in November 2008, recommended a number of changes to child protection 

services and legislation (Wood, 2008c). One amendment to the NSW Child and Young 

Persons (Care and Protection) Act 1998 changed the mandatory reporting criteria from 

a notification of a child ‘at risk of harm’ to a child ‘at risk of significant harm’. The 

notification, after investigation by FACS, would be  either ‘substantiated’, there is 

sufficient reason to believe that a child has been or is likely to be at risk of serious 

harm or ‘not substantiated’ (White, 2005). If a prenatal report submitted on an unborn 

baby was substantiated and endorsed by the Children’s Court, under Section 106A of 

the NSW Children and Young Persons (Care and Protection) Act 1998,  FACS has 

statutory power to remove the  newborn baby, by a court order, from his/her mother 

within hours of birth. The process known as an ‘assumption of care’ (AoC).  

According to the National Framework for Protecting Australia’s Children 2009-2020 

protecting Children is everyone’s business however under the NSW legislation, 

hospital staff including midwives, have the added responsibility of being mandatory 

reporters and must report suspected cases of child abuse and neglect to government 

authorities (Council of Australian Governments, 2009). AoC is a traumatic event that 

brings child protection firmly into the province of childbearing women and health care 

providers including midwives and social workers (Marsh, Browne, & Davis, 2015). 

Midwives work in partnership with individual childbearing women throughout 

pregnancy, labour, birth and into the postnatal period responding to the psychological, 

physical, emotional and spiritual needs of childbearing women, whatever their 
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circumstances. The process of assumption of care, particularly when planned without 

the child bearing woman’s knowledge, brings midwives and health care professionals 

into conflict with their personal and professional values and ethics (Marsh et al., 2015). 

National Prevalence and trends 

Australian state and territory data on the characteristics of children receiving child 

protection and support services is published annually by The Australian Institute of 

Health and Welfare (AIHW). As of 30 June 2016, nationally there were 46,500 children 

in OOHC - a rate of 8.6 per 1,000 Australian children and almost 31,000 (67%) of 

these children had been in ‘long-term care’ for two or more years. Forty-six percent of 

these were children under five years of age and approximately 18% were under one 

year of age (Australian Institute of Health and Welfare, 2016). NSW had the second 

highest rate of children in OOHC at approximately 10.4 per 1,000 children following 

the Northern Territory with the highest at 16.2 per 1,000 children.  

During 2015-16, 46,632 Aboriginal and Torres Strait Islander children received child 

protection services: a rate of 157.6 per 1,000 children compared with a rate of 22.0 

per 1,000 for non-Indigenous children. In 2015-16, 12,903 (43.6 per 1,000) Aboriginal 

and Torres Strait Islander children were the subject of a child protection substantiation-

almost seven times the rate of non-Indigenous children (6.4 per 1,000). This rate is 

consistent with findings for previous years. 

The Aboriginal and Torres Strait Islander Child Placement Principle has preference for 

the placement of Indigenous children: with the child’s extended family, within the 

child’s Indigenous community or with other Indigenous people. Nationally at 30 June 

2016, there were 16,846 Aboriginal and Torres Strait Islander children in OOHC: a 

rate of 56.6 per 1,000 children. The highest proportion of Aboriginal and Torres Strait 
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Islander in OOHC was in NSW (6,652) a rate of 71.6 per 1,000 compared to 6.9 per 

1,000 for non-Indigenous children in OOHC in NSW. 

A large proportion of children in OOHC are under five years of age. The data for 2015-

2016 indicated that the highest percentage of the total number children in care was in 

the < 1 year of age (37.6%) category (Australian Institute of Health and Welfare, 2016). 

The numbers for this age group are consistently higher than any other age group and 

increasing annually. Although data are not available for Aboriginal and Torres Strait 

Islander < 1 year age group Indigenous children in out-of-home care were over-

represented across all age groups but particularly so in children aged one to four.  

Infants < 1 year of age are the most vulnerable of all however the published statistics 

do not segregate the < 1 year into age sub groups and is not published and unavailable 

to those outside Child Protection Services. We do know that in 2015-16 nationally 

12,829 children were admitted to OOHC and 2,373 (18.5%) of these were infants aged 

< 1 year of age (Australian Institute of Health and Welfare, 2016). We do not know 

how many of these are newborn babies; the most vulnerable age group of all. 

Determining the number, characteristics and outcomes of newborn babies who 

entered into care within seven days of birth in NSW is crucial to understanding the 

significance of the problem.  

Impact of legislative changes in NSW 

Ainsworth and Hansen focus on recent changes to the Children and Young Persons 

(Care and Protection) Act 1998 (NSW), in particular the amendment to 106A. They 

argue that this amendment is being employed increasingly to remove a newborn baby 

from his/her mother soon after birth (Ainsworth & Hansen, 2009). Under section 106A 

(2) a previous removal of a child from a family is admitted as evidence to the NSW 



25 

Children’s Court and becomes ‘prima facie’ evidence that a child or young person who 

is the subject of the care application is in need of care and protection. FACS do not 

have to argue for the establishment of the case as submission of evidence under 106A 

automatically establishes the child is at risk of harm. As a result of the amendment 

hospital staff members are forbidden to discuss the existence of the alert and the plan 

for the baby’s removal soon after birth. Concealment and an environment of deception, 

unfairness and not being able to advocate for those who are vulnerable leaves many 

professionals questioning the ethics of such a process (Wickham, 2009). 

The authors raise important questions regarding removing babies at the time of birth 

including whether or not it is ethical to prevent maternity staff from disclosing that the 

newborn will be removed from the mother after birth, as well as allowing the mother to 

think that the baby will remain with her when their intention is to take the baby into 

care at birth. Ainsworth and Hansen argue that the only ethical position for child care 

and protection authorities is to clearly inform parents of the impending AoC and also 

alert them that any future children are equally likely to be removed. The present climate 

of deception has the potential to diminish the likelihood of the woman engaging with 

antenatal care services leading to potential health risks to ‘at risk’ pregnant women 

and their unborn children (Ainsworth & Hansen, 2009). 

Also of interest to the authors is that amendment 106A segues with the 2006 

amendment to section 67 of The NSW Adoption Act (2000). They query if removing 

babies at the time of birth is a new form of intervention and deem that 106A paves the 

way for the government to permanently place children in out-of-home care with their 

foster care family. 
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Hansen and Ainsworth have previously drawn attention to the way in which some of 

the reported actions of child protection caseworkers violate the Universal Declaration 

of Human Rights (Articles 5 and 12). They point to evidence related to birth parent’s 

negative experiences of child protection services and highlight that birth parents need 

to be treated ‘humanly and fairly’ (Ainsworth & Hansen, 2011, p. 15). The child 

protection system’s sole interest is for the best interest of the child and, according to 

the authors, this prioritises the child’s rights over everyone else. The authors argue 

that when a child is removed the loss and grief experienced by the parent is acute and 

traumatic. Parents perceive they are powerless and that they are deceived and 

manipulated by child protection caseworkers and their managers. Rather than a 

relationship based model of child protection practice, Ainsworth and Hansen claim that 

child protection practice and investigation processes are ‘forensic and prosecutorial’ 

(F. Ainsworth & Hansen, 2011 p.13). There is considerable variation in the application 

of the ‘best interest of the child’ mantra that underpins existing child protection systems 

which allows case managers to be intrusive and disrespectful. Parents are left, 

according to the authors, feeling ‘deprived of all dignity and respect’ (F. Ainsworth & 

Hansen, 2011 p.13). Whether or not there is substantiation of a case of child abuse 

and neglect, the authors stress that parents involved with a child protection system 

must be treated fairly and humanely in accordance with human rights. 

Are we are doing more harm than good in the interests of protecting children from their 

parents. Based on Hansen and Ainsworth’s considerable NSW Children’s Court 

experience, they argue that every parent who has children removed from their care 

‘were harmed and suffered pain and distress as a result of this experience’ (Ainsworth 

& Hansen, 2012, p. 147) and question if this damage and distress should be ignored. 

Parents may not have human rights under child protection legislation in Australia 
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however the authors maintain that parents do have rights under the United Nations 

Universal Declaration of Human Rights 1948,  to which Australia is a signatory and 

ask if the issue of ‘doing harm while doing good’ should be considered (United Nations, 

2016). 

Is the principle ‘best interest for the child’, causing trauma not only for the parents but 

also for the child? Prenatal reporting comes under scrutiny by Bashi Hazaerd a Legal 

Advocacy Coordinator (Hazaerd, 2016). She argues that removing a newborn from a 

non-compliant mother at birth is a violation to the woman’s constitution rights to be 

treated equally, to autonomy and body integrity (Hazaerd, 2016). As mandatory 

reporters healthcare providers are required to make a prenatal report for a woman 

who has not engaged in satisfactory maternity care. Bashi asserts the Indigenous 

population are most at risk of falling into this category.  Although the unborn child has 

no legal capacity until birth Bashi argues that FACS are prioritising the rights of the 

unborn child over the rights of the mother. There are implications both long and short 

term in taking children away instead of enhancing communities and empowering 

parents. The practice by Australian Federal and State government agencies under the 

1909 Aborigines Protection Act and the White Australian Policy forcibly removing 

Aboriginal and Torres Strait Islander children from their families and communities 

between 1890 and the 1970’s, resulted in a generation of people known as the Stolen 

Generation (Commonwealth of Australia, 1997). Hazaerd also argues that the current 

situation of Aboriginal and Torres Strait Islander children in out-of-home care is 

comparable to the Stolen Generation an intervention that has been proven to have 

caused disastrous effects on the Indigenous population. 
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The next section examines the impact of AoC on the emotional well-being of parents 

experiencing a child protection intervention after birth. 

Parent’s experiences with Child Protection 

Power 

Dumbrill used grounded theory to build a model representing the ways parents 

perceive and react to a child protection intervention and how they negotiate the system 

(Dumbrill, 2006). All participants (n=18) had received child protection services and all 

cases had been closed no longer than 18 months before the study took place. Two 

perceptions of power emerged- power over and power with. Parents perceived power 

over them as coercive and penalising and power with them as a form of support e.g. 

assistance with housing.  Parents alleged that the enactment of these forms of power 

were not stable and could shift depending on the case worker involved.  With the power 

imbalance parents described being fearful, having little opportunity to challenge, 

lacking the emotional energy to launch and maintain an action against child protection 

services and having little resources to sustain litigation. 

Continuing the theme of power imbalance, Sykes used a case study approach to 

explore how mothers (n=16) view their experiences with child protection services 

(Sykes, 2010). Similar to Dumbrill (2006), Sykes found that mothers perceive that the 

power of the authority vested in Child Protection Services impacts negatively on their 

relationship with case managers. Ainsworth and Hansen also contributed to the 

dialogue on the overwhelming imbalance of power between parents and child 

protection services (Ainsworth & Hansen, 2012). The authors maintain that parents 

are powerless and until such time there is some equality of the power, and the balance 



29 

is shifted from the ‘best interest of the child’ to working in a partnership with the 

parents, ‘doing harm while doing good’ cannot be established (Ainsworth & Hansen 

2012 p.148). 

Finally, D’Cruz and Gillingham, conducted a small Australian explorative research 

study on birth parents and grandparents who have either been reported to, or have 

reported family members to child protection services (D’Cruz & Gillingham, 2016). The 

statutory power of professionals over birth parents influences birth parent’s responses 

and interactions with FACS and causes repercussions in their lives. This can lead to 

them being viewed as obstructive or non-committed when in fact the cause may be 

the way the assessment or investigation has been conducted. The authors cite 

numerous references to literature that confirms that when professionals recognise the 

importance of a relationship with the birth parents and ensure that the parents are 

consulted and involved in decision-making, child protection services are improved. In 

a partnership the relationship should be built on honesty and civility accompanied by 

good two-way communication that ensures parents receive high quality information 

about the investigation purpose and procedures. These findings, informed by the 

participants’ personal experiences of child protection investigations, are consistent 

with other scholarly literature which highlights the need to change policies, support 

structures, intervention processes and attitudes. 

Loss and grief 

Although not focussed on newborn babies who enter into care at birth Burgheim 

explores the impact of children being placed in out-of-home care in an Australian 

context (Burgheim, 2005). She acknowledges that loss is experienced by the children 

and the birth families but also emphasises the workers and carers feelings of loss. 
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Burgheim argues that parents are ultimately responsible for the removal of the child, 

however intergenerational poor parenting, chaotic lifestyles and isolation are present 

in many of the mother’s lives whose children are removed. Denial concerning 

preventability often leads to anger and irrational beliefs, and feelings of victimisation 

can compound the parent’s grief with guilt.  To assist families with their traumatic loss, 

grief and failure to achieve their goal of being a parent, the author endorses the need 

to incorporate this knowledge and awareness into social work practice and argues that 

additional professional services should be made available to support birth families to 

deal with the impact of the loss. 

Although not relating to an AoC experience Broadhurst and Mason further open up the 

debate regarding rehabilitation needs and future pregnancy rights for birth mothers 

who experience successive, permanent removal of their children to state care and/or 

adoption (Broadhurst & Mason, 2013). This paper reiterates the complex nature of 

loss and bereavement and the loss of identity for the vulnerable mothers whose 

children are removed from their care but argues that despite two decades of 

recognition the post removal needs of the mother are not being adequately addressed. 

To demonstrate how policy and practices need to respond to the practical, ethical, 

statutory and legal challenges the authors outline several UK pilot projects that aim to 

support women with the use of contraception to delay further pregnancies until the 

psychosocial issues have been addressed. The lesson for the Australian context is 

that, until these issues are addressed with a more pre-emptive approach, vulnerable 

women will continue to be subjected to repeat removals from FACS.   

Parents who have a child in care experience psychological distress. Subsequently 

when the child is adopted this distress can be greatly exacerbated. Neil (2013) 
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combined data collected in three separate studies to study the prevalence and 

meaning of psychological distress for birth mothers (n=89), birth fathers (n=32) and 

extended family members (n=43) in the context of this type of adoption in UK. 

Psychological distress was measured using the Brief Symptom Inventory (BFI).  Of 

the three groups mothers had the highest percentage of measured mental distress, as 

evidenced by higher scores on the Global Severity Index of the BFI, followed by fathers 

and other relatives (67.4%, 56.3% 34.9% respectively) (Neil, 2013). 

Neil then compared the birth mothers’ scores for mental distress to birth mothers in a 

USA study who relinquished a baby in the 1980s (Fravel, McRoy, & Grotevant, 2000). 

The birth mothers who experienced adoption of a child in welfare scored considerably 

higher in the global severity index than the birth mothers who relinquished their baby, 

67.4% were in the clinical significance range vs. 17% of the relinquishing mothers. 

With this research Neil reinforces the growing body of literature that advocates 

specialised support services for birth parents (Neil, 2013). The support should 

recognise and encompass birth parents existing mental distress, the additional impact 

of the adoption-related experience and the potential for intensified feelings of loss and 

anxiety when further children are born.  

Continuing on their earlier paper on mothers who have lost children to public care and 

adoption, Broadhurst et al  argue that as loss is a key issue mothers may seek, within 

a short time interval, to replace the loss of an infant with a further pregnancy 

(Broadhurst et al., 2015). The authors question the ethical stance on intercepting a 

repeat pregnancy that would result in repeat removal. They conclude that post removal 

support that acknowledges and works with loss and grief associated with the removal, 

pre-conception care and the provision of contraception as a way of interrupting the 
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pregnancy/removal cycle is most likely to decrease the chances of unplanned 

pregnancies for this population of child bearing women. 

The negative effects of having a child taken into care and/or adopted was further 

explored by Memarnia, Nolte, Norris and Harborne (2015). The researchers sought to 

explore the effects of separation, the subsequent sense of identity and the experience 

of contact and support throughout the process. Semi-structured interviews were used 

to collect data from seven mothers recruited from birth mother support groups in the 

UK.  Using interpretative phenomenological analysis, four themes emerged: no one in 

my corner; disconnecting from emotion; renegotiating identity; and the children are 

gone but still here. As reported in other studies mothers experienced emotional pain 

responses to the removal of their children, including guilt, shame, despair, 

hopelessness, stigma, and judgement that they were unable to share with others. 

Consequently, they resorted to alcohol use or self-destructive behaviours as a means 

of numbing and disconnecting from the experience. However this impacts on birth 

mothers’ ability to sustain useful contact with their children and maintain effective 

relationships with foster carers. While the participants were a mixture of women who 

had a baby taken into care and women whose baby had been adopted, the findings 

add to the existing body of literature that consistently reports a lack of support for birth 

mothers following their child being taken into care or adopted. This is despite 

consistent evidence of the long-term consequences of the removal of children on birth 

mothers’ mental health.  

 Disenfranchised grief 

Grief, the emotional response to loss, is characterised by feelings of sadness, 

hopelessness, depression, numbness, anger and even guilt. In normal grief resolution, 
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these feelings gradually subside. Disenfranchised grief, grief that is not openly 

acknowledged, socially accepted or publicly mourned interferes with normal grief 

resolution (Doka, 1999). As the relationship, the loss and the griever are not 

recognised by others they are deprived of social supports. Being alienated from the 

community with few opportunities to express and resolve their grief, individuals 

experiencing disenfranchised grief tend to hold onto their grief more tenaciously than 

they might if their grief was recognised. 

People with disenfranchised grief often have trouble coping with subsequent losses 

(Doka, 2002). Doka considers that old unresolved disenfranchised grief will affect the 

next episode of loss and this can manifest in a range of ways. Depression, emotional 

disturbances, withdrawal from society, psychosomatic illnesses and low self-esteem 

are all symptoms. Many of those affected turn to substance abuse and have difficulty 

in forming healthy relationships, factors which are evident in the lives of women who 

have experienced an AoC. 

Parents that have children in long term care describe feelings of loss, anger, guilt and 

regret, threatened identity, low self-esteem and disenfranchised grief (Schofield et al., 

2011). To understand the experiences of parents’ with children growing up in foster-

care Schofield et al drew on data from three parallel qualitative studies undertaken in 

the United Kingdom, Norway and Sweden (England n= 32, Norway n=20 and Sweden 

n =16). Similar to Burgheim, Schofield et al maintain that parents with a child in long 

term care need to be assisted to overcome the impact of such a loss (Burgheim, 2005). 

Although the focus of this study is on parents experience with foster care, the parent’s 

reactions to separation from their child described in this study are comparable with 

separation caused by an AoC. 
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Children’s Experience with Child Protection 

Attachment 

Is the principle of doing what is in the ‘best interest for the child’ causing trauma not 

only for the parents but also for the child? Foundational work by John Bowlby has led 

to worldwide recognition of the importance of attachment between the mother and her 

infant (Bowlby, 1965). Attachment is bi-directional and care-giving is mutual (Walsh, 

Rutherford, & Sears, 2010).  Optimal attachment in early infancy is an integral 

component in the future development of a child (Oppenheim, Koren-Karie, & Sagi-

Schwartz, 2007) and a powerful predictor of a child’s later social and emotional 

outcome (Bowlby, 1959). 

Ainsworth’s seminal work on Infant-parent attachment described four groups that have 

been consistently linked to attachment security: three organized types one 

disorganized (Ainsworth, Blehar, Waters, & Wall, 1978).  Disorganised attachment 

caregivers, who display atypical behaviours, often have a history of unresolved 

mourning or unresolved emotional, physical or sexual trauma, or are otherwise 

traumatised (Zeanah, 1989). Disorganised attachment applies to approximately 15% 

of infants in low psychosocial risk and 82% of those in high-risk situations and has 

been linked to children with a history of placement in out-of-home care. Evidence has 

demonstrated that children in out-of-home care have an increased risk of mental 

illness, behavioural problems and poor school performance (Maclean, Taylor, & 

O’Donnell, 2015; Osborn, Delfabbro, & Barber, 2008). 

Bowlby hypothesised human attachment as a system of progressive biological 

behaviours or attachment interactions between the mother and baby that begins at 
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birth and persists through adulthood (Bowlby, 1959). However, Bowlby’s theory was 

developed without fetal imaging, prenatal diagnostics, genetic screening, and fetal 

surgery (Brandon, Pitts, Denton, Stringer, & Evans, 2009). Since these advancements 

there have been many attempts to measure prenatal maternal fetal attachment. 

Findings from Priel & Besser’s study showed a link between secure mothers and 

secure babies, and insecure mothers and insecure babies. The quality of prenatal 

attachment has also been associated with the mental health of the mother and this in 

turn effects attachment after birth and the incidence of maternal postpartum 

depression (Priel B & A., 2000).  Early identification and interventions before birth play 

an important role in preventing or reducing the multiple effects of attachment 

disturbance and its ongoing sequalae (Brandon et al., 2009).    

(Walsh, 2010, p. 449) contested that Bowlby and Ainsworth’s concept of an 

attachment relationship was instead a ‘multi-facetted construct guided instead by the 

caregiving system’ and the term attachment is misleading. Instead the author concurs 

that a distinctions between attachment, care giving and feelings provide a more 

accurate framework to guide intervention and support. Parental–fetal bond is 

multifaceted. We know that parents develop intense, strong emotional ties and 

complex feelings about their unborn children, and this can be demonstrated in 

reactions to perinatal bereavement however Walsh states we do not yet have a full 

understanding of what parental–fetal relationships are. Greater clarity, distinction and 

definitions, such as prenatal attachment which actually reflects prenatal caregiving, 

would guide theory and research to fully understand what complex parental-fetal 

relationships are.  
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A small study of 244 pregnant women, selected by stratified random sampling in 

Temuco, Chile concluded that poorer prenatal attachment (24.3%) was found to be 

associated with an unwanted pregnancy, higher levels of perceived stress, depression 

and low family support.  Prenatal attachment, argues (Ossa, Bustos, & Fernandez, 

2012, p. 689), is an ‘abstract concept related to the cognitive and emotional abilities 

to conceptualise another human being’ and psychosocial factors impact on the bond 

during pregnancy. As prenatal attachment is a good predictor of postnatal attachment 

the author emphasised that early identification of stressors and timely intervention 

needs to occur. Stress not only impacts on prenatal attachment but has also been 

shown to be a predictor of other risk events including premature birth, and low 

birthweight (Ossa 2012).  

Borg Cunen, Jomeen, Borg Xuereb and Poat conducted a systematic literature review 

of papers published from 2005–2015. Twenty seven papers on parental–fetal 

relationship (PFR) met the criteria although only two studies also included expectant 

fathers (Borg Cunen, Jomeen, Borg Xuereb, & Poat, 2017).  

The association and the influence of an ultrasound examination on the PFR was 

evaluated. The reason for and the timing of the ultrasound, the use of using 2D, 3D or 

4D imaging and  communication about ultrasound findings were all measured in 

various ways. However the individual studies each had significant methodological 

limitations that restrict the generalisability of their results. The same applied to the 

studies examining quickening. A number of studies looked at educational programs, 

social and psychological support techniques and relaxation strategies the review 

suggest there is insufficient evidence to reach definitive conclusions regarding the 
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efficacy of any of the included interventions in improving the PFR (Borg Cunen et al., 

2017). 

Maternal Fetal Attachment has been viewed as an emotional affectional relationship 

between a pregnant woman and her fetus that begins in utero (Salisbury, Law, 

LaGasse, & Lester, 2003). The evolving maternal fetal attachment relationship that 

develops in pregnancy transitions to the maternal infant attachment at birth and 

beyond (DiPietro, 2012).  There is only limited literature on the potential impact of 

Maternal Fetal Attachment on fetal development but it is clear that just as 

neurodevelopment does not commence with birth, neither does the maternal child 

attachment relationship (DiPietro, 2010). 

Although only a small study, set in Germany, Dubber’s results indicated that anxiety 

and depression in the prenatal period has an effect on maternal–fetal bonding and 

postnatal depression for the mother. This theory allows for a more comprehensive 

picture of the dimensions involved in antenatal attachment impairment. Although these 

results add to the current body of literature and provide further insight into the mother–

infant relationship and the effects on the child, the author claims there is a lack of 

awareness in the clinical arena (Dubber S, Reck C, Müller M, & S., 2014). 

Hence FACS removal of a newborn baby as soon as possible after birth does not 

prevent the mother from attaching to her child. Considering that Maternal Fetal 

Attachment transitions attachment well into childhood removing the newborn baby 

from his her mother is in fact harmful to the newborn baby.  
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Having considered the mother/ parents and newborn baby perspective I now turn my 

attention to the midwives, social workers and case managers who are involved in the 

provision of care and services leading up to and involving an AoC. 

Midwives Experiences with Child Protection 

In a UK study Chapman argued that midwives have a responsibility to advocate for 

two, the child bearing woman and her baby and that midwives must maintain a critical 

balance focussing on the needs of both (Chapman, 2002). Midwives are expected to 

use their personal beliefs, values and their professional judgements to recognise 

behaviours that could predict likely future child abuse. However with no consensus on 

the direct cause of child abuse the author challenges the capacity of midwives to 

predict future child abuse.  

Stemming from her work with ‘high risk’ vulnerable families in the North of London 

Wood used a literature review to explore the role and experiences of midwives in child 

protection issues and the safeguarding of children (Wood, 2007a). She argues that 

midwives do play a key role in safeguarding vulnerable babies however there was a 

dearth of associated literature on the actual role of the midwife in child protection. The 

author argued that further research was needed to gain a better understanding of the 

midwives’ role and identify issues with collaboration in order to improve care for 

women and their babies.  

Wood went on to undertake the research and reports the findings from her qualitative 

study focussing on the experiences of UK midwives in child protection and the 

associated issues with protecting vulnerable families (Wood 2008 ). This small study 

of nine midwives used semi-structured interviews and thematic analysis to identify four 
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main themes; identification of the vulnerable family, gut-feelings and instincts, 

collaborative working and support and, understanding the role of the midwife when 

removing a baby from its mother. Wood substantiates that effective information 

sharing, collaboration and understanding between agencies and professionals as 

crucial to the midwives’ role. Wood recommends adequate training for midwives, clear 

pathways and plans to support the staff and the need for support services for 

midwives, the women and their families. As to whose role it is to remove a baby at 

birth the author concurs that this remains unresolved and creates a challenge for the 

future researchers to resolve. 

Cognitive Dissonance 

Midwifery work of being ‘with women’ is emotionally rewarding. Midwives take a 

holistic approach which supports the woman to define her social, emotional, physical, 

spiritual and cultural needs and expectations while upholding the trust and privilege 

inherent in the relationship between midwives and each woman. Thompson in a 

qualitative narrative study conducted in Australia, found midwives experienced 

emotions such as sadness, frustration and anger as a response to an undesirable or 

unethical experience, when workplace  or service provider ethics are at variance with 

their own personal values (Thompson, 2005). 

Hunter’s research on emotion work and boundary maintenance in hospital-based 

midwifery identified that discord stems from relationship conflict, particularly between 

junior and senior midwives and conflicting ideologies of midwifery practice. when an 

individual must accommodate two contradictory beliefs, ideas or values at the same 

time or when their actions do not align with their beliefs or values this, according to 
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Hunter, causes ‘dissonance and creates frustration for the midwives’ (Hunter, 2005, 

p. 236).  

Everitt, Fenwick and Homer were influenced by the work of Wood (2008) previously 

described  by Everitt in 2013 (Everitt, Fenwick, & Homer, 2014). These researchers 

undertook a sustained body of research exploring midwives experiences of child 

protection services. Using a qualitative descriptive study Everitt et al, confirmed that 

midwives in New South Wales are confronted with the challenge of being ‘with woman’ 

versus the AoC focus on the baby. Having to balance the demands of FACS, being 

with women instead of being baby focussed instead of woman focussed, concealment 

guilt and not being able to support childbearing women to make informed decisions 

caused challenges for the child bearing woman/midwife relationship. Following the 

newborns removal midwives compare the mother’s care as similar to that needed after 

bereavement. Formal and informal support mechanisms, education addressing the 

complex emotional impact, interagency collaboration and clear and concise care plans 

were cited as essential for the midwives to be able to continue with this challenging 

emotional work. 

In 2014 Everitt et al again used a qualitative descriptive approach to focus on the 

emotional work midwives are required to do at the time of an AoC of a newborn. Ten 

midwives who had been involved with an AoC were interviewed and the data were 

analysed using thematic analysis (Everitt et al., 2014). The midwives felt significant 

emotional distress and conflict as they worked to keep the child bearing woman 

engaged in services, support her in pregnancy and balance women centred care with 

the best interest of the unborn or newborn baby. Midwives described being unprepared 

and unsupported in this emotional work and experience professional grief that is 
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similar to providing care in a perinatal loss situation. The authors recommend that 

appropriate support is required to ensure midwives are able to effectively care for 

these women and for themselves. Once again the critical issue of balancing the best 

interests of the baby with caring and supporting women for whom they are caring is 

raised.  

Power inequities or feelings of powerlessness amongst maternity workers involved in 

child protection interventions have been previously highlighted in both the midwifery 

and child protection literature. In their latest research Everitt et al. again used a 

qualitative descriptive study design to explore conflict and potential inequalities of 

professional power imbalances for those working in child protection (Everitt, Homer, & 

Fenwick, 2016). This study focussed on ten midwives’ experiences of working with 

vulnerable pregnant women who were subject to child protection orders and who faced 

the possible removal of their baby at birth. The participants said that they were often 

‘confused’ as to how decisions around AoC actually occurred and, as a result, they 

were judgemental of FACS. The midwives described feeling stressed and anxious in 

situations where getting to know women might reveal child protection concerns.  

A woman-midwife relationship is built on honesty and trust therefore an essential 

component is for the midwife to have transparent conversations if there are any 

concerns about the woman’s ability to provide adequate care for the baby. The midwife 

can then advocate for the woman to ensure communication, planning and a fair 

assessment is carried out by FACS. The authors consider the statutory power of FACS 

overrides clinical opinion leaving midwives uncertain as to why the AoC was required. 

The lack of open communication and disclosure between the two organisations 

hinders a three way relationship between the woman, the midwife and a representative 
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from FACS. The authors recommend the use of interagency collaborative 

multidisciplinary approaches to provide the best outcomes for everyone involved in 

child protection services. 

Preparation for midwives’ role in child protection is the focus of research by Halsall 

and Marks-Maran. They argue that child protection is increasingly becoming a larger 

part of the UK midwives’ workload and employed a literature review to determine if the 

midwives were prepared for their role as well as identifying gaps in the literature on 

which to base recommendations for further research (Halsall & Marks-Maran, 2014). 

Similar to the methodology used by other research described in this review the 

thematic analysis of the literature identified four themes: midwives perspectives, 

education perspectives, interagency working, and organisation perspective. The 

findings highlight the importance of midwives understanding and acknowledging their 

role in safe guarding children, the importance of education and training for their role in 

child protection, the positive benefits of collaborative interagency working between 

professional groups and, from an organisation perspective, the requirement for 

improved standards and more policy development based on research (Halsall & 

Marks-Maran, 2014). While this research was focused on midwifery practice in the UK, 

the findings have resonance for Australian midwives especially in preparing for 

working with childbearing women who have faced an AoC at the time of birth.  

The next section explores the limited research relating to the experiences of the social 

workers who engage with women during an AoC followed by the FACS case 

managers.  
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Social Workers Experiences with Child Protection 

The Australian Association of Social Workers (AASW) governs the conduct of social 

workers and promotes the interests of social workers in Australia. The code of ethics 

guides and assist social workers to identify core values and ethics for accountable 

practice. The core values documented include respect for people, social justice and 

professional integrity (Australian Association of Social Workers, 2016). 

Wickham identifies the practice issues for social workers involved in the current 

practice of removing babies from their mothers for child protection reasons (Wickham, 

2009). The author presents an argument that the amendment to the child protection 

act in 2008 has increased the number of AoC and social workers find themselves with 

competing interests. Continuing the issue of ‘best interests’ of the child and the human 

rights of parents’ involved in AoC raised by other researchers in this review, Wickham 

acknowledges that, while the best interest should be for the safety of the infant less 

harm to the parents is being overlooked. Social workers practice in a relationship 

based model and the associated concealment and an environment of deception and 

not being able to advocate for those who are vulnerable leaves many social workers 

in conflict with their professional and personal ethics. 

Wickham’s accompanying literature review recognised the mother’s loss and grief as 

comparable to those mother’s from early adoption practices and the stolen generation. 

Importantly parent’s feelings of powerlessness over the child protection system, 

inadequate resources, information or support, disempowerment, increased 

marginalisation and unresolved grief were also conveyed  
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As did Wickham, Schofield et al (2011) acknowledge that social workers working in 

long term foster care environments experience difficulty in balancing the needs of 

parents and children; the safety of the child versus separating them from their parents. 

Because of a lack of existing guidance social workers have to manage their own 

emotions while at the same time working with feelings and beliefs of the parents.  

When children are in out-of-home care most social workers recognise parental contact 

visits are distressing. Schofield et al suggests the reason why the relationship between 

the social worker and the parents is challenging and complex is because parents view 

social workers as representing the power of authority. The authors recommend social 

workers individualise care and support, acknowledge the parents loss, provide 

valuable information regarding the child and recognise whatever contributions the 

parents make. 

Family and Community Service Case Managers 

In recent years there has been increasing awareness of the negative consequences 

experienced when child welfare workers are routinely exposed to multiple traumatic 

events when working with traumatised children and families. Many studies have 

identified the main causal factors for the high turnover is job stress associated with the 

exceedingly challenging and stressful occupation, organisational characteristics and 

burnout (Johnco, Salloum, Olson, & Edwards, 2014). Burnout can be defined as a 

psychological experience of emotional exhaustion, depersonalisation and reduced 

personal accomplishment following chronic work with suffering populations (Stamm, 

2010). 
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In a longitudinal study to investigate the interrelationships between demands, burnout 

and job satisfaction Lizano collected data, using four Likert scales from 364 workers 

in an urban Southern California public child welfare department (Lizano & Mor Barak, 

2015). Findings from this study identified role conflict, role ambiguity, work-family 

conflict and emotional exhaustion as contributing factors for job stress. Lizano’s 

findings additionally identified that those who had not had specialised child welfare 

training were at greater risk of succumbing to strains due to work-family conflict and 

subsequently experience greater burnout. This study therefore suggests that 

workplace experiences such as the level of support or training in the workplace 

influence burnout, which subsequently influences worker well-being. 

Repeated or extreme exposure to traumatic details, while in the helping role, has been 

included as one type of exposure that may lead to posttraumatic stress disorder 

(Salloum, Kondrat, Johnco, & Olson, 2015). It is important to understand the factors 

the cause negative emotional outcomes for case managers however none of the 

published articles reviewed identified the causation. Many did agree that trauma-

informed care is optimal for providers working with children exposed to trauma, and 

included suggestions and offered ways to manage the effect of exposure to client's 

trauma experiences on workers.  

There has been continuing discussion in the literature about employee burnout and 

subsequent turnover in child welfare settings that impact on the provision of quality 

services, the organisation, workers and the children and families under their care 

(Johnco et al., 2014). Case managers are exposed on a daily basis to work place 

demands that cause emotional exhaustion and until  public child welfare agencies 

address the negative consequences and provide appropriate emotional resources and 
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support child welfare agencies will continue to struggle with attracting and retaining 

qualified employees (Lizano & Mor Barak, 2015). Exploring the perspective of case 

managers is crucial to understanding how we might better manage AoC processes for 

the benefit of women, babies, and the professionals involved in an AoC process at the 

time of birth. 

Conclusion  

Researchers have attempted to capture the complexities of child protection services 

and there is evidence of a large body of literature on enhancing services to protect 

children. The correlation between child protection services and birth parent difficulties 

is complex, and mediated by various laws and policies that create marginalisation and 

oppression. The literature consistently reports that it is extremely distressing for the 

mother/ family when a child is removed from parental care. This distress and grief can 

be compared to grief following perinatal loss. The contradiction between the two is that 

society does not acknowledge the mother’s grief following the removal, believing the 

women are to blame for the removal and the grief is therefore self-inflicted. Several 

researchers, as acknowledged in above, have noted the limitations of a predominantly 

quantitatively researched body of literature on the importance of antenatal in utero 

attachment by the birth mother as opposed to how the newborn attached to his/her 

new carer. 

Several authors, Neil and Drumbrill have now begun to capture the complexities of the 

birth mothers/fathers and extended family’s experience of a child in out-of-home care 

(Dumbrill, 2006; Neil, 2013). This is an important move toward understanding the 

experiences of birth parents after their child has been placed in care. Although there 

is an emerging emphasis on the importance for child protection services to work 
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collaboratively with birth parents and to develop partnerships there remains the need 

for further qualitative research in this field.  

There are parallels between the experiences of women relinquishing babies for 

adoption and women experiencing an AoC. Similar factors exist in both situations such 

as imbalance of power, forced surrender, lack of information and informed choice, 

vulnerable population, oppression, loss, disenfranchised grief and lack of closure.  

There is also limited knowledge of the midwives’ or the social worker’s experience of 

AoC in the Australian context with much of the existing research undertaken overseas. 

There is an absence of knowledge in regard to the FACS case manger’s experience 

in an AoC at the time of birth. Both Ainsworth et al and Wickham touched on the 

requirement by agencies for non-disclosure to the woman of impending newborn 

removal and the associated consequences for the professionals involved in deceiving 

the woman and her family (Ainsworth & Hansen, 2011; Wickham, 2009). The authors 

established that this causes personal ethical issues for the health care staff and 

consistently impacts on midwives’ professional role of women centred care and social 

workers advocating for the child bearing woman. Power exists in institutional process 

with policies and procedures subscribing to universal principles and a single truth. 

Chapter Summary  

This chapter examined literature available pertaining to an AoC experience at the time 

of birth for child protection concerns and concluded there is limited research to date 

and in relation to the research identified two overarching issues. First, to understand 

the scope of AoC as an intervention the number, characteristics and outcomes of 

newborn babies who are entered into care within seven days of birth in NSW needs to 
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be determine. Secondly, there is a requirement to increase the body of knowledge on 

the actual experience of AoC from the perspective of all stakeholders involved in the 

process: women, midwives, social workers and case managers.  

Recognising these issues, the next chapter presents the research methods used for 

the studies comprising this thesis. Additionally, the next chapter includes published 

Paper 2 ‘A researcher’s journey: researching sensitive topics with vulnerable people 

using Narrative Inquiry’ which highlights the practical and methodological issues 

arising from researching a sensitive topic with vulnerable women experiencing an 

Assumption of Care.  
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CHAPTER 4: Methodology and Methods 

Chapter Introduction  

This chapter presents the methodology of narrative inquiry and the methods 

undertaken to complete the two research studies that together address the research 

question above and constitute this thesis.  The research question is: How does the 

practice of assumption of care (AoC) at birth in NSW affect the women, the midwives 

and the associated professions involved?  

Study One was an observational cohort study that aimed to describe the 

characteristics and outcomes of newborn babies entered into care in NSW from 2006 

to 2014.  Study Two was a narrative inquiry exploring the experiences of those directly 

involved in AoC drawing on interviews with women, midwives, social workers and 

FACS case managers. The two studies included are quite separate though they both 

illuminate aspects of Assumption of Care indifferent ways.  The observational 

quantitative study complimented the narrative inquiry and did not impact/ influence the 

qualitative study. As such, the methodology (of NI) and methods for these studies are 

presented separately. 

This chapter includes a published paper ‘A researcher’s journey: researching sensitive 

topics with vulnerable people using Narrative Inquiry’ which was published during 

candidature in the journal Women and Birth in 2017. It is reproduced here verbatim 

under a heading of the same name. 

Study One: An Observational Cohort Study 

Research Design and Method. 
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An observational approach was chosen as this method draws inferences from a 

sample to a population where the independent variable is not under the control of the 

researcher. Observational studies can distinguish associations between events 

however a judgement has to be made as to whether this is a causal link or simply an 

association (Mann, 2003). 

The secondary analysis of existing data has become an increasingly utilised method 

of enhancing the overall efficiency and effectiveness of health research. This study 

used purposely collected NSW data acquired from the Key Information Directory 

System (KiDS). Primarily data were collected by Family and Community Service and 

used for their own purposes. In the context of this study certain data variable were 

used as secondary data., Using existing data to answer new questions has several 

advantages including taking less time, using fewer resources, allows access to large 

data sets as well as being considered low risk to participants (Doolan & Froelicher, 

2009). Disadvantages include incomplete data sets, variables missing or not being 

measured in sufficient depth and because data sets are mainly descriptive, the ability 

to examine causality is limited (Dunn, 2011). The data availability was constrained by 

FACS and this is further discussed on page 161.   

Ethical Approval 

As an independent researcher an ethical application, similar to that of Human 

Research Ethics Application (HREA) was submitted to FACS. This application 

included a request for access to FACS data. The application was approval and the 

data supplied electronically by FACS. To reduce the risks associated with collecting, 

processing, archiving, distributing or publishing information FACS only release de-

identified data to the researcher. Hence at no stage throughout this study could the 
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individuals be identified. Publication 3: Characteristics and outcomes of newborn 

babies who first entered into care (EIC) within seven days of birth in NSW Australia 

was approved by FACS prior to its publication.   

Data Collection and Sample 

FACS supplied the data from the Key Information Directory System (KiDS). The data 

included select fields of information for all newborns entered into care within seven 

days from their date of birth for the years 2005 to 2015. A total number of 1,871 

newborns were removed by an AoC in New South Wales. However as the data for 

2005 and 2015 was for a partial year this data was excluded.  The final sample 

included all babies = <7 days of age who entered into out-of-home care in NSW from 

1st January 2006 to 31st December 2014 (n=1,834). The data provided by FACS did 

not distinguish between Aboriginal and Torres Strait Islanders and recorded both as 

Aboriginal. For this reason the quantitative study the Aboriginal and Torres Strait 

Islander people will both be termed Aboriginal. 

Analysis 

The Statistical package for Social Sciences (SPSS) is a widely used program for 

statistical analysis in social science and was used to perform standard statistical 

analysis. The selected fields were entered under headings to enable the researcher 

to characterise the data. The fields entered included: 

•   Date of birth 

• Gender 

• Indigenous status 
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• Culture 

• Date entered into care 

• Restored 

• Date of restoration 

• Adopted 

• Date of adoption 

• Prenatal report submitted 

Descriptive and comparative analyses were undertaken using the Chi Square test for 

categorical data and Students ‘t’ test for continuous variables with significance set at 

5%. The number of newborns ≤7 days of age who entered into out-of-home care were 

calculated. Comparisons between outcomes for Aboriginal and non-Aboriginal 

newborn babies and those with and without a prenatal report were calculated. 

Comparisons of the proportion of newborns entered into care pre and post the Wood 

2008 Inquiry were also undertaken to examine anecdotal evidence that the incidence 

of AoC had increased post the Wood’s inquiry. 

The findings from the analysis and the associated discussion are described in detail 

in Paper 3: Characteristics and outcomes of newborns entered into out-of-home care 

within seven days of birth in NSW Australia. 

Study Two: a Narrative Inquiry 

A Narrative Approach 
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Narrative inquiry is a form of qualitative research which encompasses a variety of 

approaches; the common element being concern for storytelling. In narrative inquiry, 

narration is distinguished by ordering and sequencing; one action is consequential for 

the next. The events within the narrative are selected, organised, connected, and 

evaluated as meaningful depending on the presenting audience (Riessman & 

Quinney, 2005).  A narrative approach provided this study an opportunity to establish 

the differences and range of people’s actions by allowing the narrators an opportunity 

to communicate their individual experiences and locate their own personal meaning 

onto these experiences with the purpose of making sense and logic of the experience 

(Polkinghorne, 1995).  

Narrative research does not have a strong emphasis on standard procedures and 

consistency (Riessman, 1993b) and the agility in design and process makes it suitable 

for understanding the meanings, interpretations and subjective experiences of a 

vulnerable population (Franzosi, 2010; Lee, 1993). Even though the research designs 

used may differ the shared devotion of narrative research is to the lived experience 

and understanding meaning within the story.  

In a narrative study, the participant’s narratives collected at interview are considered 

to be the all-inclusive data (Dewey, 1976). As such this gave me, the researcher, the 

opportunity to reveal a deeper understanding of the experience told from a personal 

perspective: ‘to draw the reader into my discoveries allowing them to see the world of 

others in new and deeper ways’ (Finlay, 2006), to change the reader at an emotional 

as well as a realistic level (Bochner, 2001). No matter the size of the audience, the 

knowledge gained is valuable and significant (Clandinin & Rosiek, 2006). 

The stories  
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It is common practice for the words story and narrative to be interchangeable and in 

Paper 2, A researcher’s journey: Researching sensitive topics with vulnerable people 

using Narrative Inquiry, I offered no explicit distinction between a narrative and a story. 

When engaged in the reading and interpretation phase I began to observe and 

recognise that a narrative and a story are markedly different.  

Fundamentally narratives and stories do have similar characteristics, such as 

chronological order, sequencing and thematic ordering. The variance is that a story 

has a recognised beginning, middle and end structured around a plot that has a point 

or moral, a lesson or a coda (Labov, 1997), and identifies how the person makes sense 

of the events and actions in their lives (McCance, McKenna, & Boore, 2001). The story 

can be embedded within a large narrative. The story is distinguishable as having a 

past and a present that describes, from the storyteller’s perspective, how things used 

to be, how they are now and how they should be (Feldman, ldberg, Brown, & Horner, 

2002). Philosophers and respected narrative authorities, cited in the previous paper, 

continue to inform this work, nevertheless, for the qualitative study’s analysis I drew a 

clear distinction between the narrative (a basic description) and the story (that has a 

plot) embedded within (Feldman et al., 2002).  

Restorying 

The stories within the collected data were often disjointed and events were relayed out 

of order with limited coherence or chronological sequence. When recalling and 

recounting any traumatic events it is not uncommon for teller to remember the 

associated distress suffered.  Although the participant’s experience, (especially those 

of the mothers) was at times ‘blurry’, the memory and pain of the event was never 

forgotten. Aspects of cohesiveness, coherence and sequencing are particularly 
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relevant to the interpretation of trauma survivors’ narratives and an impaired ability to 

develop a coherent life story has being linked to the presence of unresolved trauma 

(Zimmermann, 2011).  

In order to weave the stories into a cohesive narrative that can be interpreted, the 

original transcribed data was restoryed or reorganised in a chronological sequence to 

highlight the key elements of the story in the text and create a version that would make 

sense to the reader (Ollerenshaw & Creswell, 2002). The participant’s stories were the 

basic units of analysis and my goal was to not overly transform them. Nonetheless 

sequential order is essential to provide the plot (the events) and the setting for the 

narrative that in turn reveals the central meaning of the story. 

An experience according to (Clandinin & Connelly, 2000) is both personal and social. 

When storying an event or an experience people move backwards and forwards 

simultaneously between the personal and the social perspective and link the event to 

the past, the present, and the future (continuity).  During the restorying process the 

past, present and future were used to identify key elements that linked the features of 

the participant’s story to the end results (Ollerenshaw & Creswell, 2002; Parry, Maio-

Taddeo, Arnold, & Nayda, 2009). The process of restorying calls for self-awareness 

and self-discipline in the ongoing examination of text against interpretation, and vice 

versa (Walker, Read, & Priest, 2013). To allow for consistency with reflexivity, the 

influence of the researcher’s presence and perspective, and to preserve the merit and 

value of each story the restorying process was attended by one person, the author.  

These stories, as they have been re-storied by me, have been included in this thesis 

in the appendices G-I.  Instead of the excerpts that have been used in Paper 4, Making 

the hidden seen: a narrative analysis of the experiences of Assumption of Care at 
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birth, I have included each woman’s coherent holistic full story. These stories are 

central and contribute to deeper understanding the phenomena under study. 

Temporality is the heart of narrative Inquiry and the stories, presented holistically in 

full, show the linear progression of past, present, and future and the links between 

various events and the overall development of the events in a period of time 

(Ollerenshaw & Creswell, 2002). The woman’s stories have the potential to render 

lived experience with more authenticity, it enables the reader to feel that interpretation 

is never finished or complete and presented as a holistic full story it has the ability to 

move the reader (Liamputtong, 2007a). Vulnerable people are a greater risk of not 

being heard hence I have chosen to include the women’s holistic stories in this thesis 

as a way to increase the level of attention paid to this particular vulnerable group and 

the sensitive topic under study.  

Analytic Framework 

Narratives do not have unanalysed merit and thus require interpretation. There are 

distinct narrative methodologies for story analysis, however the key principle for 

analysis is selecting a suitable approach to provide insight and understanding about 

the people or phenomena being studied (McCance et al., 2001). Additionally, it was 

vital that the analysis method chosen would capture the uniqueness of this experience, 

the sensitivity of the subject and be suitable to use with vulnerable populations.  

Scholars across various disciplines have influenced procedures that are used in 

narrative analysis; some focus on the content of stories, others on the meaning or a 

combination of both depending on the philosophical position (Elliott, 2005; Kelly, 

Wrobel, & Neil, 2009). I was drawn to the formative work of Lieblich, Tuval-Mashiach 

and Zilber as a suitable method for reading, interpreting and analysing the data 
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(Lieblich, Tuval-Mashiach, & Zilber, 1998). This mode would conceptualise and reveal 

‘the complex interwoven character of human experience as it unfolds over time’ 

(Polkinghorne, 2005) and study how stories are socially constructed to prompt the 

reader to ‘think beyond the surface of a text’ (Riessman, 2008, p. 13).  

Lieblich et al (1998) distinguish between two perspectives: holistic versus categorical 

and content versus form (Lieblich et al., 1998). The first dimension refers to the unit of 

analysis, that is, whether sections or the complete text (story) is analysed. The second 

dimension refers to the distinction between the content and the form of a story and 

these methods can be used individually, combined or intersecting as a technique to 

understand a particular aspect of meaning.  

Holistic vs. Categorical Approach  

With a traditional categorical approach the emphasis is on common themes taken from 

all who participated in the study (Riessman, 1993a). A holistic approach embraces 

each individual story, the person, and their experience as a whole and is suitable 

approach for a study that has a sensitive topic and vulnerable population (Marsh, 

Browne, Taylor, & Davis, 2016). The complete story, as opposed to parts of each story, 

is used to identify an all-inclusive impression of the story, to identify what happened, 

the significance and change in the context of that person’s life in order to convey a 

sense of the intricate person and the ‘social reality of the narrator’ (Etherington, 2003, 

p. 81). 

Lieblich et al (1998) holistic approach was the analysis of choice for this study as this 

approach maintains the integrity of the whole story and the context, illuminates 

interrelationships and generates the major story lines.  
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Content 

A focus on content includes theorising about what happened, why it occurred, and the 

role of other people. This then provides an opportunity to understand the ways in which 

the person made meaning of this experience and their evolution following this 

experience (Lieblich et al., 1998). When used with a holistic approach, a focus on 

content provides a global impression of each story and takes into consideration 

individual variations and defines the overarching theme of the story (Draucker & 

Martoff, 2008).    

Each participant’s story was initially read, interpreted and analysed using Lieblich et 

al’s five analytic steps (1998). During the interpreting stage an additional step, step 6, 

was added for this study in order to characterise different storylines and recognise 

their relative prominence in the text:  

1. Read the texts multiple times until a pattern emerges 

2. Document the initial overall impression  

3. Note down the foci of the text 

4. Colour code the story lines  

5. Record the story lines as they occur in the text and a pattern becomes apparent  

6. Identify the transition, a starting and ending point between storylines 

The principal researcher completed preliminary analysis for each interview.  

Form 
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The basic theory in form is to identify the sequence of events, turning points, the under-

the-surface weaving of various lines of action or sets of events that through the 

principle of cause and effect interrupt the equilibrium of a situation and affect events 

that creates unique outcomes. A plot/s or mythos exists in any story and are necessary 

to give rise to the build up to progress the story along (Truby, 2007).  

This study used holistic form to identify significant elements, patterns or plots buried 

in each individual story. To identify the plots a three-dimensional approach examined 

the past, present, future and social components (Gibb, 2011) The plots identified in 

the individual stories were complex interwoven structures, known as Imbruglia. The 

plots were the epitome of the content, unstable, intertwined and intersecting and 

separating form from the content was difficult (Lieblich, Tuval-Mashiach, & Zilber, 

2001). As a result holistic content and form were combined to understand how the 

participants, each from a different perspective, made sense of their experiences, to 

preserve the developing events that change over time and to identify how the plots 

were linked to the evolving story (Lieblich et al., 1998; Lieblich et al., 2001; Moyzakitis, 

2009). 

Strength of this research 

The purpose of narrative research is to study personal experience and meaning-

making in a systematic manner; the meaning life events hold for people, how people 

understand situations, others, and themselves. Narrative research can provide 

effective argument for how events have been constructed by active subjects. In 

narrative studies, there are usually no a priori hypotheses instead the specific 

directions of the study usually emerge from reading the collected material, and 

hypotheses then may be generated from it (Glaser, 2000).  



60 

We ordinarily use the term valid to mean the quality of being logically, factually sound; 

soundness of the argument in supporting the claim (Polkinghorne, 2007). 

Polkinghorne proposes that for narrative research validating knowledge claims is not 

a mechanical process but, instead, is an argumentative practice to convince readers 

that the plausibility of the claim is strong enough to serve as a basis for understanding. 

Riesman contends that traditional concepts of validation do not apply to narrative 

studies instead the value should be by the ‘trustworthiness’ instead of by truth. Truth 

is an ‘objective reality’ while trustworthiness ‘moves the process into the social world’ 

(Riessman, 1993a, p. 65). 

Given this should narrative researchers have to establish validity? Narrative is 

interpretive, and an interpretation is always personal, partial, and dynamic and as such 

Lieblich suggests that a process of consensual validation, sharing the researcher’s 

views and conclusions that make sense to researchers and interested, informed 

individuals is of the highest worth in narrative research. Lieblich and Riesman both 

offer similar criteria for approaching validation in narrative studies, however as Lieblich 

et al was the chosen method I will now contend I have addressed her four criteria or 

conditions  (Lieblich et al., 1998, p. 173) for the evaluation of narrative studies: 

1. The width and comprehensiveness of evidence.  

Like the majority of narrative research this study was conducted with smaller groups 

of individuals compared to traditional research, however the quantity of data gathered 

in the stories was large. This study tenders enough specifics to allow the reader to 

make an informed judgement on the evidence and its interpretation that the results are 

believable and probable.  
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2. Coherence: The way different parts of the interpretation create a complete and 

meaningful picture. 

Lieblich et al differentiate between internal coherence (how the parts fit together) and 

external coherence (how the research compares to existing theories and previous 

research). In this narrative study careful, systematic procedures were used to ensure 

the closest possible representation from the raw data stage through analysis and the 

written report. This process enhanced the dependability of the data and addressed the 

criteria of reliability of the data. A holistic approach ensured the defined content and 

form was read analysed and interpreted from the whole story perspective. That 

process allowed this study to be comprehensive and coherent. 

3. Insightfulness: the sense of innovation or originality in the presentation of the 

story and its analysis. Does this research move the reader to greater insight? 

This study provided a deep perceptive description and explanation of human reality 

and the truths of personal narratives are neither open to proof nor self-evident. I argue 

that I have attended to originality as the sensitive phenomena under review have 

gained little attention in the qualitative research world. My intention was to draw the 

reader into my discoveries allowing them to see the world of others in new and deeper 

ways’ (Finlay, 2006), to change the reader at an emotional as well as a realistic level 

(Bochner, 2001). This study has provided a suitable vehicle for understanding the 

meanings, interpretations, experiences and meanings surrounding an AoC. 

4. Parsimony: The ability to provide an analysis based on a small number of 

concepts, and elegance or aesthetic appeal. 
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This study hopefully will appeal to a variety of readers and professional streams and 

will become the basis for further research by other investigators as this research is 

future-oriented. 

This study met Lieblich’s four conditions used for the appraisal of narrative studies. 

The research is trustworthy and well-grounded and readers will acknowledge the 

plausibility of the study ‘In the final analysis the work is ours. We have to take 

responsibility’ (Riessman, 1993b, p. 67) and this study has achieved this 

Setting 

The study was set in New South Wales.  It was open to any woman who gave birth in 

a NSW maternity facility (and who had experience an AoC), midwives and social 

workers employed at any NSW Public Hospitals and case managers who were 

employed by NSW FACS.  

Recruitment 

The participants were recruited through different approaches.  Due to the sensitivity of 

the subject and the vulnerability and marginalisation of the women, engaging them 

required numerous strategies including advertising in community sites and agencies, 

web sites, social media, seeking professional referral and snowballing. For the 

practical and methodological issues and specific considerations of recruiting 

vulnerable participants to sensitive research see Paper 2: A researcher’s journey: 

Exploring a sensitive topic with vulnerable women.  The midwives and social workers 

were recruited from a large tertiary referral hospital in NSW.  Word of mouth on the 

topic of my research resulted in a number of midwives and social workers approaching 

me to be participants and eager for the opportunity to tell their story. Additional 
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midwives and social workers were recruited via invitation circulated by email 

broadcasts and internal hospital advertising on notice boards. FACS internally 

recruited the case managers and provided their details to the researcher. FACS case 

managers were located at various settings across a Local Health District. 

Participants  

The research participants were purposely selected. The inclusion criteria consisted of 

any personal experience (the women) or direct involvement (the professionals) in an 

AoC at birth for child protection concerns in NSW, be willing be interviewed by the 

researcher and discuss the positive and negative, their opinions, feelings and thoughts 

about their experience. Participants had to be; greater than eighteen years of age, 

able to read and comprehend the supplied English language information and the 

consent forms. Each participant was given an opportunity to ask questions prior to 

signing the consent form. The midwives and social workers had to have the 

appropriate professional qualifications and be registered with The Australian Health 

Practitioner Regulation Agency (APHRA) or be a University student midwife currently 

employed to practice in work place and location such as a metropolitan, rural, remote, 

independent, hospital (tertiary), midwifery led birth unit (stand alone, attached to a 

hospital). The case managers required pre-approval to participate from the Family and 

Community Service Agency according to their organisational regulations.  

The location for the interview was chosen by the participant and no restriction was 

placed on the length of the interview and it could be terminated by any party. The 

professional participants could withdraw from the study at any time without any 

repercussions and refusal to participate or withdrawal from the study would not affect 
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their ongoing employment. Participants were informed that if at any time they chose 

to withdraw then the transcript of their interview would be destroyed  

Ethical Approval 

The study required a two phase ethics application. Ethical approval was sought and 

granted from the NSW Health Human Research Ethics Committee (HREC) via the 

HNEHREC including a Site Specific Application (SSA) see Appendix C for approval 

letter). As an external researcher to Child Protection Services ethical approval was 

sought and granted for FACS case managers to participate and acquisition of FACS 

data (see Appendix C for approval letter). 

Ethical Considerations 

Risk assessment associated with both ethics processes required an appraisal of the 

severity of the risk associated with this research, and the likelihood that harm could be 

experienced. Specific risks related to the sensitive subject matter were identified and 

addressed appropriately. This included the link between the researcher and a 

dependent or unequal relationships perceived by a participant however at the time of 

the data collection the researcher was not working  in a clinical care setting and had 

not been associated with the Health District for two years. This was not viewed as a 

risk however the researcher did have the ability to exclude any participant from the 

study if the previous relationship either impaired the research or caused individual 

harm. 

The researcher’s previous experience of extensive counselling and support alleviated 

any concerns about judging when the interview should be terminated or support 

provided. If, during the interviews, any child protection issues became apparent as a 
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registered midwife and a mandatory reporter the researcher would make a report to 

FACS. The women were informed of this detail prior to the day of interview No issues 

were identified during the interviews with the women.  

An AoC is a distressing sensitive subject that may bring back painful, unsettling 

emotions for all participants. For women, who did not have custody and care of their 

baby/child the interview could exacerbated these emotions. It may be therapeutic to 

have the loss recognised and acknowledged and her feelings and grief validated, 

nonetheless if emotional distress or the need for further counselling was necessary all 

participants, at the time of the interview, were provided with contact details, including 

those appropriate for Aboriginal and Torres Strait Islander participant’s. The midwives 

and social workers had access to NSW Health Employee Assistance Program (EAP) 

and FACS case managers had access to their own in-house counselling. Any 

counselling would be provided free of charge.  

The researcher’s safety in the woman’s home was addressed by a risk assessment 

on all women participants. Any violence in the relationship or concerns around the 

researcher being present at their home required the researcher to negotiate with the 

woman for a neutral alternate place for the interview. 

An additional discussion on ethics and considerations necessary when research is on 

a sensitive topic is included in Paper 2: A researcher’s journey: Exploring a sensitive 

topic with vulnerable women. 

Data Collection 

Data were obtained through open ended individual interviews without the use of an 

interview schedule. The analysis of qualitative research begins in the interview and 



66 

using reflexivity at this stage was integral. Reflexivity refers to the circular relationships 

between cause and effect, especially as embedded in human belief structures (Ives & 

Dunn, 2010).  Querying concepts or impressions, such as  my personal value systems, 

my gender,  ethnicity, my social situation, my culture, my ability to be objective and my 

position in relation to this topic and my participants and how this may influence this 

research aided me in understanding the situation. Reflexivity allows for growth and 

transformation to occur through the whole process (Clandinin & Connelly, 2000). 

One of the most important aspects of research with a sensitive topic and vulnerable 

participants is establishing trust between the participant and researcher. To focus the 

interview in a narrative way, and as a means of gaining trust I shared my background, 

the reasons and my motivation behind the research with the participants first. They 

were then invited to tell their stories about either their personal experiences or being 

involved professionally in antenatal care prior to an AoC or the actual removal of the 

newborn baby at birth. Additional methods used to establish trust with the vulnerable 

participants are included in Paper 2: A researcher’s journey: Exploring a sensitive topic 

with vulnerable women.   

To give power to the participant and to encourage a sense of partnership and trust the 

interviews were carried out at venues of the participants’ choice. Each of the women 

chose to be interviewed in their homes. For the majority of professionals, the 

interviews occurred in a private area located at their place of employment. Two case 

managers were interviewed by telephone. Three women, seven midwives, five social 

workers and five case managers were interviewed by the principal researcher in 2014. 

The interviews, varying from 60 minutes to three and a half hours in length, were 
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recorded and professionally transcribed verbatim. Each transcription was checked 

with the audio tape for accuracy.  

Dedoose, a data-management package, was used to store the recordings and the 

written transcripts to facilitate analysis and retrieval of the data. The data were 

subjected to close scrutiny to elicit the individual story. Attention was given to the 

themes surrounding the foci (AoC process) and the meanings of this lived experience; 

what was said rather than how the stories were told (Crossley, 2000) ‘theorising from 

the case rather than from the component themes across the cases’ (Riessman, 2008, 

p. 53). 

The methods for this study is also described in two papers published during 

candidature: Paper 2, A researcher's journey: Exploring a sensitive topic with 

vulnerable women is in this current chapter and is reproduced verbatim. Methods are 

also described in the final paper: Making the hidden seen: a narrative analysis of the 

experiences of Assumption of Care at birth, currently under review and presented in 

Chapter 6.  
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A B S T R A C T    
 

Background: The conduct of research regardless of the subject or methods 
employed brings responsibilities and challenges. These are greater when 
dealing with sensitive topics and vulnerable groups and therefore researchers 
must navigate a range of complex issues and make choices in relation to practical, 

ethical and philosophical concerns. While literature dealing with research 
methodologies and research design may assist to some degree, it cannot 
provide a clear pathway or template as each research project must respond to a 
unique set of circumstances. We can however, also learn from sharing our stories 
and critical reflections on our research processes. 
Objective: The purpose of this article is to highlight the practical and methodological 
issues arising from researching a sensitive topic with vulnerable women 
experiencing an Assumption of Care. 
Discussion: Research involving topics that are deeply personal and private 
combined with a vulnerable population can be complex and challenging for the 
researcher. Although some issues were anticipated from the literature, others 
encountered in this study were unexpected. Special considerations and 
prerequisites were necessary to build mutual trust and share power with women 
who had experienced an Assumption of Care at birth. Narrative Inquiry was a 
good methodological fit for this study as it privileged the voices of women and 
insisted that their experiences be considered within the context of their lives. 
Conclusion: Although Narrative Inquiry is a suitable choice for researching 
sensitive topics with vulnerable women specific considerations are still required 
to ensure the benefits of this research for both participants and researchers.  
Family and Community Service (FACS) have now replaced the formerly known 
Department of Community Services (DoCS) and in consideration of the timing 
of this study this article uses the terminology as DoCS. 
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Researchers have at their disposal a range of 

methodologies and methods, some more suited for 
focusing on sensitive topics with vulnerable women, 

than others. We experienced challenges in our research 

about Assumption of Care at birth (the forcible removal 
immediately after birth of a baby by the State from her 

or his mother). This article draws on the principal 

researcher’s experiences to highlight the practical and 
methodological issues arising from researching sensitive 

topics with vulnerable women. Specific considerations 

required to ensure the appropriateness of this research 
for participants and researchers include careful choice of 

methodology, trust-building in a safe, power-sharing 

relationship between the participant and the researcher, 
and researcher reflexivity. 

Research commonly covers the breadth of human 

experience with people from all walks of life, some of 
which deals with the double issue of a sensitive topic and 

vulnerable participants. ‘Sensitive’ research has many 

definitions however the common theme articulated is 
that such research discloses behaviours or attitudes 

which under normal circumstances would be private 

and/or personal and when revealed can cause discomfort 
or disapproval (McCosker, Barnard, & Gerber, 2001). 

While there is potential for any topic to be a sensitive one, 

some topics are more likely to cause distress than others 
(Lee & Lee, 2012). These include topics of a deeply 

personal or private nature, those associated with 
embarrassment and stigmatisation, those related to 

experiences that are stressful and frightening, or topics 

that might be controversial. Sensitive research can also 
involve themes considered ‘sacred’ such as birth, 

sexuality or death (Lee, 1993). Vulnerability is similarly 

open to a variety of definitions. Fundamentally anyone 
who participates in research has the potential to be 

vulnerable. Participants could be considered vulnerable 

simply due to the fact that they are involved in research 
of a sensitive nature and therefore more susceptible to 

distress. Additionally, vulnerability may relate to the 

actual participants, as well as being the result of research 
questioning/discussion. An individual is often described 

as vulnerable if they experience diminished autonomy 

due to physical, psychological or status inequalities 
(Liamputtong, 2007b). There are a range of existing 

validated criteria for what defines a vulnerable woman. 

Although the measures vary, generally they include age 
less than 20 years, serious housing problems or no 

accommodation, serious financial difficulties, isolation 

with no support, a history of a mental health disorder, 
drug and alcohol problems either currently or in the past, 

or serious parenting difficulties e.g. known to The 

Department of Community Services (DoCS), domestic 
violence, or involvement with a social worker (Barlow, 

Kirkpatrick, Stewart-Brown, & Davis, 2005). Of course, 

vulnerability is a socially constructed concept and so 
open to a variety of definitions and it is important not to 

decide without evidence that these participants are 

vulnerable per se (Liamputtong, 2007b).  
The following paragraphs describe the context of our 

study into Assumption of Care followed by our 

reflections on the conduct of the study including 
methodological considerations and more practical 

aspects such as recruitment. The aim of the paper is to 

share our experience and thus highlight issues that often 
remain hidden in this sort of research. 

 

1. The context of the research project 

 

In 2007 two young children who were well known to the 

NSW Department of Community Services died 
tragically from child abuse and neglect. These two cases 

became the focal point of public concern and media 

attention. As a result the Special Commission of Inquiry 
into Child Protection Services in New South Wales, 

headed by Justice James Wood AOQC was established 

to investigate the safety and welfare of all children. 

Justice Wood noted that DoCS were overflowing with 
reports of suspected ‘at risk’ children and therefore, 

children with genuine risks were overlooked. To better 

identify these more serious cases he recommended 
changes to the mandatory reporting from a child ‘at risk’ 

of any harm to a child ‘at risk of significant harm’ (Wood, 

2008c).  
This inquiry resulted in a number of recommendations 

and changes in 2009 to the NSW Child and Young 

Persons (care and protection) ACT 1998 (NSW 
Government, 2009). With the changes to the Act, an 

unsubstantiated DoCS prenatal report meant that the 

baby was automatically considered ‘at risk of significant 
harm‘ (Wood, 2008c) and the Director General was 

provided with new powers to order an Assumption of 

Care at the time of birth. Additionally, if a woman had a 
history of a previous child removed from her care the 

threshold for Assumption of Care in a subsequent 

pregnancy took precedence with the burden of proof 
shifted from DoCS to the woman. In this situation the 

woman is required to prove that the ‘‘circumstances that 

gave rise to the previous removal of the child or young 
person concerned no longer exist’’ (Section 106A, Child 

and Young Person’s [care and protection] Act 1998) 

(Marsh et al., 2015). Assumption of Care is a challenging 
situation not least for the childbearing women involved. 

Assumption of Care most often involves some of society’s 
most vulnerable women including those experiencing 

drug and alcohol dependencies, mental health issues, 

domestic violence, poverty, homelessness and personal 
histories of child abuse and neglect. Midwifery is a 

profession that is defined by its relationship with 

childbearing women and prides itself on its woman 
centred approach to care and the role of the midwife 

working in partnership with women (The National 

Health and Medical Research Council, 2010).  As a 
feminist profession one aim of midwifery care is to 

empower pregnant women so that they continue into 

parenthood feeling strong and capable (Surtees, 2003). 
The practice of Assumption of Care can challenge 

midwifery on every level (Marsh et al., 2015).  

The principal researcher (CM) is a midwife with many 
years’ experience in clinical practice and maternity 

service management in regional and tertiary settings and 

been involved in a number of cases of Assumption of 
Care. She has witnessed first-hand the effect of this 

practice on the women in the short term and also on the 

professionals involved including midwives and social 
workers. This includes supporting women and families 

after an Assumption of Care (attempting to ensure that 

the ongoing maternity care needs of the woman are met), 
and also with supporting and counselling maternity staff 

as they grapple with a mix of emotions and often 

dissonance that the practice has wrought. This led to a 
desire to more fully explore the experiences of those 

directly and personally involved in an Assumption of 

Care at the time of the baby’s birth, particularly (but not 
exclusively) the ‘mothers’ to inform a way that could be 

less harmful to the woman, the midwife and associated 

professionals involved (Marsh et al., 2015). The study 
participants include women (the mothers), midwives, 

social workers and case managers from the Department 

of Community Services (DoCS). This article focuses on 
our engagement with the women. 

Assumption of Care is clearly a sensitive subject 

involving vulnerable participants: women whose babies 
are ‘assumed’ and thus it fits the definition of research 

that combines both a sensitive topic with a vulnerable 

population and is complex and challenging in a variety of 
ways. Challenges arise from recruiting participants who 

potentially have a deep distrust of health professionals, 

researchers or those seen to represent the ‘establishment’ 
(Douglas & Walsh, 2010; Walsh & Moss, 2010). Other 

challenges result from the potential power imbalance 
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between the researchers and researched and the risks 

associated with exploitation and misrepresentation 
(Liamputtong, 2007b). Further, particular challenges are 

associated with causing distress to a group which may 

have diminished financial and social resources and 
supports (Liamputtong, 2007b). Prior to recruitment, one 

of the first challenges was identifying a methodological 

approach that is appropriate to the topic and allows the 
researcher to address some of the constraints of working 

with a sensitive topic and a vulnerable group. Narrative 

Inquiry was chosen as the methodological approach for 
this research and the next section of this paper discusses 

its suitability for research of this nature. 

 

2. Narrative Inquiry 

 

Narrative Inquiry is a form of qualitative research 
emerging in the early 20th century. It was part of a broader 

interpretive turn that emerged as a reaction to positivism 

and in particular, the application of the scientific 
paradigm to the study of human beings (Mottie, 2005). 

According to Rabinow and Sullivan (Rabinow & 

Sullivan, 1979, p. 12) the ‘interpretive turn’ was 
characterised by: a focus on human agency as opposed to 

determinism 

1. a theme of human complexity and variety as 
opposed to simplicity and 

2. an emphasis on the role of context and world in 
human activity and especially in the human 

interpretation of such activity. 

John Dewey an American philosopher, psychologist 
and the most significant educational thinker of his era is 

credited as one of the pioneers of Narrative Inquiry. 

Dewey introduced his theory of human experience in 
1938. His logic designated that to be effective, 

educators must first be able to understand the nature of 

human experience (Goldblat, 2006). Each person’s 
experience is uniquely different and is created by past 

experiences, connections with our continuous thought 

processes and influenced by our personal, social, and 
material environment (Clandinin & Rosiek, 2006). 

While Narrative Inquiry is characterised by diversity 

(Riessman, 1993b)  Clandinin and Connelly offer a useful 
definition; 

Narrative Inquiry is a way of understanding 

experience. It is collaboration between 
researcher and participants, over time, in a place 

or series of places, and in social interaction with 

milieus. An inquirer enters this matrix in the 
midst and progresses in this same spirit, 

concluding the inquiry still in the midst of living 

and telling, reliving and retelling, the stories of 
the experience that make up people’s lives, both 

individual and social. Simply stated Narrative 

Inquiry is stories lived and told.’ (Clandinin & 
Connelly, 2000) 

 

Central to Narrative Inquiry is the principle that 
individual’s experiences are expressed in stories and that 

stories give meaning to people’s lives. In Narrative 

Inquiry, stories are data. Narrative text is inundated with 
sociological information focusing on how patterns of 

actions shape people’s lives and provides the means to 

understand individuals and society (Erol Isik, 2015).  
Narrative Inquiry is particularly suitable for 

understanding the meanings, interpretations and 

subjective experiences of vulnerable populations 
(Franzosi, 2010). Narratives link the personal and socio-

political by situating the narrator in the personal and the 

broader social and political milieu which has shaped their 
lives (Pitre, Kushner, Raine, & Hegadoren, 2013). 

Additionally Narrative Inquiry does not have a strong 

emphasis on standard procedures and consistency 
(McCosker et al., 2001) and thus allows for agility in 

design and process (Riessman, 1993b). The methodology 

does not prescribe for example the sample size or data 

collection methods as these are determined by the aims 
and practical considerations for each study. 

Although the research design can take on a variety of 

forms the commitment continues to focus on the lived 
experience and understanding meaning within the 

personal story. Atkinson and Delamont24 however warn 

us that it is not enough to celebrate the narrative. In 
research, the stance must be analytic. 

 

3. Analysis in Narrative Inquiry 

 

In a narrative, the story teller narrates the past through a 

memory but narrates it in the present, choosing to include, 
exclude or exaggerate aspects of the story, positioning 

themselves and others in certain ways. In this, the past 

and present co-exist. The cultural and socio-political 
context shapes the story; influencing who can speak, who 

can listen what is right, what is wrong, who can be a hero 

in what circumstances and who a victim. Narrative 
Inquiry also captures ‘internalised soliloquies’; the 

conversations we have with our self or imaginary others 

(Askren & Bloom, 1999; Liamputtong & Ezzy, 2005). 
Gergen and Gergen refer to these people as ‘the 

supporting cast’ of a person’s narrative thus taking the 

view that the self is not an entity but multi layered 
(Gergen & Gergen, 2003).  Narratives therefore should 

not be seen as a ‘‘truth’’ but as a ‘‘performance’’ 
(Atkinson & Delamont, 2006). As Atkinson explains    ‘ 

‘...while such stories - and the events they refer to – are 

intensely personal, they are thoroughly shaped by cultural 
conventions... (Atkinson & Delamont, 2006, p. 166)  

Analysis in Narrative Inquiry focuses as much on the 

context as the story, seeking to understand how the 
context has shaped the narrative. In Narrative analysis the 

‘‘performance’’ is examined and the researcher seeks to 

illuminate the rhetorical devices employed, the function 
of the story in constructing a particular version of events, 

how actions are justified or damned, how self and others 

are evaluated (Atkinson & Delamont, 2006). While 
analysis in this study is just beginning it is clear that the 

childbearing women, DoCS workers, midwives and 

social workers may construct quite different realities of 
the same or similar situations. In preparing the story for 

this deeper analysis, the researcher may ‘‘re-story’’ or re-

organise the participants’ stories into a framework that 
preserves the worthiness and benevolence of the 

participant’s experience Creswell (2006). This may 

include placing the story in chronological order; time, 
place, scene and sequence in order to make sense. As 

Clandinin and Connolly  suggest stories have beginning, 

middle, and an end; may be three dimensional including 
the past, the present and the future (Clandinin & 

Connelly, 2000). Once organised as a whole, the story is 

subject to deeper analysis. This type of analysis differs 
from some other forms of analysis (such as some types 

of thematic analysis) de-contextualise and fragment 

stories. Fragments of stories are grouped to form themes 
and the stories themselves are removed from the context 

which gave rise to them. As Atkinson comments, they 

‘‘...seem to float in a social vacuum. The voices echo in an 
otherwise empty world...’’ (Atkinson, Batchelor, & 

Parsons, 1997) Narrative analysis in contrast seeks to 

maintain the integrity of the story and its context; 
illuminating interrelationships. 

Narrative Inquiry has also been used in explicitly political 

ways to give voice to the silenced(Atkinson & Delamont, 
2006).  Not withstanding the caution alluded to previously 

(the presumption that a testimony mirrors truth or 

reality), this can produce ‘‘multi vocality’’ in what would 
otherwise be understood in uni-vocal terms; reflecting the 

voices of the most powerful. In addition, the process of 

telling one’s narrative on sensitive subjects can be 
‘metamorphic’(Liamputtong & Ezzy, 2005) or even 

‘therapeutic’ for the participants (Stuhlmiller, 2005). 
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This leaves a heavy burden of responsibility on the 

shoulders of the researcher to ensure accountability to the 
dignity, privacy, and well-being for a particular 

marginalised and oppressed group of women 

(Gunaratnam, 2013). The specific considerations 
employed in the research and discussed now in this paper 

begin with ‘power to the participant’, then turn to 

‘establishing trust’ and in the final section touches on 
‘reflexivity’. 

 

4. Power to the participant 

 

The story, the contexts in which the stories are 

embedded and the meanings participants attribute to 
aspects of their story have primacy in Narrative Inquiry. 

This contrasts to some other qualitative research 

approaches that mine interview data for themes and in 
the process may depersonalise and de-contextualise the 

information collected (Maple & Edwards, 2010). 

Narrative Inquiry seeks to honour the stories of the 
teller and is oriented towards ‘understanding the story 

within the teller’s social situation, locating not only 

what is said and not said, but also the way in which 
events are placed and the importance given to them.. .’ 

(Maple & Edwards, 2010). This gives voice to the 

stories and implies that they are important: something 
vulnerable women in particular may not have 

previously experienced. Through the stories of those 
affected, research using Narrative Inquiry seeks to 

capture richness in order to gain a deeper understanding 

of the issue. Reconstructing the participants’ story 
should …’draw the reader into the discoveries, thus 

allowing them to see the world of others in new and 

deeper ways’... (Finlay, 2013)  and to change the reader 
at an emotional as well as rational level (Bochner, 

2001).  

Critics have pointed to the exploitive potential of 
sensitive research in that it profits from the participant 

for the benefit (most often) of the researcher without 

giving anything in return (Liamputtong, 2005). The 
relationship is often such that the researcher is in a more 

powerful position with control over the research agenda, 

the interview process, analysis, interpretation and 
presentation of research findings (Dickson-Swift, James, 

& Liamputtong, 2005). This power differential may be 

accentuated in research with the vulnerable as there may 
be significant disparities in levels of education, financial 

and other social resources between the researcher and 

participant (Mendis, 2009). Hydén suggests that 
vulnerable people in particular can feel intimidated 

participating in research or see it as a form of domination 

or social control (Hydén & Brockmeier, 2011). While 
Narrative Inquiry does not ameliorate all of these 

concerns it does seek to minimise the power inequalities 

in the relationship between the researcher and researched 
(Riessman & Quinney, 2005). As we alluded to 

previously, vulnerability is created by societies through 

various ongoing social and cultural practices that are 
subject to social change and cannot be represented and 

measured with formal techniques. We cannot assume 

that participants are necessarily vulnerable (or not 
vulnerable) regardless of whether they meet certain 

externally imposed criteria (Plapp, 2005). Individuals 

may not appreciate the label ‘‘vulnerability’’ as it often 
implies passivity, leading to patronising approaches. 

Alternatively, those we may not consider ‘‘vulnerable’’ 

may indeed be vulnerable due to undisclosed or unseen 
factors. This suggests that great care and sensitivity must 

be used in all research situations particularly when 

dealing with sensitive topics. 
 

5. Ethics 

 
Informed consent and confidentiality are paramount 

concerns in any research and they are particularly 

important in research situations that deal with sensitive 

topics and vulnerable participants. This means that 
participants must have a comprehensive understanding 

of the potential risks and benefits of participating in the 

study so that they are free to make informed choices that 
are right for them. Confidentiality is an ongoing concern 

and extreme care must be taken in all aspects of the 

research including; how participants are contacted and 
where interviews are conducted, how data is collected, 

managed and stored and in the details that are presented 

or made public in publications. In Narrative Inquiry it is 
permissible to change some details of a story to protect 

the anonymity of the participant. 

The participants’ needs are paramount in Narrative 
Inquiry and in our study into Assumption of Care 

individual’s preferences were discussed prior to the story 

telling interaction (Allen, 2008). It was important that 
they did have control to choose the place, date, time and 

duration of the interview along with the assurance that 

they could cancel or postpone without consequences. 
For the women participants’ choosing their own location 

was critical for them to feel safe in order to share their 

story. It was important for one woman not to be seen or 
overheard in her local community, hence she chose the 

privacy of her own home; another selected a quiet park 

where we sat on the grass. Alternately the midwives, 
social workers and case manager participants elected to 

tell their story at their place of work, including offices, 
tutorial rooms, coffee shops and outdoor seating areas. 

Two non-local DoCs case managers participated by 

teleconference. All interviews were digitally recorded 
and transcribed by the principal researcher. 

Narrative interviews are less structured that other types 

of interviews and rather than asking participants a series 
of questions Narrative Inquiry asks the participant to tell 

their story (Clandinin & Connelly, 2000; Riessman, 

1993b). The participant is in control of the story 
(Mendis, 2009): the content (what to tell, what to leave 

out), the pace, the sequencing and the meanings 

attributed to aspects of the story (Bruner, 2003). The 
researcher should listen generously and not guide the 

conversation but take a position of respectful curiosity 

and encourage the participant to tell their own stories in 
their own unique ways. Some of the participants had not 

previously shared their experience with anyone else. The 

principle researcher found that with the use of a reflexive 
approach, respectfulness and empathy the participants 

opened up about their feelings. 

 

6. Establishing trust 

 

One of the most important aspects of any qualitative 
research process is establishing trust between the 

participant and researcher. This is particularly important 

when working with vulnerable participants and when 
dealing with sensitive issues. Highly sensitive content, 

especially with vulnerable people, is more complex and 

for that reason risk minimisation for both physical and 
psychological well-being of all involved in the research 

process should be included (Johnson & Clarke, 2003). 

The first challenge in relation to trust comes with 
recruitment to the study. 

Recruiting vulnerable people to research on a sensitive 

topic like Assumption of Care is challenging for a variety 
of reasons. Vulnerable people may be particularly 

concerned about why they are being studied (Wilson & 

Neville, 2009). They are often discriminated against and 
rejected in other social spheres and so they may experience 

suspicion and scepticism in relation to being involved in 

research. In addition, they may be unwilling to put 
themselves in situations that could leave them feeling 

discriminated against, shamed, ostracised, exposed or 

incriminated (Liamputtong, 2007b). Another difficulty 
with accessing a vulnerable participant group may be a 

history of past negative relationships with welfare based 
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groups and authorities. These perceptions may not always 

relate to past personal experience but can emerge from the 
experiences of others including members of their extended 

family or from within their social group. Researchers and 

health carers are often caste as part of the establishment or 
‘authorities’ and this can be a barrier to establishing trust 

with individuals who have not had positive relationships 

with this group previously. As one potential participant in 
this study shared, ‘….women  will  never  talk  to you 

while ever you have an email address associated with 

Health; they won’t trust you not to be involved with 
DoCS.. .’ 

Numerous potential women participants (those 

responding to invitations and making contact to discuss 
the project) were particularly suspicious and concerned 

about the researcher’s relationship with DoCS. They 

were interested in knowing why the principal researcher 
was seeking women who had experienced an 

Assumption of Care, who she worked for, what her role 

was, what were her motivations and intentions, what her 
connection was to DoCS and whether any information 

would be shared with authorities. Of course, these are all 

legitimate concerns. Despite responding to these 
concerns and giving reassurance in relation to the 

motivation for the research, the independence of the 

researchers and the processes in place to protect their 
anonymity, many of these inquires did not result in 

participation in face to face communications. Four 
women with these concerns elected to tell their story via 

email instead of in a face to face encounter. Face to face 

encounters allowed the principal researcher and 
participant an opportunity develop rapport and trust. 

Once this was established the conversations were free 

flowing and full. Listening to their powerful stories was 
extraordinary, insightful and a privilege. In contrast 

email encounters did not allow for the development of 

rapport and trust (Baird & Mitchell, 2013). The email 
encounters did not ‘tell a story’ instead they provided an 

outlet for the participant to express anger, frustration and 

resentment at ‘‘the system’’. While the principal 
researcher attempted to initiate ongoing communication, 

via email, two reply emails were undeliverable and two 

others resulted in a further similar brief exchange. While 
data analysis is just beginning in this study it is clear that 

the quality and depth of the data obtained in the face to 

face interviews was superior to that obtained in the email 
responses. 

Alongside issues of trust, practical aspects of accessing 

vulnerable individuals can impact on recruitment. Some 
can be transient or due to a variety of reasons, may be 

on the ‘fringes’ of society, choosing to stay within the 

outer boundaries or peripheral edges of the community 
(Dickson-Swift, James, Kippen, & Liamputtong, 2007). 

This may make them difficult to reach by conventional 

means. The recruitment process for this research was 
not without its challenges. Factors contributing to the 

challenges in recruiting women to the study appeared 

not only to relate to the sensitivity of the subject but 
also to a level of distrust experienced by potential 

participants. The target group was women who had 

experienced an Assumption of Care in the first week 
after birth. The researchers recognised that this might be 

a hard to reach population therefore multiple methods 

were employed. These included advertising in 
community sites and agencies, such community notice 

boards, web sites such as Families Inclusion Network 

NSW (FIN) (Network, 2009), social media, professional 
referral, and snowballing, that is finding research 

subjects where one person gives the researcher the name 

of another person, who in turn offers the name of a 
third, and so forth (Atkinson & Flint, 2003).  

It may be necessary to negotiate with various 

‘gatekeepers’ to reach vulnerable groups. Gatekeepers 
in research setting are those who have the power and 

authority to grant or deny access to the researcher to a 

set population (Sidani & Streiner, 2010). Access to 

vulnerable groups may be blocked by a desire of 
gatekeepers to protect the group or to prevent the 

dissemination of information that may not be 

unflattering to an organisation involved (Dickson-Swift 
et al., 2005). Besides approval from Human Research 

Ethics Committee this study required addition 

endorsement from DoCS Research Ethic Committee as 
case managers were also invited to participate in the 

research. Initially DoCS offered to assist with the 

recruitment of women to the study however they wanted 
to limit this to women who had subsequently had the 

care of their baby restored. While the assistance of 

DoCS would have greatly aided recruitment to the study 
this offer was declined as the researchers were 

interested in the experiences of a range of women, not 

only those to whose care had been restored. 
Once participants are recruited, in particular to this kind 

of study, trust continues to be a critical factor as it is 

influences the quality of the interaction and the telling 
of the story. With greater trust and rapport, comes a 

greater degree of openness. Building and maintaining 

trust can be difficult and Liamputtong suggests that the 
researcher should have strategies in place to assist in 

engagement (Liamputtong, 2009). The key in 

facilitating the sharing of narratives is the ability to 
skilfully and diplomatically negotiate the dynamics of 

the interviewer–interviewee relationship (Creswell, 
2006). Each encounter is individual, distinct and 

influenced by the relationship developed, the 

personality of the participant and their responsiveness. 
Supportive interviewing in a respectful and sensitive 

manner is required, particularly when interviewing 

people about distressing or traumatic incidents. 
Participants are often acutely aware of the subtle 

interpersonal cues that reflect the researcher’s capacity 

to be empathetic, non-judgmental, concerned, tolerant, 
and emotionally responsive (Downe, Finlayson, Walsh, 

& Lavender, 2009).  

The World Health Organization outlines ten guiding 
principles to the ethical and safe conduct of interview 

with women who have been trafficked that are equally 

applicable to the conduct of research with vulnerable 
women in other circumstances (Zimmerman & Watts, 

2003). These include; 

1. Do no harm 
2. Know your subject and assess the risks 

3. Prepare referral information 

4. Adequately select and prepare interpreters and 
co workers 

5. Ensure anonymity and confidentiality 

6. Get informed consent 
7. Listen to and respect each woman’s assessment 

of her situation and risks to her safety 

8. Do not re-traumatise a woman 
9. Be prepared for emergency intervention and 

10. Put information collected to good use. 

The majority of the WHO guiding principles above 
were adhered to as they were particularly relevant to this 

study. Prepared written referral information (number 3) 

on local support services, were provided to all 
participants. Although interpreters and co-workers 

(number 4) were not used the physical and 

psychological safety of the sole interviewer was never 
under- estimated with support mechanisms in place at 

each stage of the research in order to maintain emotional 

wellbeing. Although relevant social work support was 
accessible collegial support proved to be the most 

valuable. 

In an attempt to gain preliminary rapport and to alleviate 
some of the discomfort prior to commencing the story 

telling interaction, the principal researcher shared her 

own story with the participants. This included past 
experiences of being a midwife when newborns were 

assumed into care, how that felt for her, and how that 
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became the motivation to seek and gain an 

understanding from people who had personally 
experienced an Assumption of Care. Sharing in this way 

also helped to reassure the participants that they did 

indeed possess the required experience, awareness and 
knowledge for participation in the research which in 

turn reinforced their commitment to the process. When 

researching topics of a sensitive and emotionally 
charged nature, we must be cognisant of the 

consequences for the storyteller hence follow-up 

professional counselling for any woman who wanted to 
take up this service was organised (Westen & 

Rosenthal, 2003). The health care employees were able 

to access Employee Assistant Programs (EAP), or the 
hospital’s mental health team. The DoCS case managers 

could access their in- house support services and the 

Woman’s Health Social Work Team offered to support 
any midwives or women who required counselling and 

support. The women were also reminded of the Lifeline 

contact details should they need them. 
Throughout the conversation it is important to be 

attentive to the participant and alert to signs of distress. 

The approach should be adjusted accordingly. On one 
occasion in this study, after a sensitive period of 

storytelling, a participant appeared fatigued and it was 

agreed to purposely change the path of her story to allow 
her some time to ease the emotional burden and regain 

her composure. On another occasion when a participant 
became emotional during her story telling I offered to end 

the conversation. However she declined and was happy 

to continue after a break. Even though several story 
telling meetings required some minor adjustments as 

above, no interviews were abandoned and all of the 

participants finished with positive comments on having 
been given the opportunity to participate and tell their 

story. 

 

7. Reflexivity and the researcher 

 

Undertaking research on sensitive, private, intimate, 
often distressing aspects of the participants’ lives also 

involves challenges for the researcher. As Band 

Winterstien notes that it is impossible to remain outside 
our subject matter; our presence, in whatever form, will 

have some kind of effect (Band-Winterstein, Doron, & 

Naim, 2014). Therefore, Narrative Inquiry research 
supports and encourages researcher reflexivity as a 

standard component of the research (Allott, 1994).  

Reflexivity is a process by which the researcher 
considers the way that their presence and perspective 

influence the knowledge and actions that arise from the 

research encounter (Alvesson & Sköldberg, 2000; 
Fook, 2002). An individual’s story inevitably reveals 

personal choices and has a moral dimension to which 

the researcher will respond on some level (Liamputtong 
& Ezzy, 2005). The moral and ethical stance of the 

researcher (whether made overt or remain covert) will 

impact on the interaction and all phases of the research. 
Reflexivity requires examination of the researcher’s 

attitudes, thought processes, values, assumptions, 

prejudices and customary actions (Doyle, 2007). It is 
concerned with complex roles in inter-relation to other 

people, situations and social structures (Weber, 2003).  

Due to the sensitive nature of the subject material and 
the fact that the principal researcher would need to 

obtain personal stories through ‘one-off’ meetings, it 

was imperative to gain a deeper understanding of those 
involved in the study including the researchers. While 

being reflexive on a personal, interpersonal and 

professional level, the person is engaged in an internal 
ongoing dialogue, looking at the experiences from both 

within from outside and moving across both to 

understand the meaning (Band-Winterstein et al., 2014). 
Sandelowski indicates this is ‘external to the cultural, 

chronological, linguistic, political, and other forces that 

influence the inquiry and interaction’ (Sandelowski, 

2002) Engaging in a ‘reflexive stance’ means to actively 
stand back from belief and value systems to appreciate 

how one’s own self influences actions (Cunliffe, 2010). 

Reflexive analysis of preconceptions and the 
participants’ reality influenced the way the principal 

researcher prepared for further story telling interactions 

with the women participants; evaluating not only her 
physiological, emotional, moral and ethical stance but 

how a person is presented to or perceived by others. 

Some reflexive strategies utilised were managing the 
demographic differences, using a dress code so as not to 

be overdressed or ‘corporate’, limiting the choice of 

accessories/jewellery, attending to fine details with 
organising equipment prior, continuing awareness of 

body language (smiling, open positions, not showing 

surprise or shock), and approaches used to conclude the 
interaction and tactics when a potential issue arose, such 

as pausing the interview when emotions came into play. 

Prior to each participant’s session the principal 
researcher dedicated adequate time to reflect inwardly, 

paying particular attention to communication, verbal or 

non-verbal, that could impact on the exchange (Cunliffe, 
2010). Although initially anxious before the interaction, 

it became evident that the principal researcher’s 

professional skills as a midwife and a Midwifery 
Manager were transferable to that of the researcher. 

Tacit knowledge, intuition along with the continuous 
self- reflexivity process and maintaining a reflexive 

journal assisted in shaping the relationship and 

surroundings throughout the  story telling (Lambert, 
Jomeen, & McSherry, 2010).  

In this study reflexive analysis after each storytelling 

helped highlight particular issues. Reflexivity challenges 
us to understand who we are. Each conversation was 

examined and the experience probed, especially so the 

relationship of the researcher to the participant to see if 
any subtleties seemed to affect the telling of the 

participant’s story. The content, context, timing, setting, 

the demographic differences between the two and the 
non-verbal dimensions that could have been in play 

throughout the story telling process were considered. 

Exploring differences in demographics and in diversity, 
such as age, ethnicity, cultural back ground, level of 

education, issues of power and unequal relation- ships 

must be recognised, if possible, by any researcher 
working with marginalised or vulnerable populations. 

Rix, Barclay and Wilson describe multi layered 

reflexivity as an approach for trying to mitigate power, 
class and cultural differences in research (Rix, Barclay, 

& Wilson, 2014). Multi layered reflexivity comprises 

reflexivity at three different levels. Firstly, reflexivity of 
self, that is past experiences and bias; secondly, system 

reflexivity encompassing organisational policy and 

practices; and lastly, interpersonal reflexivity including 
interactions with participants (Rix et al., 2014). This 

multi layered self-awareness approach was used as a self-

evaluation for all encounters throughout the research and 
journaled to help identify any issues or prejudice in order, 

if necessary, to try to address these issues or manage 

these prejudices before the next interaction (Shaw, 
2010).  

The women who have experienced an Assumption of Care 

have valuable personal insight and perspective into the 
process but being vulnerable can lead to oppression and 

diminished autonomy (Dickson-Swift et al., 2007). 

Gaining a clear window of opportunity for the lived 
experience of the women was bonus when the first two 

women made direct contact, eager to take part in the 

research and tell their story, so that it could later be shared 
with others. The principal researcher did not anticipate 

their direct approach and this positive reaction surprised 

and motivated her to continue when recruiting other 
women was problematic. With one of these women, due 

to circumstances the date and location had been 
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postponed twice. On a wet winter day the principal 

researcher drove to her house, arrived early parking up 
the street. While she sat waiting for time to pass she 

imagined all sorts of scenarios: what would the inside of 

the house be like, what would she say, how would the 
woman react, was she safe here? The researcher made a 

hasty call providing the address and her expected 

timeframe as is the practice with any home visiting. What 
she imagined and reality were totally different. Having 

been warmly welcomed by her and her toddler we sat for 

hours over cups of tea while she shared her personal story 
of the Assumption of Care of her baby boy. She was 

eager for the researcher to listen to her authentic story 

that was emotive and factual about a time when she was 
a vulnerable woman who had experienced an Assumption 

of Care at birth. It seemed that through her determination 

to change her life after her baby was taken by DoCS, she 
had as Lawless labels ‘reinvented her circumstances’ and 

changed her ‘life around’ (Lawless, 2001).  

The principal researcher felt humbled that this woman 
shared her story. Her story so generously shared gave her 

a powerful impression of her experience and the 

researcher admired her journey of self-empowerment and 
she told her so. Much later the researcher learned that this 

woman, after speaking with to her, had volunteered to 

speak at a public forum to share her experiences. She also 
approached a non-government organisation (Lifeline) to 

offer her services as a consumer and as a support for other 
women who had experienced an Assumption of Care at 

their baby’s birth. 

 

8. Conclusion 

In their practice and research midwives often deal with 

a variety of sensitive topics and vulnerable women. 
Narrative Inquiry allowed the principal researcher to 

sensitively inquire into the lives of women who were 

involved in the Assumption of Care by the state of their 
baby immediately their baby was born. When research 

focuses on phenomena that is likely be considered 

‘sensitive’ within a cultural and social framework there 
will most likely be implications for people who are 

involved in the research enterprise and this was true of 

our study. 
This article focused on the nature of highly sensitive 

research with vulnerable people, as, ‘If we undertake to 

study human lives, we have to be ready to face human 
feelings’ and the challenges (Ely, Anzul, Friedman, 

Garner, & Steinmetz, 1991). Researchers must be well 

equipped with relevant knowledge and skills to deal 
with such circumstances and it is here that this article 

makes a contribution. In sharing our experiences of 

conducting sensitive research with vulnerable 
participants we hope that others might be more 

cognisant of the myriad of methodological, ethical, and 

practical challenges that present themselves. Narrative 
Inquiry was a good methodological fit for our purposes 

as we felt it valued the voices of the participants whilst 

allowing for a deep analysis of the stories as they are 
embedded in a socio-political context. Whilst 

recruitment was a challenge we found certain strategies 

were important to establishing trust and eliciting stories 
from these women including; ensuring a comfortable 

safe environment, reciprocity, self-disclosure, and 
sensitivity throughout the story telling. Narrative 

Inquiry of this sensitive topic in a safe, balanced and 

cooperative relationship between the participant and the 
researcher is what we aimed for, and hopefully 

achieved, in this important study (Stevens, 2003) 

 
. 
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Chapter Summary 

This chapter has provided an overview of the methods used in the two studies included 

in this thesis. With narrative inquiry researching sensitive topic with vulnerable women 

presents a number of challenges and the challenges faced by the researcher were 

explored in depth. The next chapters present the research findings.   
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A B S T R A C T   

Introduction: Out-of-home care (OOHC) is the last recourse when children are at risk of 
serious harm and the home environment is not considered safe. A large proportion of 
children in OOHC are under five years of age and an estimated 18% are under one year 
of age. This study is the first to identify, over a defined period of time, the number, and 
outcomes of newborn babies removed by an assumption of care (AoC) and placed into 
OOHC in New South Wales (NSW). This study additionally aims to investigate if there is 
any association between the amendments to the NSW Children and Young Persons (Care 
and Protection) Act 1998 in 2008 and any increase in the number of newborn babies 
entering into care (EIC). 
Method: This study uses data on newborn babies aged seven days or less that entered 
into OOHC in NSW from January 1, 2006 to December 31, 2014. The data set (n = 1834) 
was analysed to determine the annual numbers, trends and characteristics of newborn 
babies who EIC in this vulnerable period. A pre and post 2008 analysis was undertaken to 
determine if legislative changes influenced the trend of prenata l reporting and the numbers 
of newborn babies EIC. 
Results: The number of newborn babies EIC care steadily increased from 2006 to 2014 as 
did prenatal reporting. Aboriginal newborn babies were over represented in the data set 
which correlates with national data. Approximately one third of the sample was identified 
as Aboriginal (31.6%) and Aboriginal newborn babies are 9.5 times more likely to be in 
OOHC than non-Aboriginal. The odds of a prenatal report being submitted to FACS were 
1.91 times higher for Aboriginal compared to non-Aboriginal. Our study shows that of the 
newborn babies that EIC care in the study period, only 6.6% were restored to their parent/s 
and only 5.1% were adopted. Comparison of the pre and post legislative amendment 
period indicated a higher proportion of newborn babies were EIC at a younger age in the 
second period compared to the first, a greater proportion of these were subject to  prenatal 
reports and a smaller proportion of these newborn babies were adopted. 
Findings: Newborn babies are the most vulnerable group of children admitted to OOHC. 
This study has drawn attention to the number, characteristics and outcomes of newborn 
babies who EIC within 7 days of birth. Further research is required to be able to compare 
the NSW data to other States and Territories and to understand the impact of an 
Assumption of Care (AoC) at birth on the newborn baby and the mother. Findings from this 
study have implications for maternity care providers and child protection services.
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1. Introduction  

In Australia, statutory child protection is the responsibility 
of state and territory governments and in New South 
Wales (NSW) it falls within the remit of Family and 
Community Services (FACS) formerly known as the 
Department of Community Services (DoCS). Child 
protection processes across states and territories are 
similar and include notifications, investigations, 
substantiations, care and protection orders, out-of-home 
care (OOHC) and family support services (Australian 
Institute of Health and Welfare, 2016). OOHC, an 
intervention of last resort, is utilised when the home 
environment is not considered safe due to potential for 
abuse or neglect. In any given year tens of thou- sands 
of Australian children reside in OOHC and several 
thousand are entering into care (EIC) for the first time. A 
large proportion of these are children under five years of 
age and an estimated 18% of all those EIC are under 
one year of age (Australian Institute of Health and 
Welfare, 2016). Because of their developmental stage 
babies less than one year of age represent a particularly 
vulnerable group (Seng, Sperlich, & Low, 2008). One 
could argue that, due to the importance of intellectual 
and emotional development during the prenatal and 
early postnatal time together with the total dependency 
on others, newborn babies aged seven days or less are 
the most vulnerable of all. Little is known about the 
characteristics of newborn babies who EIC. The removal 
of a newborn baby from the mother at birth or soon after 
by a court order is known in NSW as an ‘assumption of 
care’ (AoC). The process is a traumatic event that brings 
child protection firmly into the arena of midwifery (Marsh 
et al., 2015) the interest of the authors. 
 
Midwifery is a “woman centred” profession (Australian 
College of Midwives (ACM), 2015)  and mid- wives work 
with child bearing women throughout pregnancy, labour, 
birth and into the postnatal period. The role of the midwife 
is to work in partnership with the child bearing woman 
not only to monitor her (and her baby's) health and 
wellbeing but to build her capacity for birth and 
parenting. As mandatory reporters midwives also have a 
responsibility to protect and promote the safety and 
wellbeing of vulnerable babies and the process of 
assumption of care particularly when planned without 
the child bearing woman's knowledge, brings midwives 
into conflict with the philosophical tenets of their 
profession (Marsh et al., 2015). Anecdotally, the first 
author noted an increase in the number of assumption of 
care episodes in one particular hospital setting especially 
post the Woods' Inquiry in 2008 (detailed below). This 
research set out to examine the evidence for this 
construal and to determine the characteristics and 
outcomes of newborn babies EIC in NSW. 

1.1. Legislation 

Intermittently child protection is subject to considerable 
media interest. In 2007, two cases attracted significant 
media attention. One was the case of Ebony (a 
pseudonym), a seven year old, who died of starvation in 
her family home and the other Dean Shillingsworth two 
years of age, whose body was found inside a suitcase 
dumped in a pond (NSW Ombudsman, 2009; NSW 
Ombusman, 2009). In both cases the parents were found 
culpable. These cases triggered a Special Commission 
of Inquiry into Child Protection Services in NSW, which 
was conducted by the Honourable James Wood (AO 
QC). The report published in November 2008, 
recommended a number of changes to child protection 
services and legislation (Wood, 2008c). 
 
Justice James Wood identified that FACS were over 
whelmed by too many child protection reports and an 

excessive amount of this organisation's scarce 
resources were spent in managing these reports (Wood, 
2008b). He recommended that amendments to the NSW 
Child and Young Persons (Care and Protection) Act 1998 
include a change to the mandatory reporting criteria; from 
a notification of a child ‘at risk of harm’ to a child ‘at risk 
of significant harm’. Following a notification to FACS, the 
case is investigated and the risk of significant harm is 
either ‘substantiated’ or ‘not substantiated’ (White, 
2005). Substantiation indicates there is sufficient reason 
to believe that a child has been or is likely to be at risk of 
serious harm. Prenatal reporting, defined under Section 
27 of the NSW  Children and Young Persons (Care and 
Protection) Act 1998, provides for reports to be made for 
an unborn baby when there are concerns that the unborn 
may be at risk of significant harm after birth (NSW 
Government, 2009). If a prenatal report is substantiated, 
after endorsement by the Children's Court, Section 106A 
of the NSW Children and Young Persons (Care and 
Protection) Act 1998, gives statutory power to FACS to 
remove a newborn baby from its mother in hospital within 
hours of birth. The newborn baby is then EIC; usually a 
foster carer. All states and territories in Australia have 
adopted the ‘Aboriginal Child Placement Principle’ in 
legislation and policy. This principle lists the order of 
preference for the placement of Aboriginal children as; 
with the child's extended family, within the child's 
Aboriginal community and with other Aboriginal people 
(Australian Institute of Health and Welfare, 2016) 

1.2. Prevalence and trends 

In 2014–2015 nationally there were 43,400 children in 
OOHC and 11,600 children EIC for the first time. Forty-
six percent of these were children under five years of age 
and approximately 18% were under one year of age 
(Australian Institute of Health and Welfare, 2016) a for the 
number of newborn babies (7 days of age or less) is not 
published. NSW had the second highest rate of children 
in OOHC at approximately 10 per 1000 children following 
the Northern Territory with the highest at 16 per 1000 
children. Approximately 41% of children in OOHC have 
been continuously in this type of care for five years or 
more. Aboriginal and Torres Strait Islander children are 
over-re- presented in these statistics representing 36% 
of all children in OOHC in 2015; a rate of 52.4 per 1000 
children which is 9.5 times the rate for non-Aboriginal 
children. Of all Aboriginal children in OOHC in 2014–
2015, 66% were placed with relatives, other Aboriginal 
care- givers or in Aboriginal residential care. 
 
Nationally, the number of children EIC for the first time 
has not changed substantially in the last five years with 
11,613 admitted in 2010–2011 and 11,581 admitted in 
2014–2015. NSW followed a similar pattern with 3542 
admitted in 2010–2011 and 3440 in 2014–2015 
(Australian Institute of Health and Welfare, 2016). We 
know that approximately 18% of children EIC are less 
than one year of age, which means that in NSW 
approximately 600 infants EIC each year. We do not 
know how many of these are newborn babies; the most 
vulnerable age group of all. 

1.3. Infant attachment 

Although the newborn period is a well-recognised critical 
period of development for babies and their mother (Kim, 
Capaldi, Pears, Kerr, & Owen, 2009) there is undisputed 
support that the prenatal period plays a formative role in 
fetal development. The stress, fear and anxiety 
associated with the situation in which the woman is living 
and the possibility or prospect of an AoC at birth have 
the potential for the child bearing woman to be exposed 
to chronically elevated cortisol levels. Crucial 
neurological research evidence supports maternal 
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stress as a significant influencing factor on the 
developing fetal brain and supports the need for early 
intervention/ assistance (Octoman, McLean, & Sleep, 
2014). 
 
Attachment to the mother begins in utero with the fetus 
becoming familiar with the sounds and smells of the 
mother. In utero, the olfactory mucosa of the fetus is 
bathed in amniotic fluid and the voice of the mother is 
carried though the amniotic fluid to the fetus. Sullivan et 
al. suggest that these familiar audio and olfactory stimuli 
are particular important in assisting the newborn baby to 
transition to life outside of the uterus where the baby is 
exposed to a variety of other stimuli (Sullivan, Perry, 
Sloan, Kleinhaus, & Burtchen, 2011). As early as the first 
day of life, newborn babies have been shown to respond 
differently to their mother's odour and sounds. 
Attachment, described as ‘dynamic [and] bi-directional’, 
is a critical process in the development of both the 
mother and baby (Cassidy, Jones, & Shaver, 2013). 
Infant response to maternal cues elicits caregiving 
behaviour in the mother, which bio- logically is important 
to survival. What is more, studies in animal and human 
subjects have shown that attachment has an important 
role in shaping infant neural and behavioural 
development (Moriceau & Sullivan, 2005). Evidence 
suggests that secure early attachment between a baby 
and its mother provides a prototype for all future social 
relationships (Cassidy et al., 2013). 
 
Studies have shown that children and young people 
engaged with the welfare system have poorer physical 
and socio-emotional health and poorer intellectual and 
learning abilities compared to their peers (Fusco, 2013). 
It is difficult however, to isolate the effect of individual 
factors on this situation as failure to form early secure 
attachments may be one factor among many impacting 
on the health and wellbeing of these children (Octoman 
et al., 2014)). Other factors can include maternal 
physical and emotional health, stress (DiPietro, 2012) 
and behaviours including substance use in pregnancy 
(Glover et al., 2015). Nonetheless, the opportunity to 
form these bonds with its mother is critical to the short 
and long term health of the baby. When babies do not 
have steady placement, are moved around and as such 
have a number of primary carers in their early life 
Impaired attachment occurs and once lost cannot be 
retrieved (Fusco, 2013). 

1.4. Impact on the mothers 

Significantly, there is a lack of literature on the impact of 
AoC on the mother. This may reflect societal attitudes 
towards these women (Chapman, 2002) and or, as we 
have reported in a previous paper, the challenges 
associated with accessing this group for research 
purposes (Marsh et al., 2016). It is not hard to appreciate 
that the forcible removal of a newborn baby from its 
mother is a deeply traumatic experience for the birth 
mother. In a seminal piece of work Charlton describe the 
emotions involved for birth mothers following the forcible 
removal of their babies by the courts highlighting the 
“anguish, anger, confusion and desperation” (cited in 
(Chapman, 2002, p. 117) and the deep sense of loss and 
shame (Charlton, Crank, Kansara, Oliver, & Ryburn, 
1998) cited in (Broadhurst & Mason, 2013) they 
experience. Chapman noted that much of this grief goes 
unattended (Chapman, 2003). Doka makes an important 
distinction between the experiences of women losing a 
baby to causes such as stillbirth and those losing a baby 
for reasons largely condemned by society (such as 
neglect or abuse) (Doka, 2002). The grief of this latter 
group is “disenfranchised” as it is not publically 
acknowledged or supported. They are considered 

unworthy of sympathy and the legitimacy of their grief is 
questioned (Glover et al., 2015). 
 
Despite the importance of this topic from a health and 
social services perspective we know little about the 
experiences of mothers or about the AoC of newborn 
babies. This study focuses on the latter, investigating 
AoC of newborn babies in NSW, Australia. As the first 
study to describe the prevalence and characteristics of 
newborn babies entered into care in NSW this study has 
the potential to inform future research and practice. 

2. Objectives 

Specifically, this study aimed to; 
 analyse the demographic characteristics and 
outcomes of newborn babies EIC 
 identify the number of newborn babies EIC 
annually over a defined time period 
 examine the pattern of prenatal reporting over a 
defined time period compare the period pre and post 2008 
amendments to the NSW  Children and Young Persons 
(Care and Protection) Act 1998 to determine the impact of 
the legislative changes. 

3. Method 

3.1. Data and sample 

This study utilised the purposely-collected NSW data 
acquired from the Key Information Directory System 
(KiDS). Published data on children EIC includes children 
aged < 1 to 17 years of age. In order to identify newborn 
babies EIC aged seven days or less an application was 
made to FACS. Following ethics approval from Hunter 
New England Human Research Ethics Committee and 
the FACS External Research Program Department of 
FACS Committee the KiDS data was provided. EIC is 
defined as the start date of first (approved, not cancelled) 
placement recorded in KiDS. The data included select 
fields of information for all newborn babies EIC aged 
seven days or less with their date of birth from 2005 to 
2015 including; 

• date of birth 

• gender 

• Aboriginal status 

• culture 

• date EIC 

• restored, date of restoration 

• adopted, date of adoption 

• prenatal report 
All data fields with the exception of dates and culture 
were dichotomous. The data field ‘culture’ included; 
Aboriginal (26.9%), Australian (50.3%), Maori with the 
next greatest proportion (1.3%) and 53 other descriptors 
(e.g. Jewish, Fijian). In our analysis, we have described 
culture as: Aboriginal, Australian and other. Date EIC, 
date of restoration and date of adoption were used to 
calculate continuous variables; days from birth to EIC, 
days in OOHC to restoration and days in OOHC to 
adoption. Data for the years 2005 and 2015 were 
incomplete (partial year only) therefore data from these 
years were excluded from the analysis. The final sample 
includes all newborn babies aged seven days or less EIC 
in NSW from January 1, 2006 to December 31, 2014. 

3.2. Analysis 

Data were analysed using the Statistical Package for the 
Social Sciences (IBM, 2012). Descriptive and 
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comparative analyses were undertaken using the Chi 
Square test for categorical data and Students t- test for 
continuous variables. Significance was set at 5%. Using 
the full data set comparisons were made between 
outcomes for Aboriginal and non-Aboriginal newborn 
babies and those with and without a prenatal report. To 
compare the period pre and post the Woods Inquiry 
(2008) and subsequent amendments to NSW legislation 
(2009), data from 2006 to 2007 were compared with data 
from 2010 to 2011. In addition we calculated the 
proportion of newborn babies EIC for each year in NSW 
using birth numbers for NSW as the denominator drawn 
from the corresponding years in New South Wales 
Mothers and Babies reports(NSW Health, 2014, 2016). 
We were then able to compare proportions pre and post 
Woods 2008 Inquiry and amendments to legislation that 
followed. 
 

4. Results 

4.1. Characteristics and outcomes 

A total of 1834 newborn babies were EIC in the period 
2006 to 2014. The sample contained approximately 
equal numbers of female and male newborn babies, 
48.4% and 51.5% respectively. Indigeneity of the 
newborn babies was identified and one third was 
identified as an Aboriginal or Torres Strait Islander 
(31.6%) indicating they were over represented in the 
sample. The mean (average) age of EIC was 2.84 days 
of age. Table 1 shows the characteristics of the newborn 
babies. 

The number of newborn babies, aged seven days or less, 
EIC steadily increased over this period, as did the 
proportion with a prenatal report. Table 2 compares the 
total number with the number of newborn babies whose 
mother had a prenatal report submitted to FACS. Only 
a minimum number of newborn babies, who EIC during 
the study period, were adopted or restored. A total of 
6.6% were restored to parental care however it is worthy 
to note that the mean age to restoration for these 
newborn babies was 235 days. Tab le  3  shows the 
outcomes for the study period. 
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4.2. Comparing outcomes for Aboriginal and non-Aboriginal 
newborn babies 
There was a significant association between Indigeneity and 
whether there was a prenatal report with chi square =12.34, p 
< 0.01. Based on the odds ratio, the odds of a prenatal report 
were 1.91 times higher for Aboriginal compared to non-
Aboriginal. There was no difference in the proportion restored 
however there was a significant association between 
Indigeneity and whether there was an adoption chi square = 

41.69, p < 0.01. Based on the odds ratio, the odds of adoption 
for non-Aboriginal babies were 46.79 times that of Aboriginal 
babies. Table 4 shows the outcomes for Aboriginal and non-
Aboriginal newborn babies. Table 5 shows the mean days 
from birth to EIC and restoration for Aboriginal and non-
Aboriginal newborn babies. There were no differences in 
mean days from birth to entering into care or entering into care 
and restoration between groups. 

 

 
4.3. Comparing outcomes for those with and without prenatal 
report 

There was a significant association between restoration and 
whether there was a prenatal report chi square = 4.09, p = 
0.043.  Based on the odds ratio the odds of restoration were 
2.5 times higher for those with compared to those without a 
prenatal report. There was also a significant association 
between prenatal report and adoption, chi square =105.56, p 
< 0.01. Based on the odds ratio, the odds of adoption were 7.7 

times higher for those without a prenatal report compared to 
those with. Table 6 shows the outcomes for newborn babies 
with or without a prenatal report to FACS. 
There were significant differences in mean days from birth to 
EIC and EIC and restoration between groups. Where a 
prenatal report has been submitted newborn babies have a 
shorter period between birth to EIC and longer period from EIC 
to restoration. Table 7 shows the outcomes for newborn 
babies with or without a prenatal report to FACS. 
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4.4. Comparing outcomes for two years 2006–2007 to 2010–
2011 

Using total newborn babies born in NSW in the time 
period as the denominator there is a significant 
association between EIC and time period chi square = 
76.64, p < 0.01. Based on the odds ratio, the odds of a 
newborn baby born in 2006–2007 time period entering 
into care was approximately half that (OR 0.49) of 
newborn babies born in the 2010–2011 time period. 
There was also a significant association between 
prenatal report and time period chi square = 17.14, p < 
0.001. Based on the odds ratio, the odds of a prenatal 
report for those EIC in the period 06–07 were 0.38 times 
those EIC in the 2010–2011 time period. There was also 
a significant association between adoption and time 
period chi square = 16.31, p < 0.01. Based on the odds 

ratio, the odds of adoption for those EIC in the 2006–
2007 time period was 3.49 times that of the group EIC in 
the 2010–2011 time period. There was no significant 
association found between restoration and time period. 
Table 8 compares the outcomes for newborn babies in 
the 2006–2007 and 2010–2011 time periods. 

There was a significant difference in mean days from 
birth to entering into care with newborn babies EIC 
almost one day later on mean in the 2006–2007 time 
period compared to the 2010–2011 time period. Table 9 
compares the mean days from birth to EIC and 
restoration for newborn babies pre and post the 2008 
Woods Inquiry. 
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5. Discussion 

The first days and weeks after birth represent a critical 
period of development for both the mother and baby 
(Goldberg, Muir, & Kerr, 2013). While child safety is of 
paramount importance the decision to remove a baby from its 
mother can have lifelong consequences. National data 
(Australian Institute of Health and Welfare, 2016) indicate that 
once EIC, a large proportion of children remain continuously 
in OOHC for five or more years. Our study shows that of all 
newborn babies EIC in the period 2006 to 2014, only 6.6% 
were restored to their parent/s. When newborn babies are 
removed from the mother and EIC, it is not likely to be a short 
term intervention and the duration of their exposure to OOHC 
leaves these newborn babies at greater risk of experiencing 
negative effects caused by relationship disruptions (Doyle, 
2013). 
 
Our study also shows that in the period 2006–2014, only 
5.1% of newborn babies who EIC were adopted. This 
highlights problems associated with the potential for 
placement changes and lack of permanence, factors 
associated with behavioural problems in children 
experiencing OOHC (Doyle, 2013). Research focusing 
on outcomes for children in the child welfare system is 
confounded by multiple factors impacting on 
development in this cohort including the effects of 
poverty, neglect and adverse childhood experiences and 
exposure to out of home (foster) care. Reviewing the 
evidence (Lloyd & Barth, 2011) conclude that children 
exposed to foster care are at higher developmental risk 
due to placement changes while those eventually 
adopted are at least risk because they are not returned 
to conditions of poverty (as is the case with most family 
reunifications) and are more likely to experience 
permanence with more affluent families. While child 
protection services must balance the competing 
demands of family preservation and child protection the 
removal of a newborn baby from its mother to OOHC 
is not without risk to the infant ( D o y l e ,  H a r m o n ,  
H e c k m a n ,  &  T r e m b l a y ,  2 0 0 9 ) .The ideal 
scenario is for babies to be reunited with their mothers 
as soon as possible however these women need the 
investment of significant resources to lift them from the 
conditions, and mitigate the risks that led to child welfare 
concerns in the first instance. 
 
Almost one third of the newborn babies in our sample 
were Aboriginal. The 2016 Australian Institute Of Health 
and Welfare report on child protection demonstrates that 
Aboriginal and Torres Strait Islander children are over-
represented among children receiving child protection 
services (Australian Institute of Health and Welfare, 
2016). In fact, they are seven times more likely to receive 
child protection services compared to non-Aboriginal 
children. They are also more likely (9.5 times) to be in 

OOHC than non-Aboriginal children. As the report 
highlights, the reasons for this are complex and include 
economic, social, cultural and historical factors. 
 
The Aboriginal Child Placement Principle holds that 
when placed in OOHC, Aboriginal children should be 
placed with the child's extended family, their Aboriginal 
community or with other Aboriginal people wherever 
possible. Our study did not identify the placement types 
for newborn babies EIC although the report states that 
Australia wide, 66% of Aboriginal children were placed 
with relatives, Aboriginal caregivers or in Aboriginal 
residential care (Australian Institute of Health and 
Welfare, 2016). In our study, Aboriginal newborn babies 
were no more or less likely to be restored to their 
mothers than non-Aboriginal newborn babies though 
they were much less likely to be adopted. This may be 
due to cultural sensitives and or a lack of culturally 
appropriate adoptive settings or reflect FACS policy 
which affirms adoption as a last resort for Aboriginal 
children (Australian Institute of Health and Welfare, 
2016). If this is the case then issues relating to lack of 
permanence and OOHC impact inequitably on 
Aboriginal babies. Alter- natively, if a large proportion of 
these newborn babies are placed with their extended 
family, there may be reduced desire or need for 
adoption. 
 
Kinship care has a number of potential benefits 
including potentially; enhanced placement stability, 
improved emotional connected- ness, reduced stigma 
and importantly (especially for Aboriginal children), 
enhanced sense of identity (Cuddeback, 2004). Kinship 
placements however are not without their problems. 
These include social, emotional, physical and financial 
burdens that come with the role of carer. These burdens 
may be felt inequitably by Aboriginal carers as they are 
more likely to be living in situations of socio economic 
hardship or deprivation than their non- Aboriginal 
counterparts. McHugh for example, found that Aboriginal 
carers were more likely than non-Aboriginal carers to live 
in public housing and be reliant on income support 
(McHugh, 2003). She highlights the inequities evident in 
the support available to kinship carers compared to other 
carers as non-kinship carers have a greater range of 
financial supports available to them that are not available 
to kinship carers. The lack of support provided to carers 
can negatively impact the capacity of carers to provide 
for the children in their care. 

 
In NSW several programs focus on the needs of Aboriginal 
mothers and babies including the Aboriginal Maternal 
and Infant Health Service (AMIHS) and Brighter Futures 
partnership. AMIHS aims to improve the health of 
Aboriginal child bearing women with a focus on 
decreasing perinatal morbidity and mortality and Brighter 
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Futures has a specific focus on the prevention of child 
abuse in vulnerable families, many of whom are 
Aboriginal (Hilferty et al., 2010; Murphy & Best, 2012). 
An evaluation of Brighter Futures in 2010 showed that a 
significantly higher proportion of Indigenous families had 
a child placed in OOHC compared to non-Indigenous 
families and also that children from families successfully 
completing the program were less likely to go into OOHC 
than those of a similar comparison group. The latter 
findings however related to all families involved in the 
evaluation not only Indigenous. “Brighter futures” is a 
complex intervention with the evaluation pointing to 
small-modest effects for many though not all children 
(Hilferty et al., 2010). 

 
In our study, a number of significant differences were 
noted between the 2006–2007 and 2010–2011 time 
periods. A greater proportion of babies were EIC at a 
younger age in the second period compared to the first, 
a greater proportion of these were subject to prenatal 
reports and a smaller proportion of these newborn babies 
were adopted. It is difficult to determine if these changes 
represented a general trend or were the result of the 
changes brought about by the 2008 Woods inquiry. 
Nonetheless, the first author's perception of an increase 
in an AoC of newborn babies in NSW is borne out by 
evidence. 
 
AoC is a deeply traumatic experience for the mother and 
the lack of support afforded these women following such 
an event does little to build their capacity for parenting. 
While a variety of support services are available to 
women experiencing perinatal loss, few services are 
available to the birth mother following an AoC despite 
their very significant mental and other welfare and health 
care needs (Neil, Cossar, Lorgelly, & Young, 2010). This 
is no doubt a vulnerable group, many of whom have 
experienced adverse childhood experiences such as 
abuse, neglect and socio-economic deprivation in their 
own childhoods (Broadhurst & Mason, 2013). One of the 
implications of our collaborative failure to support these 
women or focus on ‘rehabilitation for parenthood’ is that 
many return to the courts facing sequential removal of 
children (Broadhurst & Mason, 2013) (Chapman, 2003; 
Schene & Freundlich, 2006). While acknowledging that 
AoC is necessary at times for the care and protection of 
children the lack of support and focus on rehabilitation 
and the serial removal of children only serves to 
compound the harm and grief experienced by birth 
mothers and contributes to the inter-generational cycle 
of disadvantage by providing babies with less than ideal 
starts to life. 
 
A number of studies have demonstrated the benefits of 
intervening early in the life of disadvantaged children 
(Ramey et al., 2000). What is more, the personal, social 
and et economic benefits realised through early 
intervention outweigh the costs associated with the 
intervention (Karoly, Kilburn, & Cannon, 2006). Drawing 
on evidence from the Nurse-Family Partnership study 
(Olds, Eckenrode, & Henderson, 1997)) Doyle et al. 
argues that even greater benefits can be realised by 
investing in programs that focus on the antenatal period 
(Doyle et al., 2009). The effect of the Nurse-Family 
Partnership intervention was most profound in women 
and children 
from low socioeconomic households with women in the 
intervention group demonstrating (15 years after the 
intervention); less births post intervention, larger gaps 
between first and second children, and fewer months 
requiring financial support and in children's decreased 
behavioural impairments and arrests. 

 
Intervention in the antenatal period can help provide the 
growing fetus with a more optimal biophysical 

environment (for example by addressing substance use, 
nutrition exposure to infections) which can significantly 
impact on the baby's subsequent health and 
development. We argue also that these vulnerable child 
bearing women have much to gain from effective 
antenatal interventions that have potential to develop the 
woman's capacity for parenting and assist her to provide 
a safe environment for her baby which may help to 
prevent the assumption of care of her infant at birth. 

 
This study is the first to describe the prevalence and 
characteristics of newborn babies entered into care in 
NSW. It highlights the pre- valence of this event in the 
newborn population, the inequalities in relation to 
Indigeneity and the potential disruption to child 
development that Assumption of Care can bring about. 
The study therefore provides important introductory 
information which will inform future research. 

6. Limitations 

This study was undertaken in NSW and the findings may 
not be reflective of the situation in other states and 
territories. The analysis was determined by the 
information provided from a secondary source not 
originally collected for research purposes. 

7. Further research 

The impact on newborn babies entering into care 
warrants further exploration in relation to their wellbeing 
as does the experience of an AoC on the mother. Further 
research into preventive measures, interventions, and 
support programs aimed at reducing the factors leading 
to an AOC are warranted. Longitudinal research studies 
evaluating the impact of programs targeting Aboriginal 
mothers and their babies through antenatal and 
postnatal care are essential (Jongen, Mccalman, 
Bainbridge, & Tsey, 2014). 

8. Conclusion 

Children under the age of one are the largest age group 
entering OOHC in NSW and this study has identified that 
newborn babies, the most vulnerable, make up a 
significant proportion of this group. Inequalities between 
Aboriginal and non-Aboriginal newborn babies in the 
child protection system were identified and emulate 
other similar studies and Government Reports. 
 
Both pregnancy and the newborn period are critical 
periods of development for newborn babies and their 
mothers. Compelling evidence highlights the importance 
of secure early attachment between a baby and its 
mother, in the first year of life, as a precedent for all 
future social relationships (Sullivan et al., 2011). 
Attachment disruptions such as newborn babies being 
removed from their mother and placed in OOHC may 
have severe consequences on early attachment 
(Moriceau & Sullivan, 2005). Little previous research has 
addressed the issue of newborn infants in care in 
Australia. This NSW study is the first to contribute to 
outlining the characteristics of newborn babies removed 
by an assumption of care at birth and subsequently 
placed into OOHC. 
 
Working collaboratively with all care providers, parents, 
and extended family to provide a supportive environment 
throughout the pregnancy, including early identification, 
appropriate referral and care planning along with 
prenatal reporting to initiate FACS intervention 
programmes are necessary to provide assistance to the 
child bearing woman to reduce the possibility of AoC at 
birth. 
Ethics 
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Chapter Summary 

This paper describes the observational cohort study, the first of its kind, to identify, over 

a defined period of time, the number, and outcomes of newborn babies removed by an 

assumption of care (AoC) and placed into out-of-home care in New South Wales 

(NSW). Until this study there has been no evidence to demonstrate the effect of the 

amendments to the NSW Children and Young Persons (Care and Protection) Act 1998 

in 2008 on the number of newborn babies removed by an assumption of care (AoC) 

and as such contributes to the knowledge base.  

 

What follows in the next chapter is a paper about the results from the narrative study 

on the experience of an AoC on the women, midwives, social workers and the case 

managers. Included in the paper are this study’s recommendations for changes in 

practice. 
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CHAPTER 6: Results, Study Two 

Chapter Introduction 

This chapter describes the narrative analysis undertaken as part of this thesis. A 

paper prepared, submitted and published during candidature constitutes the chapter.  
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A B S T R A C T 

 

Background: Being involved in any child protection system is complex and multifaceted and none 

more so than in non-voluntary Assumption of Care which occurs in New South Wales when, for 

child protection concerns, the Department of Family and Community Services removes a 

newborn baby from her/his mother.  

Objective: This research studied childbearing women’s and professionals’ 

experiences of Assumption of Care at birth to increase understanding of 

individual participants’ stories, how they made sense of meanings and how 

these experiences framed their lives. 

Method: A narrative inquiry framework guided interviews with four groups: childbearing 

women, midwives, social workers and Family and Community Services case managers. Holistic 

form was used for reading, interpreting and analysing the narratives. 

Findings: This research found unwanted emotional (isolation, shame, guilt, loss, disenfranchised 

grief) and physical consequences (depression, substance abuse complications) for women 

experiencing an Assumption of Care at the time of birth. There were also conflicting ethical and 

moral positions for the professionals involved. The use/abuse of power, concealment of facts and 

disenfranchised grief were identified as intertwined plots that caused or increased  tensions. 

Discussion: Both the women and the professionals felt pressure from trying to achieve 

competing and overlapping roles. The unwanted effects of Assumption of Care are exacerbated 

by the current child protection and maternity care systems.  

Conclusion: To address the tensions raised in this study, we suggest a two-fold change to maternity 

care for women at risk of an Assumption of Care: a therapeutic justice model of maternity care and 

continuity of midwifery care with a dedicated midwife. Introducing these changes could increase 

women’s and children’s safety and wellbeing. 

© 2018 Published by Elsevier Ltd on behalf of Australian College of Midwives 

 

 

 

 

 
 
 

 

 

 

 

What is already known 

While there is a small body of work on midwives’ experiences, 
little is known about women’s, social workers’ or case 
managers’ experiences of an AoC at birth. 

 
What this paper adds 

This study provides insights into the processes of Assumption of 
Care including the emotional and physical consequences for 
women and professionals, the effects of the dominance of 
statutory powers and the conflicting ethical and moral positions 

imposed on, or taken up by, the professionals involved. 
Changes to maternity care models are recommended. 
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1. Introduction 

 
In New South Wales (NSW) Australia, a newborn baby 
is removed from her or his mother into formal care when 

the Department of Family and Community Services 

(FACS) consider there is immediate risk of serious harm 
to the baby. FACS may assume the care responsibility of 

a newborn by means of a Care Order given to the hospital 

and the mother. In NSW this is defined by the Children 
and Young Persons (Care and Protection) Act 1998 
Section 44 (NSW Government Legislation, 1998). 

Emergency Removal and is known as an ‘Assumption of 

Care’ (AoC) (NSW Health, 2010). This study provides 

insights into the process of an AoC including the 

accompanying emotional and physical consequences, the 
effects of the dominance of statutory powers for all 

involved and the conflicting ethical and moral positions 

imposed upon, or taken up by, the professionals involved 
in this practice. Therapeutic justice and continuity of 

midwifery care models are considered as the way 

forward. 

 
2. Setting the scene 

 
In New South Wales, when FACS consider there is 

reasonable grounds for ‘serious risk of harm' to a 

newborn an affidavit outlining the circumstances for the 

baby to be removed from parental care is submitted to the 
Children's Court for an Emergency Care and Protection 

Order (ECPO) (Commonwealth Government and Community 

Services, 2008). Under section 48 of the NSW Children and 
Young Persons (Care and Protection) Act 1998 an ECPO 

is then served by FACS to the hospital and the mother 

receives a copy of the order (Hazaerd, 2016). There are a 
number of situations that can lead to an AoC and stories 

presented here relate to the following scenarios: 

I. Planned: where FACS has informed the woman/ family 

prior to birth that an AoC will occur.  

II. At the time of the birth FACS authorise an AOC: the care 

providers have no prior knowledge. This can occur following 

a prenatal notification to FACS and  

• The investigation is unfinished and statutory power 

allows them to authorise an immediate AoC or  

• The notification has been substantiated however and 

the requirement for an AoC has not been communicated 

to the birthing services.   

III. A planned AoC where FACS alleges a woman is ‘a flight 

risk’ and she may leave the area prior to birth. The staff are aware 

the impending AoC, however FACS stipulate that the woman is not 
to be informed. 

 

An AoC usually occurs within 4 hours from the time of 
birth and the woman is kept in the birthing environment 

until FACS arrives. Security is heightened, the birthing 

unit is placed in lock down with all visitors in the unit 
confined to either the birthing room or the outside waiting 

area, and the police are always in attendance. It is the 

FACS case managers’ role to physically remove the baby 

from the mother. However how this plays out can be 
negotiated between the woman, the case worker, the 

midwives and other staff in the woman’s room. 

 
3. What is known through research 

 
There is a dearth of literature on the experiences of 
mothers who have their baby removed at the time of birth 

for child protection implications. The only comparison 

literature relates to non-voluntary adoptions where the 

birth mothers viewed the experience as a major loss 
accompanied by severe grief. Work by Neil, Cossar and 

Neil and Schofield et al focused on parents whose children 

were subject, at any age, to compulsory removal because 
of child protection concerns and they found that 

mothers, who have a child in care, had the highest 

percentage of measured mental distress, feelings of loss, 
anger, guilt and regret, threatened identity, low self-

esteem and disenfranchised grief (grief that is not socially 

sanctioned (Neil, 2013; Schofield et al., 2011). What is 
common to both groups of birth mothers is a great sense 

of loss, shame, disenfranchised grief and a decline in 

social functioning (Askren & Bloom, 1999). Our work 
resonates with a number of studies that suggest the 

removal of children has long-term consequences for the 

mental health of birth mothers (Askren & Bloom, 1999). 
 

Mothers whose babies are removed for child protection 

concerns may seek solace in a further pregnancy only to 
have an ongoing cycle of subsequent removals (Broadhurst 

et al., 2015).  In an interpretative phenomenological study 

in the United Kingdom Memarnia explored the 
experience of seven women whose children had been in 

out of home care (OOHC) for a period of two to nine years. 
Six of the women studied became pregnant again within 

a year of relinquishment (Memarnia, Nolte, Norris, & Harborne, 

2015). The study showed the women lacking social 
support, disconnecting from emotion, renegotiating 

identity and living in an in-between state where their 

child is gone but did not die and the birth mother is not 
expected/allowed to mourn (Memarnia et al., 2015). This 

study substantiated that the removal of children led 

women to powerful feelings of loss, anger and 
disenfranchised grief (Memarnia et al., 2015).  

  

Only a small body of literature looked at the removal of a 
baby at birth from the midwives’ perspective, including 

one study in NSW Australia and two in the United 

Kingdom. AoC at birth provokes serious emotional 

responses in the Australian midwives. Dealing with the 
stress and trauma was a challenge for them, not only in 

the short term but it also long term (Everitt et al., 2014). 

Conflict, poor interagency collaboration, communication 
and identification of/about the vulnerable family were 

issues for United Kingdom (UK) midwives (Wood, 2008a).  

Although the midwives acknowledge they have a role to 
play, the families’ anger left them feeling scared for their 

safety (Wood, 2007a; Wood, 2007b).The second UK study 

emphasised the lack of knowledge on the psychological 
and emotional needs of women who have their baby 

removed at birth (Marsh, Robinson, Gallagher, & Shawe, 2014).  

For the midwives the removal of babies at birth impacts on 
the woman-midwife relationship and they credit this as 

one of the most challenging aspects of contemporary 

midwifery practice (W. Marsh et al., 2014). Although both 
UK and Australian midwives equate the woman’s care 

following an AoC at birth to that of providing care to 

woman/family following a major bereavement the 

influence on the midwives remains unclear. The number 

of babies being removed at birth in the UK is increasing. 

Both UK authors endorse the need for further research 
into best practice and call for support for midwives’ 

emotional wellbeing and ongoing professional 

development (W. Marsh et al., 2014).  
 

Wickham considered practice issues for social workers in 

Please cite this article in press as: C.A. Marsh, et al., Making the hidden seen: A narrative analysis of the 
experiences of Assumption of Care at C.A. Marsh et al. / Women and Birth 10.1016/j.wombi.2018.04.009 
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Australia involved in an AoC particularly the amendment 

to the Children and Young Persons (Care and Protection) Act 
1998 106A (NSW Government Legislation, 1998). The 

amendment (‘106A’) grants FACS the power to assume 

care of a newborn baby automatically when a mother 
previously had a child removed by FACS (Wickham, 

2009).Even if the care has been restored to the mother the 

evidence submitted to the Children’s Court is considered 
prima facie: accurate and valid despite evidence to the 

contrary. Instead of relying on the integrity of FACS 

assessments 106A is automatically being applied. The 
changes resulted in social workers being more actively 

engaged in AoC’s leading the social workers to question 

issues of morality, integrity and advocacy for the women 
(Wickham, 2009). 

 

What is highlighted in the literature is a significant lack 
of understanding of the experiences and needs of mothers 

who have their babies removed at the time of birth, from 

the mothers’ own points of view. There is a small body of 
work on the midwives’ experiences of providing care to 

child bearing women who have their babies removed at 

birth, a negligible amount on the experiences of social 

workers’ in supporting childbearing women involved 

with FACS and a complete gap in the published literature 
of the FACS case managers’ perspective. This ground 

breaking narrative study with fill the gap in the research 

that has been identified above. 

 
4. The study 

 
This research study took up an opportunity to contribute 
to the literature on the experience of non-voluntary 

Assumption of Care of a newborn baby at birth. Using 

narrative inquiry this research focused on increasing 
understandings of the complex experiences involved in 

the child protection practice of AoC at the time of birth 

from the perspectives of individuals in four distinct 
groups: childbearing women, midwives, social workers 

and FACS case managers. This research aimed to go 

beyond a basic description of the AoC, to draw out the 
participants’ experience, their under- standings, how they 

made sense of meanings and how these experiences 

framed their lives. (Edin, Dahlgren, Lalos, & Högberg, 2010). 
This article outlines the research method of narrative 

inquiry/holistic form and after setting the scene for the 

study, presents the participants’ narratives, followed by a 

discussion of subplots and concludes with suggestions for 

practice emanating from the analysis of the narratives. 

 
5. Narrative inquiry guided by holistic form 

 

Narrative inquiry is research where the relationship 
between individual experience and cultural context is 

integrated to illuminate the way people perceive reality 

and make sense of their lives. (Family Inclusion Network 
(FIN), 2009). Although diverse connotations and 

applications can apply, the commitment is to the lived 

experience and understanding meaning within the 
personal story, not what happened, ‘event centred’, but 

what meaning did people make of what happened, 

‘experienced centred’(Burgheim, 2005). However 
narratives do not speak for themselves or have 

unanalysed merit and thus when used as data in social 

research, they require interpretation (Burrill, 2015). 
Various scholars’ influenced interpretation procedures 

for this method and, depending on the philosophical 

position taken, the focus can be on the story content, the 

structure or a combination of both (Everitt et al., 2014). 
The underlying principle is to provide insight and 

understanding about the people or phenomena being 

studied. (Edin et al., 2010).  
 

Lieblich et al.’s method, holistic form, was selected for 

reading, interpreting, and analysing the narratives in this 

research to elucidate the meanings of the individuals’ 
experience of an AoC. The holistic element preserves the 
integrity by interpreting a person’s story in its entirety 

(Lieblich et al., 2001; Riessman, 2002). Form refers to the 

plot/s, the sequencing of events, the relation to the time 
axis, complexity and coherence, cognitive and affective 

characteristics and the structure of the narrative (Labov, 

1997).  
We followed Lieblich et al’s. five analytic steps, however 

step 6 was added for this study in order to characterise 

different storylines to recognise their relative 
prominence in the text. (Burrill, 2015; Lieblich et al., 1998). 

 
1. Read the texts multiple times until a pattern 

emerges, 

2. Document the initial overall impression 

3. Note down the foci of the text 
4. Colour code the story lines, and 

5. Record the story lines as they occur in the text 
and a pattern becomes apparent 

6. Identify the transition, a starting and ending point 

between storylines 

 
Holistic form analysis identified the plots that 
significantly contributed to the story (Beal, 2013). Plots 

have an interrelationship to one another that highlights 

the cause-and-effect relationship between the events 
and the consequences to another: this happened 

because of that (Foster, 1927). Stories are often not told in a 

linear manner and can be disjointed with limited 
coherence or chronological sequence of events (Lieblich 

et al., 2001). This can make deciphering the hidden 

meaning difficult, especially with a traumatic experience 
that can be multilayered and fragmented (Riessman, 2002). 

Consequently re-storying, the process of restructuring the 

stories into chronological sequence, was appropriate 
here. To preserve the merit, and to consider reflexivity, 

the influence of the researcher’s presence and perspective 

(Clandinin & Connelly, 2000; Ollerenshaw & Creswell, 2002) the 

re-storying was attended by the principal researcher. Key 

elements such as time, place, setting, (Edin et al., 2010; Everitt 

et al., 2014; Wood, 2007b)  social interaction, continuity and 
temporal events that linked the elements of the 

participant’s story to the end results were identified 

(Connelly & Clandinin, 1990). Form is often not easily 
separated from the content, can be the soul of its content 

and both can interconnect (Lieblich et al., 2001). A three- 

dimensional space form approach examined the past, 
present and future to detect the significant elements, 

patterns or plots buried in the data set (Broadhurst et al., 2015; 

Connelly & Clandinin, 1990; Wood, 2007a).  

5.1. Recruitment 

 
The research participants were purposely selected 

because they had experienced (the women) or had direct 

involvement (the professionals) in an AoC at birth in 

NSW. Due to the sensitivity of the subject and the 
vulnerability and marginalisation of the women, 
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engaging them required numerous strategies (Labov & 

Waletzky, 1997).Methods used to attract the women to this 
study included advertising in community sites and 

agencies, web sites and social media, seeking 

professional referral and snowballing. The practical and 
methodological issues and specific considerations of 

recruiting vulnerable participants to sensitive research 

is described in a previous publication (Marsh et al., 2016).   
Midwives and social workers were recruited via internal 

hospital advertising on notice boards and email 

broadcast. FACS internally recruited the case managers 
and provided their details to the research team. 

 
5.2. Ethics approval 

 
The study had ethical approval from the relevant 
authorities: New South Wales Health Human Research 

Ethics Committee (HREC) and FACS. 

 
5.3. Data collection 

 
Data were obtained through individual interviews at 

venues of the participants’ choice. Each of the women 

chose to be interviewed in their homes. For the 

majority of professionals the interviews occurred in a 
private area at their place of employment. Two case 

managers were interviewed by telephone. Three women, 

seven midwives, five social workers and five case 
managers were interviewed by the principal researcher 

in 2014. The interviews, varying from 60 minutes to 

three and a half hours in length, were recorded and 

professionally transcribed verbatim. Each transcription 

was checked with the audio tape for accuracy and 

Dedoose, a data-management package, used to store 
the recordings and the written transcripts to facilitate 

analysis and retrieval of the data. 

 
5.4. Presentation of the stories 

 
The next section of this article presents the 20 
participants’ stories. Direct quotes are presented in 

italics and under pseudonyms for the women: Fiona, 

Tasha and Amanda, who experienced their first AoC at 

birth. Identifying details such as the hospital or the name 
of the service were purposely changed. When the 

professional person/groups are not explicitly specified in 

the direct quote they are identified via initials in 

brackets: midwives (MW), social workers (SW) and the 

FACS case managers (CM). 

 
Staying true to holistic form to preserve the developing 

events that change over time and to identify how the plots 

are linked to Please cite this article in press as: C.A. 
Marsh, et al., Making the hidden seen: A narrative 
analysis of the experiences of Assumption of Care at 
C.A. Marsh et al. / Women and Birth 
10.1016/j.wombi.2018.04.009 

the evolving story, the stories are presented in three 
parts: ‘The prelude’, ‘The focal point: The Assumption 

of Care, living the experience’ and lastly ‘The coda’, 
which brings the narratives to a close and returns the 

audience to the present (Labov & Waletzky, 1997). While 

the stories from the four groups are presented together 
in the three parts it is the woman’s perspective that has 

primacy in this study, hence the woman’s stories are 

presented first and the others cohere around these. 

 
6. The stories 

 
6.1. The prelude 

 
Tasha and Fiona both talked about intergenerational influences 

on them. Tasha: I guess I was naïve as my mum’s history was 
so much worse than mine and FACS didn’t remove us. Fiona 
described her family as dysfunctional. I was a ward of the 
state because my mum was an alcoholic and drunk all the 
time. Alcohol was always around and even as young 
teenagers we drank and the drinking just never stopped. 
Mum drank so we did too. My siblings still do and now 
they’re alcoholics. . . . I had no support from my daughter’s 
father. It was like I was a single mum. I drank while I was 
pregnant and the father of my baby did too. All my family 
drank and we were often drunk together. I knew I had a 
problem, but so did all my family. When I’m drinking, my 
record is very bad. 
 

Psychosocial risk factors were identified during the first 

antenatal visit. Tasha: I’d admitted to using drugs and 
being in a violent relationship. I thought I was OK because 
my domestic violent relationship, although previously an 
issue, was then fine. It was violent and volatile and if it wasn't 
physical assault he was constantly yelling. I thought I was 

a perpetrator of DV because If I knew a fight was 
coming I would provoke him so we could get back to 
normal. It was then good for a while. You go into that 
honeymoon period, and then it just builds up again. I now 
know about the cycle of domestic violence abuse. I can see 
why I aggravate him and it explains my other 
behaviours as well. I knew it was bad but I couldn’t leave. I 
just wanted to get through the pregnancy. 
 
Fiona acknowledged she had children living away and 

involvement with FACS however no one mentioned 
contacting FACS. When I got my file notes for court, FACS 
had known about my situation the entire time I was 
pregnant and never offered any rehab or support to leave 
him. I first saw FACS when I was about 20 weeks and we 
met a few times after that. I was never allocated a case 
manager and when I was nearly due FACS told me that my 
baby would be going into care. After that, for self-
protection and to be detached, I just drank more. Deep 
down I knew I couldn’t care for my kids or this baby. If FACS 
had told me I needed to get myself and the children safe or 
they would step in and take the baby I would have known 
the consequence. 
 

Lack of continuity of care was mentioned as an issue. Fiona felt 
a connection with the midwife she saw at her first visit. I had a 
couple of visits with other midwives and then they 
managed to get me back with the first midwife. Although 
midwives aren’t on call, I treated her like she was. If I 
wasn’t happy with something, I’d ring her straightaway 
and she’d always answer. Even though you’re not 
supposed to have one midwife, she did what she could. I 
also had the same social worker every time and she relayed 
everything to FACS. 
 

Tasha: We just got thrown everywhere, alcohol and drug 
services, different midwives, doctors and social workers. 
Seeing somebody different every time you went made it 
harder and confusing. We had to keep telling our story over 
and over, so that was quite frustrating, as was dealing with 
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the different people’s attitudes. 
 

Tasha attended every antenatal visit. At 21 weeks, the social 
worker told me that she was going to make a prenatal 
report to FACS, not of a risk of harm, just to say that she 
was working with us. I did work with the social worker. I’d 
speak to her at my antenatal visits or on the phone. FACS or 
child protection concerns were not mentioned until I was 
38 weeks pregnant, and then FACS wanted to see me. The 
police had been to the house too many times and they knew I 
was pregnant. I believe this is what triggered that FACS 
meeting. I just thought FACS would do an assessment, put me 
on a parenting contract or a supervision order, that’s the 
worst I thought thing would happen. I knew all about FACS 
and I got really stressed and scared and my midwife offered 
to come with me to the FACS meeting. FACS wanted me to do 
a drug test but knowing it wouldn’t be clean I said no. I had no 
further contact with FACS so I thought there were no issues. If 
FACS had told me at twenty one weeks they’d take this baby 
away from me if I didn’t change my current situation or 
offered support to get into rehab that would have made a 
whole lot of difference. 
 
Tasha and Fiona felt very strongly about the lack of 

communication and information. By being left out of the loop 

they felt isolated. Tasha relayed that when we had a case 
conference with FACS it felt like pretense. Our voices 
weren’t heard. We arrived at the right time but the meeting 
had started. FACS told us the wrong time as they obviously 
didn’t want us to be at the start so they could to speak with 
everyone first. When we walked in we just felt 
uncomfortable, it was degrading and a waste of time. 
 

Amanda was unaware of her options for support. The whole time 
I was pregnant I was really scared. I wanted to stop using 
but I was really frightened to get help because I thought 
they’d call FACS, which ultimately, that went against me 
anyway. 
 

Tasha and Amanda both reassured me there was no chance of 

them moving to get away from FACS. Tasha: I was frightened 
FACS would take my baby and I had heard of girls who have 
done a runner but that wasn’t me. Amanda had public 
housing and would not have jeopardised that by taking off. I 
would have worked with them in my pregnancy if I had 
known the consequences. 
 
The women’s family history   and   intergenerational   

transmission of lifestyles were recognised as a contributing 

factors MW . . . their background exposes them to situations 
where they haven't been able to make the right choices and 
places the baby at risk. But by separating another child from 
its family aren’t we are just creating an ongoing cycle of 
generational trauma? 
 

SW. There is that slight judgement that the women’s lifestyle 
choices has led to this, but you have to think about their family 
histories and what they have gone through. If you think they 
were subjected to a horrible childhood with abusive parents, 
sexual abuse or growing up in a drug-filled home maybe they 
should have been removed when they were a baby. It wasn’t 
their choice. They continue to have more babies and we keep 
removing them because they can't provide care but their 
problems are not being addressed. 
 

Midwives and social workers both agreed that a collaborative 

continuity of care model where the childbearing woman has 
a relationship with supportive people she knows and she 

trusts is definitely better for everyone. SW When she’s about 
to go through the most stressful, distressing situation we 
don’t want a stranger waltzing in for the AoC. It's just 
heightening for everyone. To be absent at that point I get 
actually really quite upset and so do the women. SW. A 
‘flight risk’ is the most overused excuse for not telling women 
and one of the biggest causes of our frustration. FACS do use 
the excuse that she'll take off or she'll harm herself but I can 
think of only three situations in at least a hundred where I 
would agree that the woman shouldn't be told. People have 
the right to know as much information about what's going 
to happen to them as we can tell them. It feels dishonest 
having information and they don't know and that doesn't sit 
ethically well. When a woman doesn’t know everybody’s 
distressed and tense over how they’re going to react. It's just 
the anticipation and that’s a really horrible feeling. 

 
6.2. Focal point: the Assumption of Care, living the 

experience 

 
FACS can inform the woman of the impending AoC at any 

time during the woman’s pregnancy. The week after Fiona 

was informed of the impending AoC the decision was made for 

her to be induced.  

Fiona: I went into hospital stoned and then couldn’t have any 
pain relief because it would affect the baby. I had a quick 
labour and birth. I don’t remember building a rapport with 
any of the midwives. I just felt numb inside and emotionless. 
My partner was feeding him when they all came in and stood 
around me. There was a lot of people. It felt intimidating 
really. Like when I was a little kid and you stand in the middle 
of a lot adults and look up. They were very powerful and took 
control of everything, just went bang, bang, and it was done. 
It was all very official and no kindness was shown to us at 
all. 

Preparation is a key component and if the child bearing woman 
is aware of the impending AoC midwives find the woman 
usually responds quite well and relationships are not 
compromised. The women are given options and time to 

create some memories, photos, bring in something special for 

the baby etc. CM When they are given memorabilia I think 
they are more likely to turn their life around and fight the 
system to have care of their baby. 
 

MW Open clear communication is essential and a collective 
plan must be readily available. If the woman knows the 
midwife can be honest and open then the woman is not 
usually angry at the midwife. There’s respect and they look to 
the midwives for reassurance and support. 
SW I also speak to the parents about their behaviour at the 
time of the AoC. I tell them that the way they react to FACS 
really makes a difference to seeing their baby afterwards. 
 
When a prenatal report has been submitted at the time of the birth 

notification FACS can authorise an AOC. The care providers have 

no prior knowledge and these situations then become difficult to 
manage and distressing for all parties involved. MW I was with 
a young Indigenous girl who was supported well by her mum 
in labour and birth. There was no plan for an AOC 
however as a prenatal report had been made a notification 
of birth was required. That’s when FACS informed us of the 
AoC. The grandmother was part of the stolen generation and 
so when the police and FACS came the grandmother 
immediately knew what was happening. She was really 
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threatened and became quite hysterical. The young mother 
was yelling out ‘You’re not taking my baby’. They were 
grabbing the baby and there was a tussle. The 
grandmother ran after them and tried to get through doors 
to NICU. She had to be restrained by the police. It didn’t seem 
right and witnessing this was very heart-wrenching. 
 

If the woman’s past social history is not apparent or 

concerning, the relationship effective and the woman’s 

behaviour appropriate midwives do question the need for 

FACS involvement. MW midwives find this very unjust and 
often query why FACS are taking the baby or why can’t she 
have another chance. I think woman centred care has made 
the midwives more protective of women. 
 

At times the mother refuses to part with the newborn baby 

resulting in a negotiation. MW It can be long and arduous 
and the longer it takes the more she screams the more 
emotive it becomes. The tension and anxiety is palpable and 
hearing the woman’s screams is heart wrenching. If the 
negotiation fails the police may have to physically 
remove the baby from the woman. This is highly traumatic 
for everyone involve and it’s challenging for midwives to then 
snap out of it and then walk into another room and be 
‘with woman’, so to speak. 
 
The maternity services may be informed if there is to be a 

planned AoC at birth however if FACS alleges a woman is 

‘a flight risk’ their legislative statutory power requires staff 

members to conceal the plan from the woman. For the 
women, the midwives and the social workers this type of 

AoC situation was described as, by far the most difficult to 

deal with. 

 
6.2.1. The women 

The three women described their experience of their baby 

being removed as painful, extremely upsetting, 
emotionally distressing, overwhelming and surreal. 
FACS arrival and each removal was rapid with little time to 
absorb the situation, ‘the orders‘, or to say goodbye or 

sorry to their baby. Being alone without any family 

support exacerbated the circumstances. 

 
Tasha: he was born at 2.45pm and removed by 5:30pm, he 
was with me and then he was gone. I was by myself, without 
family and it was really horrible. My stomach went into 
spasm and I felt dreadful pain. The midwives in the room 
were traumatised as well and couldn’t believe it happened 
that way. 
 

Fiona believes FACS planned for me to be alone. I was 
hysterical. I only had seconds and I was trying to kiss him, 
say goodbye and that I’m sorry. FACS said to put him in the 
cradle at once and stop crying because I was upsetting him. 
FACS came and went really, really fast. I got really 
confused. I’ve sort of separated myself from it but even now 
it’s still horrible to even think about it. 
 

Amanda was with two midwives then the room just filled up 
with people. It was the worst feeling and the way they 
treated me made me feel even worse. It felt really brutal and 
FACS had no compassion. I was being categorised as a bad 
person and I wasn’t, I was in a bad situation. 
Commenting on the midwives involvement Tasha didn’t know 

if the midwife knew about FACS.  It’s only my perspective 
but at the end of labour the midwife kept leaving the room 
and I think maybe she did know and was getting things 

read. Amanda felt purposely deceived by the midwife. When 
my daughter was born, the midwives told me that FACS 
was not coming. She lied, they all lied. I felt betrayed. Fiona 
felt the midwife was really caring during labour but after I 
had the baby she just changed. At the time it seemed strange, 
she kept her distance and just couldn’t look me in the eye. 

 
6.2.2. The midwives 

Midwives stated that a planned AoC where FACS has not 

informed the woman is by far the most difficult situation. Two 
midwives spoke of contrasting circumstances and the 

unfairness such as loving parents having a stillborn baby and 

then an AoC with    a woman who can’t properly care for her 

baby. Learning to put up an emotional wall the same as when 
a baby dies was a way of coping. Empathy is good but falling 
apart won’t help the woman. You need to be there for them 
and stay strong. It’s not your grief, it’s their grief and you 
learn to hold or rein in that emotion. Another midwife 

indicated that she felt different thoughts and feelings every 

single time. Sometimes I can switch off and think I can’t 
change it so just get on with it. But, when there’s violence 
and anger vented towards you, that’s different, traumatic 
and never nice and these keep me awake at night. 
 

MW One dad said to me, ‘you’re a midwife and you know it's 
wrong, I can see it in your eyes’. He said it softly but it came 
through very loud for me. It was profound that he knew 
exactly what I was thinking. It was like a knife stab, and I’ll 
probably never forget that in my career. Kept me thinking and 
kept me awake for a while afterwards however you have to 
move on to stay in this role. 
 

MW The guttural scream from a mother and or a father 
when they know that baby is going is the worst thing. I’ve 
witnessed anger and all the other emotions . . . its pure grief 
. . . they believe FACS has no right to take the baby. I’ve also 
seen actual relief from a mother, in her eyes and her body 
language. She knew she couldn’t care for this baby. Midwives 
try to provide the woman with some opportunity for decision 

making for themselves and their baby. MW . . . some 
memories and if possible some helpful feelings about the 
day. If the baby’s restored you want to cement that 
attachment if you can. If the baby is not restored the mother 
has some memories. She’s fed her baby, had a cuddle, photos 
and the cot card with the birth details. 
 

Midwives endeavour to make the experience the least 

traumatic as possible for everyone involved however at times 

this is not possible and extreme measure are needed. The 
father had just got out of jail for a violent crime . . . after 
the birth we removed the non-essential furniture and 
equipment from the room and around 4am the unit was 
locked down by security. The police had Taser guns and 
explained to us how to stay away from them. It was well 
planned and we all knew our roles. Mine was for the woman, 
to have a presence. When we entered the room, the police had 
their hands on their guns. The father was asleep on the floor. 
When they saw the police they both knew what was 
happening. I will never forget this 
. . . . it disturbed and shook me up for ages. 
 
Even though there are  interagency  guidelines  in  place  in  

relation to an AoC information sharing is not viewed  by  the  

midwives and social workers as a two-way process. (The 

Child Wellbeing and Child Protection NSW Interagency 

Guidelines) MW FACS’s attitude is that their information 
is all confidential. Midwives are expected to provide 
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information to FACS but there is limited information from 
FACS in return. As the midwifery team leader, I get angry and 
resentful when we notify FACS of a woman’s arrival or a 
birth and they won’t divulge if there’s to be AoC. How can we 
plan for ongoing care and safety? The woman will need 
to remain in the birthing unit and security needs to be 
notified. Its ‘f—en useless ‘to be told by FACS that they 
can’t disclose any information. 
 
Midwives comprehend the rationale of child protection 

however FACS’s statutory power that enforces midwives to 

deceive the woman creates collective personal and 

professional challenge for the midwives. Concealment 
impacts on developing and maintaining a relationship with the 

child bearing woman.  MW I get it but still it’s very tough. You 
feel really deceptive not telling them 
. . . it feels wrong, I’m lying and not being truthful. My role is 
to advocate for the woman and when I’m withholding 
information it goes against my clinical practice. Concealing it 
gives the woman a false sense of security and immediately 
you have a breakdown in trust with them. 
 

MW. When you’re holding a secret not only do you have to 
watch what you say. You can’t talk about future plans and 
preparations for taking the baby home. Women remember 
what’s said to them. 

 
6.2.3. Social workers 

Social workers empathise with the midwives, are conscious of 

the personal intimate relationship they share with the 
childbearing women and understand how an AoC impacts on 

the midwives professional values. SW The midwives give 
so much of themselves however my impression is that 
midwives often feel more conflicted and distressed by AoC 
than we do. After an AoC I often feel that some midwives, 
especially if they’ve work with them antenatally, feel a 
sense of failure. 
 

Concealment  and  deceit  also  impedes  the  social  workers  

ability  to support a mother, you have to act as if she was 
going to parent this baby, while you’re talking with FACS 
about the AoC. . . . I hate that I have this knowledge and 
FACS power forces me to withhold it. . . . .it just feels 
uncomfortably wrong, like I’ve got two faces and I feel 
dishonest. I don’t actually lie but I don’t tell them what I 
know either. It’s supposed to be one of the happiest days of 
their life but it's traumatic and stressful. 
 

Social workers are usually present at the time of the AoC.  As 

FACS‘ premise is the best interest of the child and their priority 

is not the mother, social workers focus on the mother. It must 
be very confronting for the woman. It must feel like five 
against one, two FACS workers, a social worker and two 
midwives. I’m there for her, not to argue the point but to 
have a presence and to ensure she gets what’s fair and 
equitable and to answer questions after FACS leave. 
 
SW I always go into the birthing room before FACS arrive, but 
I hate it. You know what's going to happen and I feel like I’ve 
betrayed the women and at times I can’t even look them in the 
eye. One woman said to me, ‘You knew this was going to 
happen. You went to case conferences and you've known all 
the time’. 
 

Social workers also describe feeling powerless as 

ultimately FACS can use the legislation to assume care of 
a baby without giving any reason. A pathway exists but 

each woman is individual and every situation is different. SW 

. . .  Our experiences and clinical views are ignored by 
FACS. There’s no ability to negotiate instead we have to 
work to FACS’ opinion and schedule not what’s best for the 
woman. 
Social workers try and explain to the woman that FACS has 
control over the AoC process . . . We ask FACS to explain 
to her why she wasn’t told about the AoC but the women 
are just so distressed and angry this is often not heard. 

 
6.2.4. Case managers 

Case managers acknowledge the level of emotion in an AOC 

is quite high for them as well as everyone involved. When I’m 
scared I’m probably ineffective. At times case managers 
fear for their safety and that the parents may harm the baby or 

the staff. Although emotions are heightened unanimously case 
managers agreed that having previously met the woman before 

the time of the AoC when you know a woman is 
absolutely better for them . . . Having the information, 
being involved in the decision-making process we take 
ownership of that. . . . Some AoC’s go really well and 
have little impact on the relationship with the family or go 
horribly wrong and lead to an irretrievable break in that 
relationship. 
 

Even when the mother’s the worst mother in the world 
case managers still agree assuming care of a newborn baby at 

birth is insensitive, cruel, upsetting, and distressing. CM It’s 
the magnitude of removing a baby at the time of birth 
because removals with other kids I don’t have a problem 
with. Although case managers try and separate themselves 

from the mother’s emotions . . . it’s difficult when the 
mother’s pulling at you, crying and begging you to leave the 
baby with her. It’s very hard when it’s over. You remember 
the flashes of the woman’s faces, you don’t forget. 
 
CM An assumption with a woman when it’s her first baby is 
ethically challenging for me. You're taking this baby before 
she’s been given a chance to show her parenting abilities. 
However, it’s for the best interest of the baby and I guess that 
makes me feel more comfortable with the decision. 
 

CM I get extreme nervousness and stutter every time. It’s 
barbaric to take a child as soon as they’re born, it’s tough and 
I feel really horrible, I don't want to be there, but that’s what 
we do. I do want parents to have a relationship with their 
baby but the decision's been made. Having the mother look up 
at you with the baby on their breast saying just give me one 
more chance blows me away. I would rather they scream and 
yell and call me all the names under the sun . . . . We walk in, 
assume, make a screaming mess of the mother and then we 
walk out and leave the midwives to deal with it all. 
 
CM We do get judged however we want midwives to know 
they can have confidence in us and that we’ve made the right 
decision for this baby. Midwives needn’t take it personally 
and feel they’ve failed the woman. They provide intimate care 
and have experienced a very special journey with these 
women and we’re just doing our job. 
 
Case managers are in agreement on the status of their power 

and the impression they create when they enter the birthing 

environment accompanied by police and security. The use of 

this power varies between Individual case managers. Some 

stand when serving the court order instead of  the  less  formal  

approach  of  sitting with the woman, some ensure the police 
are seen by  the  woman whereas others ask police and security  
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to  remain  in  the office unless required. Midwives also 

commented on the power of FACS and the way the information 
is conveyed to the woman. . . . Some are better at it than 
others. I have seen it done with such empathy while 
others use stand over tactics, it's intimidating, and it’s 
condescending . . . 
 

6.2.5. The stolen Generation and Forced Adoptions 
The stolen generation and forced adoptions were referred to 

during the stories. A midwife described an AoC as similar 

to the forced adoptions in the sixty’s. The difference is    with an    
AoC we have an opportunity to facilitate early attachment and 
bonding with the mother and this could be the motivation that 
she needs to change her circumstances. 
 

MW I worry about the trauma on the women’s mental health. 
We know about the suffering of the mothers of the fifties and 
sixties with forced adoption and the effect of the stolen 
generation. I wonder whether future research on removing 
these babies will come up with the same evidence. 
 

SW. Aboriginal families often associate social workers with 
FACS and therefore decline Indigenous programs for 
pregnant women. The elders remember that Aboriginal 
babies were taken for no reason so it’s hard to get the 
communities trust. In our Indigenous service, we believe it’s 
important for Aboriginal Health Workers to be involved. 
However, the impact of the stolen generation is in their minds 
and even the mention of an AoC causes them distress. There's 
always concern about the impact of an AoC on the service and 
on the Indigenous community. 
 

SW Not all social workers see that being there at the time of 
the AoC is part of their role. Some of the older social workers 
don’t want to align themselves with the stolen generation. 
Others are concerned about the personal impact it could have 
on them in the community and being recognised as being part 
of the process of removing babies from their mother’s. 
 

Following the AoC the women are encouraged stay in hospital 

for postnatal care but this rarely occurs. Tasha: staying when 
other mums have their baby would have destroyed me. I 
could have stayed in the birthing room but I knew that he 
was next door in the nursery. If he couldn’t be with me I just 
needed to get out of there and go home. I was in a state. I’d 
had a bleed and they tried to talk to me into staying but I 
signed myself out against medical advice. 
 
Amanda: I just can’t describe the pain. I just had to walk 
away without my baby, I knew my baby was alive and well 
but I had no idea when I would see her again. 
 

After the removal from the mother the newborn baby is 
placed in a separate nursery and cared for by hospital staff 

until discharged into the care of foster parents. The 

women’s stories did not end with the AoC. The next 

section presents focuses on the time following the AoC 
and brings the narratives to a close. 

 
6.3. The coda 

 
6.3.1. The woman 

For the women returning to the hospital for postnatal care or 

to see their baby was painful and FACS enduring power over 

them exacerbated their trauma. Tasha recalled I went back to 
the hospital the next day but FACS weren’t available to 
supervise the visit. The midwife offered but FACS said no 

only they can. I didn’t get to see him for another week till 
after he was discharged. All I had were his clothes and a 
photo the social worker had given me. I appreciated the 
thought but every time I looked at the photo I cried even 
more. I’ve still got that special photo. 
 
Amanda dreaded going back to the hospital but she did the 

next day. I hated walking in there and it just really hit 
me what had happened and I just burst into tears. I 
couldn’t go back there again.  
 
Whether the AoC was expected or not the mother is typically 

offered skin to skin contact with her baby and to breastfeed if 

applicable. For the women, the physical changes in their 
bodies  were constant reminders. Fiona recalls: I wanted to 
breastfeed, express and freeze my milk for him. The 
midwives and social workers encourage me to however 
FACS said they couldn't trust me to do the sterilising and 
freezing properly, and wouldn’t allow him to have it. . . . 
Although I only fed him once I got a lot of milk, they were firm 
and sore . . . I just had to wait for the milk to go away. I still 
had milk eight months after he was born and I used to think if 
I could just get him back I could restart breastfeeding him 
again. You have all these weird thoughts. 

 
After the AoC increased marginalisation was apparent for two 

of the women and associated guilt and shame led then to find 

ways to escape interacting with others. Tasha recalled the 
biggest feeling I struggled with was guilt and shame that 
I'd had a child removed by FACS. I couldn’t go anywhere 
and the shops were especially hard, particularly where I 
used to work as they knew I was pregnant. There’s shame in 
explaining what happened and where the baby is now. In the 
end, I would just say that he's not with me. It was easier for 
me to wait and get someone else to go for me. 
 
Fiona only minimal people knew. I just felt so much shame and 
guilt and it was like . . .’ Oh my god, I’ve really f——d up!’ I had 
no one to talk to. I didn’t know who would understand. I hated 
going out of the house and I didn’t for about two months. 
 

Amanda was the direct opposite . . . it wasn’t difficult for me to 
share that my baby was in care. I was so angry and I wanted 
to tell the world how unfair it was and that FACS were to 
blame. I posted it on social media. I used more drugs and 
alcohol as a means of self- protection from continually re 
living the experience. It helped with the pain and I could 
forget for a while. 
 

Tasha and Fiona reflected on how they made sense of their 
experience and the emotional impact it had on them. Tasha 

recounts: I know it’s there and I remember the pain and it 
was a horrible experience. I disassociate, sort of separate 
myself from my feelings. It’s like I’m not connected to it. I 
knew I was in trouble I just didn’t know how to get out of it. 
It felt like the first time I ever got in trouble and got sent to 
the principal’s office. I was  
 
in the biggest world of trouble but I didn’t know what to do 
to make it better. Fiona described nightmares of the removal 

happening over and over again I’d just wake up in tears. I had 
to do drug tests on Monday, Wednesday, and Friday. I’d get 
them done and then the rest of the time, I pretty much just 
slept. This was the start of my depression. 
 

The memories for Tasha remain vivid and traumatic but she’s 
made a concerted effort to focus on the future. I believe  the  
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worst  is  in  the  past and I was so traumatised  around babies 
I'd just cry. Up until recently I couldn’t even look at a baby 
without becoming really emotional. 
 
Initially Fiona could not understand why her children were taken. 

Because I was pregnant, drinking every day and neglecting 
my children FACS said it was child abuse. A FACS worker said 
‘taking drugs doesn't necessarily mean you're a bad mother. 
What makes you a bad mother is to put drugs and a violent 
relationship before your children and not dealing with your 
own mental health issues’. To hear that was a moment I’ll 
never forget. Since going to NA and AA I know I did stuff and 
as my kids were in danger FACS did the right thing. Now 
they’re safe and I believe I can now handle myself. I’m 
emotionally stable and feel empowered to become a good 
mum. I’ve learnt coping skills and to be able to trust. I am 
more confident to speak about what happened and how I’ve 
changed. Speaking to other women, in the same situation I 
was in, I try to motivate them to get support. 
 

Since the AoC both Tasha and Fiona have had another baby 

who has remained in their care. They are both working with 
FACS for restoration.  In the   subsequent pregnancy both 

women  revealed they did not enjoying the pregnancy and 
felt detached to the baby. Fiona . . . when we saw the 
positive test, we weren’t excited. I just thought will I be able 
to keep this baby. Although I’d been clean for two years, and 
we’d done all the parenting groups we didn’t want to get 
happy about the pregnancy. I couldn’t get attached to the 
pregnancy. There were no feelings towards the baby until 
FACS told us we were definitely keeping him. By then I was 
eight and half months pregnant.  
 

Although not necessary Tasha in her subsequent pregnancy rang 
FACS every week . . . to let them know I was doing OK and 
offer to do more urine tests. At about 30 weeks they told 
me as long as I wasn’t in the DV relationship, didn’t use 
drugs and they had no reports they wouldn’t be removing 
this baby. Going to the hospital to have him was really 
traumatic and I was so scared. After he was born he needed 
oxygen but I didn’t want him out of my sight. I still had the 
placenta in so I made my friend go and stay with him all the 
time. Although FACS had said they weren’t going to come to 
the hospital I didn’t trust them and was convinced they’d lied 
and would come. I was too scared to stay in hospital long and 
it wasn’t until I got the paperwork that said released into 
mother’s care that I knew we were OK. 
 

Tasha described the AoC as a horrible experience, but 
afterwards she was willing to do anything and ultimately, it 

couldn't have worked out any better for her. I know a lot of 
people sit in a state of resentment and hate FACS and the 
foster care system . . . . I've got my life together, I’m clean, 
and I’m on meds for my depression and anxiety. I have 
Asher in my care and I’m working to get Caden back. 
 

Amanda identifies that she is not doing so well: I’m still angry 
that FACS took her off me. To get where she is in foster care 
it takes three hours by train so I don’t see her much. She 
doesn’t even really know who I am but I know I’m her 
mother. If FACS had helped me during the pregnancy, as 
they’re supposed to, I wouldn’t be in this place now. I have 
been in and out of rehab since but it’s too hard to stay clean. 
If I had her with me it would be different I’d have a reason to 
try and stay off it. 
 

6.3.2. The midwives 

Midwives all agreed that training does not prepare them for 

dealing with an AoC. It doesn't even go near it. I didn't 
come into midwifery to remove babies from women. 
The way the midwives made sense of their experiences varied. 

Midwives who provide care for families who have a stillborn 

baby are offered time off to attend the funeral. Funerals are 
never easy but going can provide a healing experience for 
closure. With an AoC there’s a void, an empty space. 
 
MW the removal causes total grief and distress. Just because 
it needs to happen doesn’t mean it feels good and emotionally 
the woman’s destroyed. I think midwives need to be given 
recovery timeout afterwards but that doesn’t happen. 
Two midwives concentrate only on the law and baby’s well- 

being.. . if decisions are made on facts I’m comfortable. . . . 
Our midwife role is to support the woman. Before we focus 
on the well- being of the mother and the baby and once the 
baby's been removed, we transition to the well-being of the 
mother. 
 

MW. AoC’s can burn you out and you need support models  in 
place . . . It has a significant toll, but how you manage that 
can determine whether you continue in the work . . . If you're 
not careful the walls you build for protection or inner 
resistance can also become the walls people can't get through 
and then you can become harsh and bitter. It’s finding the 
balance of building inner strength without losing your 
compassion and that’s sometimes a very fine line to walk. 
 

6.3.3. Social workers 
Social workers are aware of the emotional response and the 

cumulatively toll of an AoC. They described the head space 
they  need as similar to that of bereavement. I have to be 
totally present for an AoC and bereavement, available 
and focused and this requires energy. A woman will have 
her baby removed and then a family will have a baby die. I 
often find that my distress for the bereavement is actually 
about the AoC but it comes out at the time of the 
bereavement. 
 
 SW I get an adrenaline rush, that fight-flight response, 
when I feel threatened. My self-protective strategy is to stay 
numb and to respond clinically. The emotional toll often 
doesn’t come until later. 
 

Social workers consistently agreed that separating work and 
home, good support at home and at work and group 

supervision are essential. SW Translating feelings and 
experiences to someone that hasn’t experienced an AoC is 
arduous so debriefing with another team member is 
invaluable. It’s emotionally distressing and support is really 
important. Somebody who can just say its crap helps me. 
 
SW By going for a ride or a run after work I deliberately 
separate work and home. If I’ve had a couple of AoC’s 
physically my body is tired, my shoulders ache and my 
head’s full. Even after a traumatic shift at work you still have 
to front back up the next day. 
 

SW Ultimately it comes with a bit of experience. The 
understanding that we can’t change people’s choices however 
we can, as health care providers, offer them good healthcare, 
encourage them into making changes and make good choices. 
At the end of the day, it’s their life. If they’ve chosen to live a 
particular lifestyle that’s unsafe for a baby then we can’t take 
that on personally. When you think a baby is really likely to be 
hurt then the AoC is a little bit easier to live with. 
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6.3.4. Case managers 

Case managers, like social workers, recognise the importance 
of separating work and home. As part of their case managers’ 
role supervision is compulsory. Although I’m very good at 
separating work and home because you’re changing 
someone’s life it’s traumatic. We follow the women through 
the court process so we are aware of what happens and 
this assists with closure. 
 

CM There is a right way to do it, but there's no easy way. The 
decision for the AoC is not ours personally but one made by 
the FACS management team. You just make sure you’re fully 
prepared with enough information. 
 

AoC is a traumatic event for all concerned, not least the 

mother. It is an event that shapes a woman’s life for better 

or worse. Health professionals have devised various 
strategies for managing the trauma of these situations. 

 
7. Discussion 

The child protection system is complex and multifaceted 

and as problems such as poverty, substance use and 
domestic violence increase so does the likelihood of child 

abuse and neglect (Family Inclusion Network (FIN), 2009). 

Moral dilemmas, perceptions and values, power, respect, 
betrayal of trust and competing roles have previously 

been identified in child welfare/protection practices in 

Australia and overseas (Lieblich et al., 1998; Marsh et al., 2016).  
Pressure from trying to achieve competing and 

overlapping roles was explicit in all the stories of both the 

women and the professionals. 
 

In this study, tensions arose from difficult situations that 

require the balancing of competing requirements. 
Women constructed themselves as having difficulties 

related to what they see is expected of them as women 

(Riessman, 2002). Fear of disclosure, stigma, judgement 
and shame of having a newborn removed contributed to 

the perception of being labelled a ‘bad woman’ and this 

is intrinsically linked to a women having negative 
conations of themselves (Riessman, 2002). The negative 

feelings seem to manifest as failure in their fundamental 

role as a woman and a mother and thus threatened their 
sense of identity and sense of self in the world (Burgheim, 

2005). 

 
The women’s stories demonstrated a link to 

intergenerational transmission/modelling, a phenomenon 

in which children replicate behaviours, traits, beliefs, and 
other characteristics modelled by their parents, repeating 

them later in their own lives (Milner et al., 2010). An 
individual’s own personal experience of growing up and 

being separated from family and culture can impact on 

their own life journey. For many in the Indigenous 
community, the intergenerational experiences of loss and 

trauma result in the inbuilt fear and distrust associated 

with FACS. The real possibility of the current child 
protection system and practices leading to another stolen 

generation of Aboriginal and Torres Strait Islander babies 

has been raised in current literature (Hazaerd, 2016). 
 

Relatively complex interwoven plots that weave together 

significant historical and social complex events,  referred  
to as an imbroglio, bring the stories together as a whole 

were identified from within and across the stories (Lieblich 

et al., 1998). Power, concealment and disenfranchised grief 

were established as the intertwined plots that elicited a 
cause and effect and these will now be discussed  

(Polkinghorne, 2005). 

 
7.1 Power and Concealment 

The findings in this study are consistent with other bodies 

of work that describe parents’ experiences with FACS: 

lack of involvement, lack of rights, power imbalances, 
inadequate communication and the lack of empathy 

(Delfabbro, 2009; Dumbrill, 2006; Network, 2009; Thorpe, 2007).  

The system is perceived as authoritarian with a focus on 
‘detection of child abuse or neglect and allocation of 

blame rather than a system that supports parental change 

(Ainsworth & Hansen, 2012, p. 151). Interacting with an 
organisation that holds absolute power requires 

considerable caution. The woman’s fears associated with 

mandatory reporters can lead to non-engagement with 
maternity service and or even their local communities 

making the women even more isolated, less supported 

and at greater disadvantage (Taplin, 2017). 
 

The power imbalance makes the parents feel powerless. 

The women’s experiences with FACS are of power, 
control and manipulation instead of support and fair and 

due processes (Foster, 1927). Even when the women engage 

in the process, they described feelings of exclusion, lack 
of support, judgement, intimidation, being outnumbered 

and reluctant to speak up (Harries, 2008; Kim et al., 

2009).Women believed if they did not cooperate with 

FACS it would go against them and they would be further 

punished and labelled as difficult and uncooperative, 

deepening their mistrust of authorities(Foster, 1927). The 
women remained guarded knowing that by using 

statutory jurisdiction FACS can, at any time, switch from 

working with them to ‘power over them’(Foster, 1927).  
 

The women in this study said that if they had been made 

aware of the consequences of their lifestyle and had they 
received customised support by FACS they would have 

been motivated to improve their situation, particularly 

violent situations. They described being extremely 
stressed and frightened during pregnancy especially 

women in domestic violence relationships. Pregnancy is 

certainly not a protective factor and domestic violence 
can escalate in pregnancy  (Edin et al., 2010).The process of 

leaving a violent living situation is not linear and is 
particularly challenging when pregnancy adds its own 

complexities, hopes and dreams. (Edin & Högberg, 2002). 

Most women go through many emotional phases with 
multiple stages of decision making before making the 

physical move to leave. Being empathetic, non-

judgmental and inclusive in decision making will 
empower the woman to choose when to move on from a 

violent situation (Edin & Högberg, 2002). 

  
The woman’s disempowerment continues after the AoC 

and has an ongoing effect on their children both in a legal 

capacity and in making ongoing decisions (Dumbrill, 2006). 
With no knowledge of the impending AoC, the ability to 

seek legal advice before the birth is removed even though 

within 72 hours the mother must attend Court to dispute 

the affidavit submitted by FACS (Marsh et al., 2015).  

Accountability for decisions is not always clear in the 

department and a lack of or the quality of communication 
and withholding of information impacts on interagency 
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collaboration (Commonwealth Government and Community 

Services, 2008; Thorpe, 2007). 
 

The midwives and social workers in this study also felt 

powerless because of the all-encompassing statuary 
power of FACS. Its power of control caused an inability for 

the midwives and social workers to fulfil the 

philosophical underpinnings of their professions. 
Midwives’ philosophy demands they work in partnership 

with pregnant women, keeping them at the centre of their 

care. The competence, attributes and quality of the 

caregiver/ woman relationship, as essential factors in 
fostering a trusting relationship and promoting a positive 

childbirth experience has been frequently reported 

(Homer, 2016). Pregnancy care, for women with complex 

psychosocial needs, should be individually tailored and 

culturally appropriate, with complete transparency to 

eliminate hiding and deceit (Braithwaite, Harris, & Ivec, 2009; 
Sandall, Soltani, Gates, Shennan, & Devane, 2016). The 

midwives’ stories identified the sense of stress and tension 
involved with careful balancing of competing 

requirements of providing woman centred care that 

involves open and honest communication whilst 
maintaining secrecy (Everitt, 2013). . This may have 

contributed to a ‘sense of failing the woman’ as spoken of 

in the stories. The current situation certainly created a 
dilemma for midwives, caught between building a 

trusting relationship, advocating, supporting and caring 

for the woman and working within the legislative 
framework that supports AoC (Everitt, 2013).  

 

The social workers and case managers were very aware 
of the power and responsibility that accompanies their 

role and raised the issue in this study of the perception 

of others and the community. If the perception of this 
power is seen as controlling the associate response may 

be one of resistance, especially given that a majority of 

parents whose children are in care are socially 
disadvantaged and have added vulnerabilities (Dumbrill, 

2006). The need for secrecy/deceit imposed on the social 

workers’ by FACS interferes with their ability to 
advocate effectively for the woman and prepare her for 

the trauma associated with the separation  (Wickham, 

2009).Although it is the case manager’s role to place 
children into state care, the process of removing a 

newborn baby from her or his mother at the time of birth 

causes ethical tension and conflict for them. 

 
7.2 Disenfranchised grief 

The stories of the women’s experiences were detailed, 

vivid accounts of intense emotional reactions to the AoC: 

shock, disbelief, pain and suffering. Distress, trauma and 

anxiety were predominately featured in the stories but 
‘grief’ was only vaguely mentioned. This is consistent 

with disenfranchised grief: the link, the loss and the 

griever are not recognized, acknowledged, validated or 

socially accepted (Doka, 2002). Society judges a woman 
who has her baby removed as an illegitimate mourner, an 

embarrassment, at fault and blamed for putting herself in 

this situation and hence she is ignored and cut off from 
social supports(Everitt, 2013; Thorpe, 2007).  

 

Disenfranchised grief impairs the integrity of self. One is 
seen as not being the same person as before (Scourfield, 

2001). The women’s stories echo the negative 

consequence they endured in the aftermath of the AoC. 

As the loss is non-finite, the children are still alive but in 

alternative care and contact is limited, the woman’s grief 
is compounded (Scourfield, 2001). When hope is severely 

eroded, grief may become hidden chronic sorrow, with 

episodic bouts of acute anger and/or depression (Neil, 
2013). 

 

The effects of disenfranchised grief and consequent poor 
grief resolution are displayed in a variety of ways and in 

varying degrees in the woman’s stories. Depression, 

emotional disturbances, withdrawal from society, 

psychosomatic illnesses and low self-esteem are all 
symptoms and many of those affected by disenfranchised 

grief succumb to substance abuse and have difficulty in 

forming healthy relationships (Neil, 2013). 

 

8. Two major recommendations for practice 

Numerous authors concur that the NSW child protection 

regulation has significant problems including that the 
current policy and practices increase women’s 

marginalisation (Neil, 2013). The number of different 
services involved and the lack of continuity results in the 

need for women to tell their stories over and over again. 

Fragmented care impacts on everyone’s ability to 
develop therapeutic relationships built on trust and 

confidence and to undertake interagency communications 

which are open and effectively shared (Homer, 2016). 
 

The findings in AoC research often include suggested 

changes to practice. To prevent the inter-generational 

transmission of parenting difficulties and to stop 

families from reaching a crisis point, Memarnia 

proposes early multidisciplinary interventions such as 
intensive support to vulnerable or at risk first time 

mothers and their full family and if removal is necessary 

extensive grief counselling (Memarnia et al., 2015). As an 
approach in reducing the cycle of repeat pregnancies 

and removals Broadhurst and Mason recommend that a 

proactive post-proceedings protocol for parents to 
address issues of mental health and mental capacity and 

associated problems should also be considered 

(Broadhurst & Mason, 2013). In order for social workers to 
maintain their professional values, such as advocacy, 

social justice, integrity, and ethical responsibility 

Wickham highly recommends practice changes. She 
advocates that a collaborative joint protocol, that takes 

into consideration the voices of parents in the child 

protection arena, would assist in preparing and 
supporting parents in the antenatal period  

 

and the need to engage mental health, parenting 
support and counselling services in the postnatal/post 

discharge period (Wickham, 2009).  Additionally D’Cruz 

and Gillingham clearly demonstrate when caseworkers 
accept and respond to parent/s as a stakeholder and a 

partner in a collaborative process of change that parents 

reported a positive experience (D’Cruz & Gillingham, 
2016).Therapeutic justice and continuity of midwifery 

care may be seen as a way forward. 

 
This study has two suggestions for practice to address the 

majority of issues raised in this study: 

 
1 Instead of the statutory process currently in place 

for maternity care a collaborative therapeutic justice 

process linked to a partnership built on strong 
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interdisciplinary relationships (Braithwaite et al., 

2009). 
 

2. Each woman who is at risk of her baby’s care 

being assumed by the state be automatically part of 
a continuity of care midwifery model where she is 

assigned her ‘own’ midwife (with the backup of a 

strong team) for the duration of the woman’s 
pregnancy, labour and birth and time following. 

 

Therapeutic justice is based on principles of early 
identification, accountability, increasing the individual’s 

awareness of the effect of their actions on others and the 

consequences, offering them opportunities to repair the 
harm caused, participate in child protection decision 

making capability and skills to develop community ties 

and thus society integration (Thorpe, 2007).Therapeutic 
justice models are built on values that include the 

restoration of human dignity, the restoration of damaged 

human relationships, the restoration of compassion and 
caring, the restoration of empowerment and the 

restoration of a sense of duty of a parent and the role of 

the community.42 Instead of competing tensions 
maternity care based on therapeutic justice principles and 

shared goals a childbearing women who is at risk of an 

assumption of care would be aware of what she has to 
achieve to keep her baby. When a parent has lapsed and 

intervention is necessary, this would be a transparent and 
respectful process and the need for the AoC justifiable 

(Commonwealth Government and Community Services, 2008).  

 

Continuity of midwifery care models provide important 

benefits such as facilitating communication, mutual trust 

and respect as well as clinically important outcomes 
improvements with no adverse outcomes (Homer, 2016).  

Numerous reviews suggest a higher level of satisfaction 

for the child bearing women in a midwife-led continuity 
model compared to the other models of care (Homer, 2016). 

Continuity of midwifery care used in collaboration with 

other care providers enables health professionals to 
provide safe woman centred care for women with 

complex pregnancies (National Health and Medical Research 

Council, 2010). Benefits to women who are at risk of an 
Assumption of Care would include reduced risk of 

pregnancy and birth complications such as preterm birth 

and increased satisfaction leading to better compliance 
with antenatal care. Continuity of midwifery care assists 

midwives to develop meaningful relationships, increase 

work satisfaction and reduces burnout and improving 
retention rates is cost effective for the hospitals (Homer, 

2016).  

 
9. Conclusion 

 

We have sought out the voices of women and 
professionals, not previously heard, to provide a rich and 

multifaceted understanding of the realities of 

Assumptions of Care. This study identified power, 
concealment, disenfranchised grief, and conflicting 

professional and personal moral positions imposed on the 

professionals involved in this practice. Power, 
concealment and disenfranchised grief are 

counterproductive tensions that result in numerous 

adverse effects or collateral damage on those involved in 

the AoC practice. Understanding these issues can 

contribute to and inform future policy and practices in 

light of the potential impact AOC has on women, who 

have complex psychosocial needs, as well as on care 

providers. The findings can be applied to the clinical 
setting and this study recommends changes to the 

maternity care model to one based on a therapeutic 

justice and continuity of midwifery care. 
 

Historically and from this study, we know there are long 

term consequences and anguish when families are broken 
up. We have a perfect opportunity using therapeutic 

justice and continuity of midwifery models to change the 

way we work with women and families with complex 
psychosocial situations, ideally pre-pregnancy but 

definitely in the early antenatal period prior to the AoC. 

These valuable understandings from multiple players’ 
points of view, not previously published, can path the 

way for future improved practice and research. 

 
10. Limitations 

 

Child protection legislation in each state and territory of 
Australia varies and this in turn impacts on women and 

baby’s experiences, midwives’ and other health 

professionals’ legal and ethical requirements. Only one 

state in Australia was used in the study: New South Wales 
and Family and Community Services are NSW-based. 

However, this study may provide understandings of how 

stakeholders in other states and territories experience this 
complex aspect of life and work. 
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Chapter Summary 

This paper/chapter confirms that an AoC is a traumatic experience with acute and long 

term sequalae exacerbated by counterproductive tensions such as identified power, 

concealment, disenfranchised grief, and conflicting professional and personal moral 

positions imposed on the professionals involved in this practice. Research to date has 

focussed on the effect on parents whose children are in out-of-home care.  This paper 

is the first of its kind to elucidate the actual experiences of vulnerable women, social 

workers and FACS case managers directly involved in an AoC at the time of birth. This 

paper adds to the limited body of work on midwives’ involvement and experiences with 

an AoC.  
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CHAPTER 7: Discussion, Summary and Recommendations 

This chapter summarises the work and the contribution of the research as a whole. 

The purpose of this chapter is to first return to the study aims, to highlight the main 

findings and contribution that this thesis makes to the body of work on the experience 

of an AoC at the time of birth and secondly to make recommendations from the 

research, thirdly to outline the study’s limitations, and fourthly to consider future 

research directions.  

Introduction  

Child protection legislation and public policy focus in all Australian states and territories 

is centred on the ‘best interest of the child’ and works to protects vulnerable children 

and young people at risk of serious harm. Although parents have no legal rights under  

the child protection legislation they do have rights under the United Nations Universal 

Declaration of Human Rights adopted by Australia in 1948 (Ainsworth & Hansen, 

2012; Federal Government, 2017). Many parents, who have children in out-of-home 

care, experience situations that may be in contradiction with their human rights 

outlined under 30 articles in the declaration (Ainsworth & Hansen, 2012). The child 

protection legislation is required to protect a child or children from serious harm, such 

as abuse and neglect, however this should be balanced to ensure we are not doing 

more harm than good to all involved. This study identified that the assumption of care 

process has negative consequences for the women and also the midwives, social 

workers and other professionals involved, and, while beyond the scope of this 

particular study, it could follow, therefore, that there are negative consequences for 

the child/children involved. 
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The small quantitative component of this thesis confirmed that the number of newborn 

babies who enter into care has increased. As a consequence, more babies are being 

removed straight after the women give birth, midwives are being exposed to an AoC 

in the birth environment more frequently, case managers are preparing more 

childbearing women to have their newborn baby removed from their care and FACS 

case managers are more frequently physically separating a mother from her baby and 

placing her or him in care outside the home.  

The narrative inquiry included in this thesis provides insights into the impact on the 

childbearing women who, within a short period after birth, experienced an AoC of their 

newborn babies. Feeling they had been punished by the assumption of care 

processes, the women described feelings of loss, grief, embarrassment, anger, 

judgement, discrimination, demoralisation, powerlessness and of being portrayed as 

a ‘bad mother’. As well as describing the profound effect on childbearing women, this 

study describes intense effects of the processes of assumption of care on midwives, 

social workers and case managers. The study found the processes associated with 

the legislative power held by FACS impacts not only the women but also the 

professionals involved and commonly creates in those professionals, among other 

issues, a state of cognitive dissonance.  

As the aim of this research was to gain understandings about the effects of an AoC at 

the time of birth for the women, and the individual experiences of the midwives and 

other associated professionals who participated in an AoC, this chapter outlines the 

increase in the number of assumptions of care, discusses participants’ experiences, 

highlights the findings, limitations and contribution of this study, makes 

recommendations for practice and considers future research directions. The statistics 
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and personal and professional experiences captured in this research highlight the 

need to find better ways to manage this major issue. 

Aim  

In New South Wales (NSW), a newborn baby is removed from her or his mother into 

formal care when (FACS) consider there is immediate risk of serious harm to the 

newborn baby. The aim of this research was to gain understandings about the effects 

of an AoC at the time of birth for the women (the mothers whose babies were removed 

within a short time after the babies’ births), and the individual experiences of the 

midwives and other associated professionals who participated in an AoC. 

The small quantitative component will be discussed first in this chapter followed by the 

major qualitative component of the study.  

Discussion  

Study One 

The quantitative study is the first to describe the incidence and characteristics of 

newborn babies entered into care in NSW and showed the number of newborn babies, 

≤ 7days of age, who entered into care for the first time, steadily increased from 2006 

to 2014 (67 to 279 per annum). Of the newborns identified (n=1834), in the study 

period, 2006 to 2014, 51.5% were male and 48.3% female and the mean (average) 

age of entering into care was 2.84 days of age. The number of prenatal reports 

submitted to FACS in this period additionally increased from 78.5% to 90.1%.  

Given that in Australia Indigenous people make up 3% of the population and nearly 

one third (31%) of all Indigenous Australians live in New South Wales (Australian 
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Institute of Health and Welfare, 2016), the most notable issue in this data is the 

disparity between Aboriginal and non-Aboriginal babies being assumed into care. 

Approximately one third (31.6%) of newborn babies who entered into care at ≤ 7days 

of age were Aboriginal children. Childbearing women who identify as Aboriginal were 

more likely to be the subject of a prenatal report to FACS: 92.2% of the newborn babies 

of Aboriginal mothers that entered into care had been the subject of a prenatal report 

to FACS. In comparison 87.3% of the newborn babies of non-Aboriginal childbearing 

women that entered into care had been the subject of a prenatal report to FACS. 

Based on the odds ratio, the odds of a prenatal report for Aboriginal women were 1.91 

times higher than that of a non-Aboriginal woman. 

This study demonstrated that although there was little difference in the proportion of 

Aboriginal babies restored to the parents (6.6% for Aboriginal babies vs. 5.7% for non-

Aboriginal babies) there was significant discrepancy between Aboriginal and non-

Aboriginal newborn babies who entered into care and were later adopted (5.1% vs. 

0.2% chi square = 41.69, p<0.01). Based on the odds ratio, the odds of adoption for 

non-Aboriginal babies were 46.79 times more likely than that of Aboriginal babies. This 

implies that Aboriginal babies remain in the welfare system longer than non-Aboriginal 

children and this result parallels national statistics that demonstrate the gap between 

an Aboriginal and a non-Aboriginal child staying in out-of-home care has become 

wider over time  (Zhou & Chilvers, 2010). 

Nationally, in 2016, over one third of children (36%) in out-of-home care were either 

Aboriginal or a Torres Strait Islander and no matter what phase Aboriginal children 

move through the child protection system they are over-represented in the data 

(Australian Institute of Health and Welfare, 2016). The past practices by Australian 
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federal and state government agencies of forcibly removing Aboriginal and Torres 

Strait Islander children from their families, resulted in a generation of people now 

known as the Stolen Generation (Creative Spirits, 2017). In response to the need for 

changes in the way the state assisted Aboriginal children, the Aboriginal and Torres 

Strait Islander Child Placement Principle, well known as the ‘the Principle’, was 

developed in 1986. The National Framework for Protecting Australia’s Children 2009-

2020 is also used to advocate for the best interests of Aboriginal and Torres Strait 

Islander children (Tilbury, Burton, Sydenham, Boss, & Louw, 2015). In keeping with 

the Principle and the Framework, when Aboriginal and Torres Strait Islander children 

require placement outside their families preference is given to placement  with 

Aboriginal and Torres Strait Islander carers within a hierarchy of firstly children being 

placed within their extended family, secondly within their own Aboriginal or Torres 

Strait community, or thirdly with other Aboriginal or Torres Strait Islander people 

(Arney, Iannos, Chong, McDougall, & Parkinson, 2015). The Principle further 

recommends that Aboriginal and Torres Strait Islander people have the knowledge 

and experience to make the best decisions concerning their children (Tilbury et al., 

2015). 

Each state and territory government is responsible for their own administration and 

operation of child protection services. At present there is no Australia-wide systematic 

protocol in place to monitor and assess implementation of the Principle (Australian 

Government Department of Health, 2011). Barriers to an Australia-wide protocol 

include inconsistent quantification, measurement and monitoring of the Principle 

across jurisdictions and a lack of specificity in the legislation and policies with respect 

to which Aboriginal organisations will play a role in decision-making, the timing of 
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involvement in care and protection processes, and the level to which the Aboriginal 

organisations will be involved (Tilbury et al., 2015). 

According to the 2008 amendment to the NSW Child Protection legislation after a 

prenatal report has been received by FACS the childbearing woman should be offered 

intensive support and early intervention strategies by FACS (Taplin & Mattick, 2014). 

The aim is for FACS to facilitate the appropriate services to work with the woman and 

her family to reduce risky behaviours, such as substance use or family violence, that 

may impact on the unborn baby or the newborn and to either prevent the need for the 

baby to be taken into care and protection once born, or identify the need for removal 

(Taplin, 2017). It appears from the statistics reported in Paper 3, for the period January 

1, 2006 to December 31, 2014, that submitting a prenatal report in NSW to FACS did 

not improve the outcomes for newborn babies. Rather, the newborn babies subject to 

antenatal reporting were removed at a younger age and the babies were also older 

when their care was restored to their mothers. 

FACS’s policy on prenatal reporting indicates the purpose of prenatal reporting is to 

provide assistance to the child bearing woman to reduce the likelihood of the newborn 

being removed at birth (NSW Department of Health, 2009) and intensive support and 

early intervention strategies have been demonstrated in a study in Sydney, Australia 

to be effective with women with risky behaviours such as substance use (Taplin & 

Mattick, 2015). However, this study identified that where a prenatal report had been 

submitted, newborn babies had a shorter period between birth and entering into care 

(2.72 vs. 3.6 days) and longer periods from entering into care to restoration compared 

newborns that entered into care without a prenatal report being received (223.19 vs. 

84.5 days)  
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An increasing number of newborn babies entering into care was suggested as a direct 

impact of the  amendment to Section 106 A of the NSW  Children and Young Persons 

(Care and Protection) Act 1998 by researchers Wickham and Ainsworth (Ainsworth & 

Hansen, 2009; Wickham, 2009). Although having no precise statistics, they argued 

that the amendment was increasingly used to remove a newborn baby from his/her 

mother soon after birth. The amendment 106A decrees that a previous removal of a 

child from a family is ‘prima facie’ evidence to the NSW Children’s Court that a baby, 

child or young person, who is the subject of the care application, is in need of care and 

protection (NSW Government Legislation, 1998). Both Wickham and Ainsworth argue 

that because evidence submitted under 106A establishes that the unborn baby is at 

risk of significant harm, FACS does not have to argue the case and the newborn baby 

is automatically placed in out-of-home care/foster care. Because the onus of proof lies 

with the mother or parents to refute FACS’s claim within seventy two hours from the 

birth that they are unsafe parents and prove otherwise in the Children’s Court 

(Ainsworth & Hansen, 2010), and added to the fact many mothers/parents have no 

knowledge of the impending action and no time to prepare, this means increasing 

numbers of children are automatically taken into care, and are remaining there for 

quite some time.  

This study’s comparison of the data on newborn babies who entered into care, at ≤7 

days of age, confirmed that after the amendments to the NSW Children and Young 

Persons (Care and Protection) Act 1998 in 2008 there was a higher proportion of 

newborns entered into care for the first time and they were younger (mean days of 

age 3.84 vs. 2.7).  The pre and post amendment analysis indicated a higher proportion 

of mothers whose newborn baby entered into care, had been subject to prenatal 

reports (78.5% vs. 91.5%). Newborn babies were more likely to be restored in the 
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period following the amendment (4.8% vs. 9.4%). However, for those who remained 

in out-of-home care they were less likely to be adopted (13.8% vs. 4.6%). 

Numerous attempts have been made to advance policy and service approaches 

toward improving Aboriginal and Torres Strait Islander maternal and child health 

outcomes the health and development of Aboriginal and Torres Strait Islander infants 

and children.  Health in equalities occur with Aboriginal and Torres Strait Islander 

people experience higher rates of social and emotional wellbeing problems and mental 

health disorders than non-Indigenous Australians (Social Health Reference Group, 

2004). Factors such as decreased life expectancy, child and family separations, 

incarceration and higher infant mortality rates contribute to the level of grief, loss, 

trauma and anger experienced by Aboriginal and Torres Strait Islander individuals, 

families and communities (Hunter, 2008). In addition to disrupted cultural well-being 

and the continuing inter-generational effects of trauma and loss from the stolen 

generation Aboriginal and Torres Strait Islander people experience high levels of life 

stressors (Social Health Reference Group, 2004). 

There is also a disproportionate burden of adverse perinatal outcomes for Aboriginal 

and Torres Strait Islander mothers and their babies. This includes increased maternal 

mortality (23.3 per 100,000 women giving birth versus 5.8 per 100,000 women giving 

birth). In 2012–2014 the maternal mortality rate for Aboriginal and Torres Strait 

Islander women was 2.4 times that of other Australian women (13.3 per 100,000 

women giving birth versus 5.6 per 100,000 women giving birth) (Australian 

Government, 2017) Aboriginal and Torres Strait Islander women have a higher 

incidence of co morbidities such as anaemia, poor nutritional status, chronic illness, 
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hypertension, diabetes, genital and urinary tract infections, smoking, and high levels 

of psychosocial stressors (National Government Of Australia, 2017). 

Although there was substantial decline (9%) in low birth weight rate among babies 

born to Aboriginal and Torres Strait Islander mothers low birth weight is still twice as 

common for Aboriginal and Torres Strait Islander babies than those born to a non-

Indigenous (12.6% compared with 6%). 51% of low birth weight births to Aboriginal 

and Torres Strait Islander mothers were attributable to smoking, compared with 19% 

for non-Indigenous mothers. Although the perinatal mortality rate is declining, on 

average 0.7 deaths per 1,000 births annually, the perinatal mortality rate for Aboriginal 

and Torres Strait Islander babies was around 9.6 per 1,000 births compared with 8.1 

per 1,000 births for non-Indigenous babies (Australian Government Department of 

Health, 2011). 

A key component of improving pregnancy outcomes for Aboriginal and Torres Strait 

Islander women is early and ongoing engagement in antenatal care that is appropriate 

and evidence based care and relevant to the local community (Shlonsky et al., 2016). 

Early engagement, during the first trimester of pregnancy, creates an opportunity to 

screen for potentially preventable risk factors and manage a number of conditions and 

complications that can adversely affect maternal and child health outcomes, as well 

as undertake health promotion activities and risk reduction strategies (De Bortoli, 

Coles, & Dolan, 2015). However, health data indicates that in 2014 only half (53%) of 

the Aboriginal and Torres Strait Islander child bearing women attended the first 

antenatal visit during the first trimester of pregnancy (Shlonsky et al., 2016). 

There is only limited Indigenous-specific continuity of midwifery care services in NSW 

to follow an Aboriginal or Torres Strait Islander woman through her pregnancy, labour 
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and birth and beyond (Commonwealth of Australia, 2013). Fragmented care, 

especially in the antenatal period, creates a barrier for Aboriginal women in 

mainstream maternity care. Specific programs for Aboriginal women have the potential 

to translate into improved outcomes for Aboriginal families (Brown et al., 2015; Gao Y 

et al., 2014; Jongen et al., 2014). Australian studies on responsive antenatal care for 

Aboriginal women and families have reported positive experiences by the child bearing 

women (Barclay et al., 2014; Dunbar, 2011; Kildea, Barclay, Wardaguga, & Dawumal, 

2009). The NSW Aboriginal Maternal Infant Service (AMIHS) commence in 2001 and 

a review in 2005 indicated  the service was achieving its goals in relation to the 

provision of antenatal and postnatal care and has demonstrated improvements in 

perinatal morbidity, mortality rates and breastfeeding rate at six weeks (NSW Health, 

2005). 

Study Two 

‘The Power of a Personal Story’ 

The major component of this research used a qualitative narrative approach to gain 

understandings of NSW practices around assumptions of care at birth from the 

viewpoints of the women, the midwives, social workers and FACS case managers. 

Using narratives, the participants in this study reflected on their experiences of an 

AoC; the women from their personal experience of having a baby removed and the 

professionals from the viewpoint of participating directly in an AoC. The stories 

captured a wealth of data with descriptions of the emotionally and physically 

challenging nature of the assumption of care emphasising the suffering the women 

and the care providers experienced. This is the first study to confirm that the removal 

of a newborn baby at birth is a deeply traumatic experience for the birth mother with 
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short and long-term sequela. An AoC also has negative consequences for the 

newborn baby who, prior to birth, is exposed to reassuring maternal sound and smells 

from his/her mother but misses out on the maternal bonding, attachment and 

development in the critical period after birth (Eichhorn, 2012). Midwives in this study 

agreed that ‘holding the secret’ and not being honest with the woman conflicts with 

both their professional and personal values. Correspondingly social workers confirmed 

they are controlled by FACS’s power of concealment and this impacts on the social 

workers’ ability to prepare the woman for what lies ahead and what it does to the social 

workers. This is the first study to describe the experiences of FACS case managers 

who have, as part of their role, statutory power to authorise the removal of a newborn 

baby from his/her mother soon after birth. They described the AoC as an emotional 

experience, cruel and upsetting, they get nervous and uncomfortable and at times they 

feared for their safety. Numerous case managers outlined coping strategies they had 

developed to assist them deal with the emotional trauma of removing a newborn baby 

from his / her mother at birth. 

Lieblich et al (1998) holistic content and form (see Chapter 4 and Paper 4) was used 

to read, interpret and analyse the narrative data. Reading and rereading the data 

numerous times allowed me, as the researcher, to be ‘with the text and it will speak to 

the researcher’ as articulate by (Lieblich et al., 2001, p. 62). 

Narrative, as Polkinghorne suggests, can have healing power. In trauma recovery, 

healing may be achieved when the isolated, highly emotionally charged memory 

fragments of trauma have been integrated into a coherent and meaningful narrative 

(Polkinghorne, 1995; Riessman & Speedy, 2007). The power of telling was not only 

demonstrated with the women, one who went on to volunteer at Lifeline (a counselling 
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service) and the other who shared her experience at forums but also one of the case 

managers who described the telling of her story to someone outside of her 

organisation as a ‘cathartic experience’. 

Aboriginal childbearing women and their babies 

One of the social worker in this study, who worked solely with an Aboriginal Torres 

Strait Islander model of care, indicated  that the majority of Aboriginal and Torres Strait 

Islander Health workers attached to their model do not want to be involved or seen to 

be involved in supporting child bearing women at risk having her baby removed. 

According to the social worker their reluctance is due to fear of being seen by the 

community as being in collaboration with Child Protection Services. Although there 

has been commitment to funding culturally appropriate Aboriginal and Torres Strait 

Islander maternity services the history and politics that inter-generationally continues 

to shape lives and engender distrust of the system. The current child protection 

intention of removing children from their families is seen as similar to that of the policy 

that forcibly removed many children from Aboriginal families from 1950s until the 1970 

(Glover et al., 2015). Aboriginal families fear a repeat of the stolen generation making 

child protection and government services ‘dangerous business for indigenous 

mothers’ (Hazaerd, 2016).  When the report ‘Bringing Them Home report into the 

Stolen Generations’ was released in 1997 Australia Aboriginal and Torres Strait 

Islander children represented 20 per cent of the number of Aboriginal children living in 

out-of-home care.  In 2015 this has increased to 35% (Australian Institute of Health 

and Welfare, 2016).  

Disenfranchised grief 
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This findings in this study do differ from Bergheim’s and Schofield work that described 

the mother’s grief, following the removal of a baby, like a death (Burgheim, 2005; 

Schofield et al., 2011). Although parental grief is recognised as one of the most 

profoundly painful, intense and overpowering of all grief persisting longer than in other 

bereaved populations (Lichtenthal, Currier, Neimeyer, & Keesee, 2010; Rando, 1986). 

This study shows that the grief experienced by childbearing women when their 

newborn baby is removed at birth is similar to grief associated with relinquishing or 

forced adoption. The grief associated with relinquishing or forced adoption cannot be 

compared with the loss associated with parental death.  

The significant factor that differentiates the parental grief following a death to grief 

associated with relinquishing or forced adoption is the recognition of the loss 

(Broadhurst & Mason, 2013). When a baby dies this is seen as an accepted loss as 

opposed to the loss of a baby that has been removed from his/her mother and placed 

in out-of-home care. The crisis of loss from a death, challenges basic assumptions 

about self, relationships, and life options and initiated a need to find new perspectives 

that would incorporate loss and provide for meaningful life direction (Danforth, Conrad, 

& Glass, 2001). Stigmatised loss results in hidden sorrow for the women; they knew 

their baby was alive healthy, well and growing but in someone else’s care.  Emotions 

were described as easily triggered; looking at a baby, watching a television 

commercial etc. The loss of a baby to out-of-home care is not acknowledged, nor 

socially accepted, due to the attached blame, or supported and as such the mother is 

not expected to mourn (Doka, 1989). This study identified that mothers who have their 

baby removed by an assumption of care at birth experience disenfranchised grief that 

is difficult to resolve because of the lack of acknowledgement, information, support, 

and recognition (Doka, 1989). 
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The women participants describe being judged by FACS to be a ‘bad mother’ and a 

threat to the baby’s life and health and therefore unworthy of keeping their babies. 

They also considered their shame, embarrassment, stigma and isolation contributed 

to their loss of identity. Having a child in out-of-home care they struggled to maintain 

their identity as a parent. The parental identity of mothers with children in out of home 

is not really lost but is threatened by the care circumstances of the children (Schofield 

et al., 2011). As they were perceived to not prioritise, as society expects them to do, 

the needs of their children over their needs the women felt morally judged. Feelings of 

grief, loss and anger were described as powerful emotions often interacted with 

feelings of guilt and regret and anger. Resentment was also directed towards FACS 

for not giving them an opportunity to make positive changes to their life style and avoid 

the removal of their baby. 

Traumatised events disrupt our sense of existence, time, identity and meaning of life 

(Crossley, 2000). For two of the women they were not able to restore a sense of order 

to their life until their subsequent baby was in their care. Identity resolution, being seen 

as a ‘good mother’ and the return of self-esteem and feeling empowered the women 

were both working with FACS towards restoration of their other child/ children the 

woman.  

 

Attachment 

This study identified the practice of FACS is not concurrent with contemporary 

evidence in relation to FACS removing a newborn baby as soon as possible after birth 

to prevent the mother from becoming attached or developing feelings for her newborn 

baby.  Immediate removal of a baby does not prevent the mother from attaching to her 



 

123 

child and in fact removing the newborn at the time of birth is considered harmful to 

both the mother and her newborn and unethical (Standing Committee on Social 

Issues, 2000). Foundational work by John Bowlby has led to worldwide recognition of 

the importance of attachment theory. There is ample research evidence of the trauma 

caused by disrupting newborn attachments to the mother (Bowlby, 1988). It is clear 

that, just as neurodevelopment does not commence with birth, neither does the 

maternal-child relationship (DiPietro, 2010). Long term bonding relationships between 

a childbearing woman and her fetus begins in utero and continues after birth (Salisbury 

et al., 2003). Shieh Kravitz, and Wang, have described the maternal relationship with 

the fetus as multi-dimensional and propose that maternal attachment to the fetus can 

be subdivided into three categories: 

• Cognitive attachment–conceptualizing the fetus after birth  

• Affective attachment–emotional openness, feeling affection, pleasure 

when thinking or interaction with the fetus 

• Altruistic attachment–maintaining closeness and protective of the fetus 

and preparing for the baby’s arrival (Shieh, Kravitz, & Wang, 2001) 

The current literature about children in the child protection system seems to only relate 

to how important and necessary it is, because of attachment, to make a child’s out-of-

home care placement permanent (Tregeagle, Smith, Voigt, & Moggach, 2003). 

However, there is a dearth of literature on the consequences of removing a newborn 

baby from his or her mother at birth into out-of-home care and the effect of the 

disruption to the newborn baby in relation to the maternal/fetal attachment that occurs 

in utero and enhances the newborn/mother attachment after birth.  
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The findings in this study are in contrast to previous studies on women’s attachment 

to subsequent pregnancies following a custody loss. Lewis (2006) suggested women 

who have a history of custody loss are more strongly bonded to a subsequent fetus 

than women with no history of loss (Lewis, 2006).  Sheih & Kravitz (2002) alternately 

reported that this group of women felt intensified protective feelings for a subsequent 

fetus.  

This study describes the impact of a past pregnancy custody loss on a subsequent 

pregnancy for women. While this was not the case for all women, following an AoC 

two women in this study were determined to keep the baby from the subsequent 

pregnancy. After being in rehabilitation and making major changes to their life styles 

they both completed educational parenting courses to demonstrate to FACS their 

ability to parent the new baby. Both viewed the subsequent pregnancy as a 

psychologically traumatic event. The impact of the previous custody loss was 

underestimated and during the pregnancy both women displayed symptoms of 

unresolved grief relating to the loss. Findings included guarded emotions, guilt and 

self-recrimination, loss of control and powerlessness, emotional detachment, fear and 

anxiety. Distant emotional attachment and guarded investment were identified as 

protective mechanism. This study identified the major causation factor effecting their 

ability to attach to the subsequent pregnancy was fear exacerbated by delay in FAC 

communicating the outcome of their investigation and assessment. By not revealing 

the results until just prior to the birth FACS continued to hold the power over the child 

bearing women in her subsequent pregnancy. 

The next section in this chapter addresses the findings and a discussion on the 

statutory power of FACS and the influence this has before and after an AoC, then the 
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experiences from the point of view from the midwives, social workers and lastly the 

case managers. The recommendations from this study and contributions and future 

directions will then follow.  

This study adds to the debate in the literature about the appropriateness of the 

statutory power of the Child Protection Services over the parents and additionally, 

adds understandings of the manipulative power FACS has over the midwives and 

social workers involved in assumption of care work.  While the women described kind 

gestures (being given a photo, the opportunity to bring something in for the baby, 

advocating for access visits) and various helpful relationships (skin to skin, ability to 

breast feed before FACS arrived, offering to supervise a visit) with midwives and social 

workers, they commonly lacked trust in FACS and felt an associated sense of 

powerless.  

From the woman’s perspective, they felt powerless in relation to FACS. The women 

believe that FACS influenced the midwives and social workers and had full control 

over the timing of the AoC, in one case, induction of labour, the amount of time they 

had with their baby, how they fed their baby, where the baby went and who cared for 

their baby after it was removed. They felt they couldn’t trust them and raised concerns 

about whether FACS took any notice of their compliance with antenatal care. 

The powerlessness expressed by the woman not only related to the AoC process but 

continued to impact on them in the legal system. An environment of concealment 

results in the women being ill prepared and restricts the women and their family’s 

ability to seek legal advice before the birth. The first court appearance occurs within 

seventy two hours from the birth and as the parents need legal representation an 

interim order may be placed by the magistrate and adjourned to a later date. The 
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process can take up to six months and for the woman this can be a huge amount of 

time separated from her baby and there may be limited or no contact visits arranged 

in this period. 

The women in this study described the legal and court systems as confronting, 

overwhelming, frightening, confusing, alienating, and intimidating and long-drawn-out. 

The women conveyed that they felt ‘blackmailed’ and ‘forced’ or coerced into signing 

legal documents that had not been explained to them. Being emotionally distressed 

by the removal they did not understand what they were signing nor were they given 

time to consider seeking legal advice.  The women’s stories aligned with how most 

parents believe evidence presented by FACS to the court would be. That is truthfully, 

transparent and that the functioning of the whole family (for example a grandparent’s 

role) would be considered (Burford, 2009). However, in the eyes of the child protection 

system, extended family members generally have no legal standing beyond that of 

ordinary citizen (Burford, 2009). The women in this study felt powerless as the 

evidence presented in court by FACS was viewed as limited and at times not even 

correct and thus saw the Children's Court process as one-sided.  Parents fiercely feel 

that their honour and reputation is under attack and that the law offers them no 

protection (Clary, Klease, Thompson, Thorpe, & Walsh, 2007). The resulting decision 

made by the Children’s Court is then seen by parents as unfair and reflecting a lack of 

understanding (Ainsworth & Hansen, 2010). 

The statutory power of NSW FACS that determines the practice of AoC at birth brings 

midwives into conflict with several of the standards/values of midwifery professional 

codes (see published Paper 1 Guilty until proven innocent in Chapter 2). Midwifery 

philosophy encompasses woman centred care where midwives take a holistic 
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approach to allow childbearing woman to define her social, emotional, physical, 

spiritual and cultural needs and expectations (Australian College of Midwives, 2017). 

Ethical midwifery practice is based on human engagement in relationships 

(International Confederation of Midwives, 2018). Midwives must uphold the trust and 

privilege inherent in the relationship between midwives and each child bearing woman 

in order to practise legally. Respect requires understanding, knowledge, and an honest 

open relationship in order to build trust. For mutual respect to be present in a midwifery 

relationship both the midwife and the woman are equal when it comes to ‘humanness’ 

and their basic human rights (Thompson, 2002, p. 69). 

This is the first study to show that deceit or ‘holding the secret’ was a major factor that 

not only impacted on midwives’ personal beliefs and values but also on developing 

relationships with child bearing women and their families. When FACS does not inform 

the childbearing woman of an AoC and the hospital staff knows of the AoC plan they 

are forbidden to discuss the baby’s removal with the woman and her family. This 

results in many professionals questioning the ethics of such a process. Because of 

this deception, women’s relationships with health care professionals can be damaged 

beyond repair.  

This study identified that midwives’ opinions on AoC do not fit with the institutional or 

inter institutional norms of FACS Child Protection Policy. Midwives in the study 

described that breaching their ethics or practices conflicting with professional 

principles surrounding the AoC process creates personal inner turmoil for them and 

causes in them a state of cognitive dissonance, defined as holding two conflicting 

thoughts in the mind at the same time. The more elements that are personally valued, 

the greater the dissonance. The pressure to reduce cognitive dissonance is a function 
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of the degree of this dissonance (Marsh et al., 2015). The majority of midwives are 

aware of the dishonesty and concealment is in conflict with their own personal values 

however they know they are forced to respond in the appropriate professional way 

according to NSW Health policy. More details are included in Paper 1 Chapter 2 Guilty 

until proven innocent? The Assumption of Care of a baby at birth included in this thesis. 

Cognitive dissonances cannot be physically observed or objectively measured 

however the midwives’ stories clearly articulate that it feels wrong not telling the 

women and that holding the secret from them impacts on a trusting relationship. Body 

language can signal cognitive dissonance. One woman recognised that after the birth 

the midwife appeared uncomfortable and was not able to make eye contact, another 

that the midwife was reluctant to stay in the room and kept leaving her alone even at 

the end of labour. Unanimously, midwives in this study agreed that when the 

childbearing woman has knowledge of the impending AoC, the midwife is able to 

engage and discuss the plan during the pregnancy or in labour, so relationship can be 

maintained and the process is as respectful as it can be for the woman. Numerous 

midwives articulated that advocating for the childbearing woman and facilitating them 

to have a voice, especially vulnerable women, implies that they are important: 

something vulnerable women in particular may not have previously experienced.  

While social work is a relationship-based practice founded on the premise that human 

relationships are of paramount importance (Ruch, Turney, & Ward, 2010). This study 

found that the social workers role has changed and they find themselves being 

frequently faced with competing interests between the childbearing woman and FACS’ 

focus on the baby. System’s advocacy within the child protection context and an 

environment of deceit inhibits the social workers ability to discuss, advocate or prepare 

the child bearing woman for the impending removal of her newborn by FACS or to 
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provide ongoing support after the removal. Since the amendments to the child 

protection legislation 2008 numerous concerns around processes, issues of integrity, 

advocacy and ethics have arisen (Wickham, 2009). 

The ‘risk of flight’ was viewed by the social workers as a poor excuse used by FACS 

to limit the rejection and confrontation they could be subjected to from the woman and 

her family. This is in direct contrast to the opinion of the social workers who believe 

that given information early, preparation, having options and choices, resources 

available and support, most women prefer to have social workers involved. Two 

women in this study acknowledged that in a subsequent pregnancy having a social 

worker they trusted gave them confidence that important information was passed on 

to FACS and communication from FACS was passed back to them.  

The social workers in the study felt the women saw them as colluding with the Child 

Protection Services and therefore no longer able to be trusted. Social workers 

confirmed the inability to be truthful and honest with the women caused conflicting 

professional and personal beliefs and values as it did with the midwives. Attempting 

to differentiate their role from FACS and the statutory power of FACS controls their 

ability to inform the woman is generally not comprehended and leads to a breakdown 

of the relationship. Although the social workers try to follow up women after the 

discharge from the hospital the fractured relationship and a lack of trust by the woman 

restricts the number who accepted this support. 

The case managers all said that when entering the child protection discipline they 

knew as part of the role they would be removing children from their families and they 

believe it is the correct thing to do for the child. This is the first study to examine FACS 

case managers’ experience of removing a newborn from his/her mother at the time of 
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birth. This study showed that the removal of a newborn baby is considered by the 

majority of case managers as more intense and more difficult than with older children. 

The case managers found newborn removals particularly challenging and difficult and 

they stated they receive no formal training in an AoC, instead they learn from practical 

‘hands on’ experience with two case managers in attendance at every AoC. An 

extensive literature search failed to find any literature pertaining to case manager’s 

experiences relating to removing newborn babies at birth.  

This study identified individual variation or interpretations in the case managers’ 

stories of how they perceived their roles and responsibilities and what constitutes the 

best interest of the baby balanced against the rights of the mother. Some case 

managers were adamant that as the premise of FACS is ‘the best interest of the child’, 

and therefore they are not there for the mother and she is not their priority.  They are 

‘child rescuers’ and therefore the parents’ rights are not a priority. Other case 

managers’ questioned the imbalance of rights and the unjustness of removing a 

mother’s first newborn baby before she has time to parent that child at all.  

Case managers’, at times, described personal conflicting feelings when they are 

removing the newborn baby and use various methods to manage this. Strategies such 

as accepting the AoC decision is made by management, not them, abiding by 

professional values and ethics instead of their own personal ones, maintaining a 

professional stance when serving the court papers on the woman and ensuring the 

process is rapid were described as methods used to assist them to cope with the 

removal of a newborn baby. Some case managers indicated that when women and or 

their families respond to the AoC angrily, (with shouting and screaming as opposed to 

a response of begging and crying) the impact was often less distressing on them.  
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The legislation that endorses their statutory power was recognised by case managers 

in this study as a component of their role. The majority of case managers linked this 

power to the way they can be perceived by other professionals when they arrive in the 

birthing environment accompanied by security and the police. None of the case 

managers made comment on their power to enforce concealment from the 

childbearing woman. 

A fine line between balancing the needs of the woman and the newborn baby was 

evident in relation to breastfeeding. The midwives and social workers commonly 

recounted that if a woman wanted to breastfeed she should be given an opportunity 

to do so until the papers are served and if the woman chose to breastfeed she should 

be supported by the midwives. FACS case managers are resistant to ongoing breast 

feeding and after the removal consider the newborn baby is in their care and the 

responsibility of what the baby is fed rests with them. Lack of trust in the mother, 

protecting the baby from unsafe breast milk, poor hygiene, and inadequate sterilisation 

techniques were raised as common reasons why the babies are bottle fed.  Case 

managers recognised the midwives’ difficulty with this situation. The case managers 

stated they understand how hard the ‘blanket rule’ on bottle feeding is for the midwives 

when they are focussed on supporting the woman.  

Fear of antenatal Care 

In this study midwives indicated that mandatory reporting and deceit reduced the 

ability of health care professionals to assist with pregnancy complications, or to 

suggest changes to the women’s lifestyles and/or help prepare the childbearing 

woman for the impending removal of their newborn baby. There is broad agreement 

in research literature that the focus of antenatal care interventions should be on 
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improving maternal health that in turn improves the health and survival of the newborn 

baby. Women who present late at antenatal services tend to have challenging physical 

and psychosocial concerns that impact on the outcomes for the mother and newborn 

and lessen the opportunity to mitigate risks (Bull, 2008). Midwives in this study agreed 

that when a woman presents in the first trimester in pregnancy and is aware of the 

involvement of FACS and they are not exposed to judgment they are more likely to 

comply with routine antenatal care and be open to advice and support. One midwife, 

who is part of a small specialty team that provides continuity of antenatal and postnatal 

care for vulnerable woman, indicated the need to engage well and provide 

opportunistic care every time as it may be the last time that you see them because of 

their chaotic lifestyle.  Alternately visiting in the woman’s home with a social worker for 

antenatal care was seen as beneficial. This shifts the power from the organisation and 

the women are more comfortable and more honest when they’re in their own 

environment.  

Fear of having their children removed and being judged or treated differently the most 

vulnerable women are likely to either not engage in antenatal care or engage late in 

the pregnancy. Other research supports this concern. For example, Talpin’s study 

confirmed the majority (52.6%) of women who were the subject of a prenatal child 

protection report were reported in the third trimester of pregnancy. It is likely that the 

women were reported by antenatal service providers on the first antenatal presentation 

to the maternity services (Taplin & Mattick, 2015). 
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Recommendations 

This study has three recommendations. First, a new model of care: a Maternity 

Therapeutic Justice Program, secondly, continuity of midwifery care for all women at 

risk of having their newborn baby removed at birth and thirdly, increased and specific 

training and support for health professionals. 

Recommendation 1: A new model of care: A Maternity Therapeutic Justice Model  

This study recommends that a therapeutic justice healing approach be applied, outside 

of the context in which it is best known, to the childbearing woman and her family at 

risk of having their newborn baby’s care assumed by the state.  

It is important to differentiate between the three types of justice: restorative, 

therapeutic and indigenous justice. Restorative justice is an approach to justice that 

aims to address the needs of both offenders and victims; the victims and the offenders 

mediate a restitution agreement to the satisfaction of each, as well as involving the 

community (Daly et al., 2007). Indigenous justice and therapeutic justice both focus 

largely on offenders’ needs. With Indigenous Justice in Australian law courts 

Indigenous groups or communities contribute and have a degree of control over the 

process and the sentencing outcome thus in Indigenous Justice the relationship is 

between Indigenous people and ‘white justice’ (Daly & Marchetti, 2012, p. 3). In legal 

models using therapeutic justice the relationship is between legal judicial officers and 

offenders. A new model, Maternity Therapeutic Justice, based on therapeutic justice 

principles is recommended because in such a model all episodes of contact or 

involvement with the criminal justice system are seen as an opportunity for education, 
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healing and restoration for the victim, the offender, the community, and the criminal 

justice system staff (Wexler, 2012).  

Therapeutic justice is an evidence-based approach that recognises that a punitive 

approach is not effective in changing behaviour and keeping communities safe. As an 

alternative, therapeutic justice considers the impact of legal processes on the 

recipient’s wellbeing and its implications for attaining justice system objectives 

(Wexler, 2012). In the criminal system therapeutic justice theory is used as an 

interdisciplinary approach to develop models or programs for problem solving or 

solution centred courts. Its use in drug treatment, family law, domestic violence and 

mental health courts (Berwick, 2016) has demonstrated an increase in compliance and 

is viewed as a fair treatment method.  

In therapeutic justice models or programs all participants are expected to be 

accountable for their actions and take responsibility to support and create a 

collaborative and relationship-based culture, working together to increase respect, 

usefulness, and safety in an area of human experience (Topp, 2002). Therapeutic 

justice models have shown the highest rates of victim satisfaction and offender 

accountability (Sherman & Strang, 2007). An essential component of this model is the 

way relationships are managed; agreeing on the purpose and the consequence, 

working in partnership, transparency, trust, cooperation, communication and 

collaboration on decision making processes (Cashmore, 2009).  

Child protection legislation requires policy to be evidence based as well as value 

based (Thorpe, 2007) However, until the AoC process is transparent, open and 

informative, affords the child bearing woman the right to participate and make informed 

decisions, and is enabling for all concerned, the process will remain in violation of 



 

135 

human rights and ethics (Cashmore, 2009). The trauma of the AoC is well expressed 

in the stories in this study however distress is further compounded by power and the 

failure of some child protection authorities, after the removal, to include parents in the 

decision-making process that affects their children’s future (Schofield et al., 2011).  

This study recommends that a childbearing woman, who is at risk of her newborn 

baby’s care being assumed by the state, automatically becomes part of a maternity 

therapeutic justice program. Research has shown that if resources are accessible, 

parents have the potential to work transparently in partnership with the professionals 

in creating solutions to recognised problems (Dale, 2004). A comprehensive 

collaborative multi-disciplinary therapeutic justice care program will take into 

consideration the social needs of individual families, while providing maternity health 

care, legal support and individualised therapeutic support services to build on the child 

bearing woman’s existing strengths and capacities. This type of program will help 

address the underlying health and personal issues that prevent the child bearing 

woman deal with offending behaviour. 

Aboriginal and Torres Strait Islander communities have the knowledge and expertise 

to drive change and strengths that can provide a positive influence, such as a 

supportive extended family network and kinship, connection to Country, and active 

cultural practices in language. This is in line with a more holistic view of wellbeing 

(Shlonsky et al., 2016). This study suggests that an appropriate therapeutic justice 

care models for Indigenous peoples have the potential to provide the support and 

resources to tackle the deep issues around trauma and to confront the systemic 

discrepancies between Aboriginal and non-Aboriginal newborn babies reflected in this 

study.  
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The current child protection system is not making an effective reduction to the number 

of children in out-of-home care; instead the numbers are increasing (Australian 

Institute of Health and Welfare, 2017). Evidence demonstrates that a large proportion 

of children in out-of-home care come from the most disadvantaged families with high 

rates of poverty, unemployment, family violence, substance abuse and mental health 

issues (Australian Institute Health and Welfare, 2017). Therapeutic justice aims to halt 

the social and intergenerational aspect of behaviour by addressing its causes and 

providing offenders with the tools and support to make changes in their lives with the 

ultimate goal being a safe environment for the baby. 

Therapeutic Justice is not only used for problem solving for the recipient but also seeks 

a balanced approach for those affected by their actions (such as midwives, social 

workers and case managers). For human interaction and collaboration agreements or 

solutions need to be mutually beneficial and satisfying for all parties involved (Covey, 

2002). This study has shown that the AoC process at birth has overwhelming acute 

and long-term effects on the women and causes conflict and distress for the midwives, 

social workers and case managers. We now know from this study that women want 

the process to be honest and to be kept informed so that they are fully aware of the 

consequences and then can be accountable for their actions. Even if the newborn is 

removed the women will have been presented with the information necessary to make 

an informed choice. The women identified the lack of support and resources increased 

their marginalisation and compounded their grief. In the research recruitment phase I 

had the research details on the Family Inclusion Network web site (Network, 2009). I 

received numerous phone calls from distraught family member’s, who recently had a 

newborn baby removed by FACS, seeking advice on who to contact for support. A 

transparent process will potentially not compromise the midwives’ and social workers’ 
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professional roles and be most likely more congruent with their personal values. A 

transparent process will facilitate the midwives to embrace women centred care and 

the social workers to work cooperatively and advocate for the childbearing woman and 

prepare her for whatever the outcome is. 

Therapeutic justice models, as a solution, has proven to be a superior form of 

accountability compared to the traditional methods as it holds people accountable for 

their actions, requiring them to face up to their actions (Topp, 2002). Therapeutic 

justice shifts the focus of the problem, manifested by the person’s behaviour, from 

punitive to rehabilitative by taking steps to correct actions, thoughts, deeds, life style 

choices, improve marginalisation and teaching new ways of acting (Sherman & Strang, 

2007). This study suggests that using a therapeutic justice model may increase the 

child bearing woman and her family’s ability to safely parent and build capacity to lead 

more cooperative, productive lives. The message is consistent; families want help that 

is timely, respectful and inclusive, ideally, from people they can come to know and 

trust and to whom they matter (Braithwaite et al., 2009). Women involved in child 

protection services are more likely to make positive behavioural changes when others 

do things with them (via collaboration), rather than to them (via coercion) or for them 

(via invasion action) (Harries, 2008) and therapeutic justice has been shown to be an 

economical highly effective method (Flora, 2015). 

This study concurs with Australian studies that consistently demonstrate that parents 

report problematic experiences with child protection services, so parents can offer 

insightful contributions that are of value in the development of good child protection 

practice (Broadhurst, Holt, & Doherty, 2012). When parents are involved with the 

decision-making process, and collaborate to form plans for children, this can impact 
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positively on both service and child outcomes (Broadhurst et al., 2012). Even when 

parents’ insight and self-awareness is limited, with appropriate quality professional 

therapeutic support they are often capable of realising their primary parental roles and 

responsibilities (Broadhurst et al., 2012). When there is clear and shared 

understanding of the reason/s for and justification of any intervention, this is commonly 

viewed as acceptable and credible by the family, the professionals and the wider 

community (Braithwaite et al., 2009). 

A therapeutic justice model may dilute the power held by FACS by allowing and 

assisting child bearing women to be accountability for her actions; to work with the 

system and participate in the treatment services offered or face the consequences 

(Wexler, 2010). If the childbearing woman chooses not to participate or the offending 

behaviour continues and the newborn is removed by the state midwifery postnatal care 

and support services, including grief/ relinquishing counselling, General Practitioner 

and family planning should continue. Providing on going services may reduce feelings 

of shame, decreased marginalisation and disenfranchised grief (Memarnia et al., 

2015). 

Recommendation 2: Continuity of Midwifery Care model 

This study recommends automatic referral to a Continuity of Midwifery Care model for 

all women at risk of having their newborn baby removed at birth. In this study continuity 

of carer was seen by midwives and practitioners as imperative and essential way to 

build a long term trusting relationship. For the women the lack of continuity models 

resulted in them having to repeat their story over and over again, effected their 

confidence that communication between was effective and was cited by the woman 

as a deterrent in antenatal care. 
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Providing continuity of midwifery care (holistic woman centred care by a known 

midwife for antenatal, labour and birth and postnatal care in collaboration with other 

care providers) is safe for women with medical, obstetric and psychosocial complexity 

in pregnancy (Sandall et al., 2016). Trust and honesty is at the heart of collaboration; 

along with respect. Collaboration facilitates communication and enables women to be 

active participants in their care (National Health and Medical Research Council, 2010). 

The majority of women leave the hospital within a short time following the removal of 

their baby. Ongoing in-patient midwifery care in hospital, although offered, is rarely 

accepted. As a consequence, postnatal care, suppressing lactation support, 

contraception advice and the six-week postnatal check are rarely attended. The 

woman’s home environment is designated ‘risky’ hence women whose babies have 

been removed, are not offered Midwifery in the Home Services. If a woman with 

psychosocial complexity in pregnancy is automatically part of a continuity of midwifery 

care program, she is more likely to be satisfied with her care and accept postnatal care 

by her known midwife (Sandall et al., 2016). It seems reasonable to give to women at 

risk of having an AoC the same opportunities. Currently, before seeing the child 

bearing woman at her home, FACS case managers carry out a risk assessment and 

two case managers always attend. Using a therapeutic justice approach the child 

bearing woman would be included in the development of a collaborative risk 

assessment that would be relevant for all providers to use. With safety precautions, if 

identified, two midwives known to the woman or a midwife and a social worker known 

to the woman together could provide appropriate postnatal care and ongoing support 

outside the hospital arena.  

Recommendation 3: Training and support  
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This study identified that training and support is lacking when it comes to care of a 

women who is at risk of an assumption of care. Child protection training concentrates 

on the legislation and mandatory reporting requirements. In this study the general 

consensus was that this training does not prepare staff for dealing with the emotional 

impact of an AoC. The care of the woman after the AoC has been described as similar 

to that of care for the bereaved (Everitt, 2013). The midwives in the study identified 

that there is a marked difference however as there is effective training in the care of 

women with bereavement, unwritten rules ‘institutional etiquette’ for support and 

management of this particular aspect of midwifery care and the same does not exist 

for  care of a women at risk of an assumption of care.  

This study acknowledged that an AoC has an emotional toll on all professional groups 

and support methods were vital for endurance; supervision, a reflective practice and 

professional boundaries. Midwives and social workers in this study employed 

strategies to cope with the trauma of an AoC. These include self-

awareness/reflectivity, self-efficacy, reflexivity, and positive perceptual active coping 

techniques self-awareness, self-actualisation, and on the occasions a relationship is 

established, the rewards of this relationship with the woman. Acknowledging this care 

is emotional work and having the ability to separate events at work from private life to 

achieve a good work–life balance was also an intrinsic strategy. 

This study recommends that as AoC has become an intense emotional component of 

the midwifery role, adequate education training and support are crucial in maintaining 

the health and welfare of midwives of the future. As in Hunter et al work on emotion 

work in midwifery, this study found that midwives’ ability to cope with the trauma of an 

AoC and their resilience was related to their perceived level of management, 
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professional and personal support (Hunter & Warren, 2013). Midwifery philosophy 

impacts on the midwives’ ability to be pragmatic about both their limitations and their 

abilities in caring for women and their families. The training recommended would be 

similar to education that is currently given on bereavement care, making memories 

and providing memorabilia. However additional components are required specifically 

directed at supporting the grieving mother and her family, understanding 

disenfranchised grief, communicating with vulnerable childbearing women, 

interpretation on boundaries of the law e.g. the woman’s ability to breastfeed and how 

to maintain their own emotional health and wellbeing. 

Conclusion 

We have sought out the voices of women and professionals, not previously heard, to 

provide a rich and multifaceted understanding of the realities of Assumptions of Care. 

This study identified power, concealment, disenfranchised grief, and also conflicting 

professional and personal moral positions imposed on the professionals involved in 

this practice. Power, concealment and disenfranchised grief are counterproductive 

tensions that result in numerous adverse effects or collateral damage on those 

involved in the AoC practice.  Understanding these issues can contribute to and inform 

future policy and practices in light of the potential impact AoC has on women, who 

have complex psychosocial needs, as well as on care providers. The findings can be 

applied to the clinical setting and this study recommends changes to the maternity 

care model to one based on a therapeutic justice and continuity of midwifery care.  

Historically and from this study, we know there are long term consequences and 

anguish when families are broken up. We have a perfect opportunity using therapeutic 

justice and continuity of midwifery models to change the way we work with women and 
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families with complex psychosocial situations, ideally pre-pregnancy but definitely in 

the early antenatal period prior to the AoC. These valuable understandings from 

multiple players’ points of view, not previously published, can path the way for future 

improved practice and research.   
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CHAPTER 8: Conclusion, Limitations, Contributions and Future 

Directions 

Overall Conclusion  

This study has sought to offer insight into an area of interest that has received very 

little attention in field of research; the assumption of care of a new born baby from 

his/her mother soon after birth for child protection concerns. The focus was from the 

mothers/ women and professional involved in the process. The qualitative narrative 

nature of this study allowed for in depth analysis of the challenges, complexities and 

the negative consequences of this process in order to make recommendations to 

improve the current situation.  

The new findings from this study add to the limited body of knowledge on women’s 

and professionals’ experience of being involved in an assumption of care by the state 

of a newborn baby. This thesis recommends a new Maternity Therapeutic Justice 

model of care and continuity of midwifery care to influence the number of newborn 

babies who enter into care, reduce the gap in numbers for Aboriginal and Torres Strait 

Islander children and improve the situation for those harmed or affected by the actions 

or consequences of an AoC. With these models in place effected vulnerable child 

bearing women, their families and the community may be able to rebuild their trust in 

the child protection processes.   
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Limitations 

The quantitative study focussed on mothers of newborn babies aged less than seven 

days of age in NSW, Australia, who entered into state care but was constrained by 

limitations in the dataset. There is a lack of meaningful data on some important 

variables, such as placement purpose, family characteristics and destination at the 

time of discharge. Although it is important to develop a local knowledge base the data 

in this study is only from NSW and is therefore not able to be compared to any other 

States or Territories in Australia to or be able to take a National perspective.  

Child protection legislation in each state and territory of Australia varies and this in turn 

impacts on women and baby’s experiences, midwives’ and other health professionals’ 

legal and ethical requirements. Only one state in Australia was used in the study: New 

South Wales and Family and Community Services are NSW-based. The qualitative 

narrative study was limited to midwives and social workers from one local health 

district and may not represent a variation in experience from different hospitals.  The 

case managers recruited by FACS were based in the community from the same health 

district however the affiliated hospitals ranged from that of a tertiary centre to rural 

hospitals. However, this study may provide understandings of how stakeholders in 

other states and territories experience this complex aspect of life and work.  

The study was also limited by the number of women who agreed to participate. Some 

important variables (such as Aboriginality) may have identified alternate experiences. 

However, the intent of narrative research is to examine the lived experience and that 

aim was achieved.  
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Contribution and Future Direction 

This thesis also significantly contributes to the body of knowledge relating to the lead 

up to, the AoC and beyond. Moral dilemmas, perceptions and values, power, respect, 

betrayal of trust and competing roles have previously been identified in general child 

welfare/protection practices and (Ainsworth & Hansen, 2012) these findings were 

substantiated in this study.  This study identified a new finding relating to the 

experiences of women who due to child protection concerns had endured an AoC 

shortly after the baby’s birth. Deterrents such as fear of mandatory reporters, the 

power of FACS and FACS ability to take their baby, lack of information and 

communication, having to retell their story repeatedly are all reason not to engage in 

antenatal pregnancy care. After the AoC woman identified the emotional toll of loss, 

shame, disenfranchised grief, and the unending power of FACS, coercion and the 

overwhelming experience of the legal system. This study hopefully will stimulate 

further research to ensure care is not compromised and that we do less harm than 

good to women, midwives and associated professional involved in an AoC. 

This is the first study to report the numbers and characteristics and outcomes for 

newborns who entered into care over the study period, to demonstrate an increase in 

the number of AoC of newborn babies post the amendment to the NSW Children and 

Young Persons (Care and Protection) Act 1998 in 2008 and to substantiate the 

national statistics on the over representation of Aboriginal children in out-of-home 

care. It is hoped that this work, published paper three Characteristics and outcomes 

of newborns entered into out-of-home care within seven days of birth in NSW Australia 

stimulates additional broader research to identify causation factors, examines the 

disparity in terms of Indigenous status, understand the characteristics and trends 
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associated with newborn babies who enter into care at such a vulnerable age (Marsh, 

Browne, Taylor, & Davis, 2017). 

This research has highlighted the experiences of midwives and associated 

professional involved in an AoC, identifying ethical conflicts to which health and 

welfare professionals are exposed in this process. It also recognised the significance 

of building and maintaining trusting relationships and that the current process of 

assuming babies into state care at birth is seen midwives and social workers as 

unethical. The process can result in trauma, power imbalance; it fosters an 

environment of deceit and results in disenfranchised grief.  

This study has identified many negative consequences of the current practice. Not 

only is there a need for policy changes and a move to relationship based instead of 

retributive approaches of Child Protection Services this research recommends a 

change in models of care that is culturally appropriate and responsive for all child 

bearing women who are at risk of having the newborn removed at birth. The findings 

in this AoC research suggest a new model of care; a combination of therapeutic justice 

that ties together theory, research and practice, combined with culturally appropriate 

continuity of midwifery care as a way forward. This new relationship model, based on 

honesty openness and trust will embrace transparency, protect civility, become more 

individual centric, collaborate, be committed to professionalism and have professional 

pride. A maternity therapeutic justice model woven together with continuity of 

midwifery care will aim to develop trusting, caring and supportive relationships with a 

child bearing woman and her family to work in partnership to collaboratively reduce 

the risk of having her baby removed at birth. 
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APPENDIX 

Appendix A: Key Terms  
The key terms used in this thesis are defined in Table I. 

Table 1. 

Term Definition 

Assume care or 

Assumption of 

Care 

The director general may assume care of the child in 

hospital against the wishes of the parent/s if:-  

(a) suspects on reasonable grounds that the child is at risk 

of serious harm or  

(b) it is not in the best interest for the child to be removed 

from the premise (the hospital) (Wood, 2008c). 

Birth The period from the end of the second stage, including the 

third and fourth stage of labour, until the time the woman 

is able to be transferred to the postnatal ward or 

discharged home.   

Birth 

environment 

The area or unit that the ‘birth’ took place and can include 

operating theatres. 

Care and 

Protection 

Orders 

FACS at any time from a notification through an 

investigation can apply to the court to place a child on a 

legal care and protection order. These give the community 

service departments some responsibility for the child’s 

welfare, with the amount depending on the type of order. 

Child abuse Child abuse consists of one or a combination of any of the 

following types of abuse: Physical abuse, sexual abuse, 

emotional abuse and neglect (Australian Institute of 

Health and Welfare (AIHW), 2009). 

Child protection 

agency 

Refers to a government agency or department in each 

state and territory that are responsible for child protection 

Collaboration/ 

Collaborative/ 

Collaborate 

Is defined to mean working harmoniously together with a 

shared aim (Fahy  & Hastie, 2011)  

Entered into 

Care 

(EIC) 

Entered into out-of-home care for the first time. 

Family and 

Community 

Services (FACS)   

Child Protection Services in New South Wales formally 

called the Department of Community Services (DoCS)  

Foster Care Where care is provided in the private home of a substitute 

family that receives payment that is intended to cover the 
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child’s living expenses (Australian Institute of Health and 

Welfare (AIHW), 2009). 

Interagency Involving or representing two or more agencies, especially 

government agencies (Linden, 2008).  

Interdisciplinary Combining or involving two or more disciplines or fields of 

study (Linden, 2008).  

Neglect Neglect refers to the failure (usually by the parent) to 

provide for a child’s basic needs, including failure to 

provide adequate food, shelter, clothing, supervision, 

hygiene or medical attention (Australian Institute of Health 

and Welfare (AIHW), 2009).  

Significant risk / 

significant harm 

In the case of an unborn child, what is significant is not 

minor or trivial and may reasonably be expected to 

produce a substantial and demonstrably adverse impact 

on the child (Special Commision of Inquiry into Child 

Protection Services in NSW, 2009). 

Out-of-home 

care (OOHC) 

Out-of-home care is overnight care for children and young 

people <18 years of age who are unable to live with their 

parents. The children in out-of-home care are on care and 

protection orders (Australian Institute of Health and 

Welfare (AIHW), 2009). 

Non 

Substantiated 

A finalised investigation is classified in this category where 

an investigation has concluded that there is no reasonable 

cause to suspect prior, current or future abuse or neglect 

or harm to the child. (Australian Institute of Health and 

Welfare (AIHW), 2009).  

Substantiated A finalised investigation is classified as ‘substantiated’ 

where there is reasonable cause to believe that the child 

has been, is being or is likely to be abused or neglected or 

otherwise harmed. Substantiation does not necessarily 

require sufficient evidence for a successful prosecution 

and does not imply that treatment or case management 

was, or is to be, provided. (Australian Institute of Health 

and Welfare (AIHW), 2009). 

Woman Centred 

Care 

 Focuses on the woman's individual unique needs, 

expectations and aspirations.  

 Encompasses the needs of the woman’s baby, and the 

woman's family, her other important relationships and 
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community, as identified and negotiated by the woman 

herself 

 Is holistic and recognises each woman’s social, 

emotional, physical, spiritual and cultural needs, 

expectations and context as defined by the woman 

herself. 

Recognises women's rights to self-determination in terms 

of choice, control and continuity of care from a known 

caregiver or caregivers (Australian College of Midwives, 

2017). 
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Appendix B: Relevant Australian State and Territories Child Protection Legislation. 

The Relevant Australian State and Territories Child Protection Legislation are 

defined in Table 2. 

Table 2. 

State Relevant Department Legislation 

NSW Family and Community Services 

(FACS) Formerly known as 

Department of Community 

Service (DoCs)  

Children and Young Person (Care 

and Protection) Act 1998. 

VIC Department of Human Services.                           

Child Safety Commission 

Children Youth and Families ACT 
2005 

Child Wellbeing and Safety Act 
2005 

Qld Department of Child  Safety Child Protection Act 1999 

WA Department of Child Protection Children and Community Services 

Act 2004 

SA Department for Families and 

Communities 

Child Protection Act 1993–

amended 2006 

TAS Commissioner for Children Child and Young Person and Their 

Families Act 1997 

ACT Department of Disability, 

Housing and community 

Service- Office for Children 

Youth and Families Support 

Children and Young People Act 

2008 

NT Department of Health and 

Families 

Care and Protection of Children Act 

2007 
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Family and Community Services 
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Appendix D: Participants Information Sheet - Women 

Author: - Christine Marsh (PhD student University of Canberra) 

I am interested in looking at what happens when of a baby is removed from its mother 

at the time of birth. I recognise that this is a unique personal situation that caused you 

distress, sadness and grief. Because the numbers are increasing each year we need 

to know more about how this affects the mothers, their family, the midwives and staff 

who care for the woman. I want to use research to improve this situation and reduce 

unnecessary suffering and make positive changes. For this to happen I would like to 

know about your own personal experience.  

I will interview / talk to 

1. women like you  

2. Midwives, doctors and associated staff who have looked after you in hospital.  

3. The Community Service agency case work managers. 

 

Each of these groups will have been involved in different ways and will be able to tell 

me about their own experiences.  

The interview will be carried out where you feel most comfortable and in a safe 

environment. Your identity will be protected. I would prefer we meet face to face but 

we can talk also by telephone. During the interview I will ask you some simple 

questions such as  

• Can you tell me about your experience when the baby was taken away from 

you? 

• How did you feel at that time? 

• For you what would have made it better?  

The interview will be taped and written up using a false name (you can choose the 

name if you wish). I will give you a written copy of your interview and you can make 

changes or remove any of the information. You can stop being involved in the study 

at any time without any effect on you. Any information you give me will be stored safely 

in line with the ethic committee requirements and the University of Canberra 

regulations.  
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I know that this can be highly emotional and can bring up unhappy feelings.  Therefore 

at the time of the interview I will give you information on how to access support services 

should you need them. 

I have had spent a lot of time talking to woman about their birth experience. Each one 

is special and I would feel privileged if you would share your story with me so other 

woman can be helped in the future.  You can stop taking part in the study at any time. 

 

Contact details for Christine Marsh. 

 I am a Canberra University student and work for the Maternity Support Network as a 

Clinical Midwifery Consultant. I can be contacted by phone on 0417713974 or by email 

on christine.marsh@psn.health.nsw.gov.au 

  

mailto:christine.marsh@psn.health.nsw.gov.au
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Appendix E: Participant Information Sheet-Professional 

Midwives, Medical staff, Allied health and Family and Community Service Case 

Managers. 

Research Question 

How does the current practice around assumption of care (AoC) at birth affect the 

women, the midwives and the associated professions involved? 

Author:  Christine Marsh (PhD Student University of Canberra) 

You are invited to participate in research being conducted by Ms Christine Marsh for 

her PhD being undertaken at the University of Canberra.  This research is being 

done to learn about the surrounding process or practice of the non-voluntary removal 

of a baby, from its mother at the time of birth because of child protection concerns. 

This process is alternately known as Assumption of Care (AoC). This has previously 

been a rare occurrence however with more women identified with antenatal 

psychosocial screening the numbers of AoC cases / situations are increasing. 

You have been invited to participate because in your professional role you have 

personally been involved in the AoC process at the time of birth. The aim of this 

research is to gain an understanding from the people who are directly involved in the 

assumption of care process. To achieve this aim your individual experience(s) is 

crucial.  

Participation is voluntary and refusal to participate or withdrawal from the study will 

not affect your ongoing employment. If you withdraw from the study after interview 

the transcript of the interview will be destroyed. 

This study has been approved by the Health Human Research Ethics Committee on 

February 4, 2013. HNEHREC Reference No: HREC/12/HNE/314. SSA Reference 

No: SSA/12/HNE/315 and forms the basis of my PhD study that will be published in 

the future. 

Benefits of the research 

The AoC at birth process is highly emotive for all care providers and for midwives 

ethically conflicting with their role. There clearly is a need to protect children from 
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harm, and this may include the practice of an AoC. However there may be ways that 

this can be accomplished that limit the harm done to mothers in the process and 

support health care providers to work in alignment with their professional ethics. 

Participant involvement  

My study will gather information in the form of a semi structured interview from  

1. The women (the mother of the baby removed ) 

2. From midwives, medical staff and social work team who involved with the 

woman at the time of the assumption of care.  

3. The Community Service agency case work managers attached to the woman. 

 

Each of the above categories will have been involved in the process of the non-

voluntary removal of a baby at birth and participation in this research is voluntary.   

Your identity will be protected. It is anticipated the interview will last about one hour 

and involve a set of questions designed to gain your perspective on the AoC at birth 

process. Some of the questions I may ask could include  

• Reflecting on you experience can you tell me about your experience/s with 

AoC? 

• Was there anything that was positive about the AoC? 

• How did that make you feel at the time? 

• Did you feel safe? 

• Did you feel well supported through the AoC process? 

The interviews will be conducted in a setting of your choice, where you feel most 

comfortable. Any information you provide to me will be confidential. The interview will 

be taped and transcribed exactly. Prior to this your name will be replaced with a 

pseudonym. You will be given an opportunity to review the transcript. 

Data Storage 

All associated data will be password protected and be stored securely in line with the 

Ethics Committee requirements and the University of Canberra regulations. It will be 

stored for 7 years then destroyed. 
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You have the right to with draw at any time without any consequence. I acknowledge 

that this is a highly emotive topic and at interview time I will provide information on 

how to access Employee Assistance Program (EAP) and support services.  

Concerns or Complaints 

This research has been approved by the Hunter New England Research Ethics 

Committee of the Hunter New England Local Health District, Reference 

12/09/19/4.04. If you have any concerns or complaints regarding the way this 

research has been conducted, you can contact the Hunter New England Human 

Research Ethics Committee.   

Dr Nicole Gerrand  

Locked Bag 1 

New Lambton NSW 2305 

Phone: 02 4921 4950 

Fax: 02 4921 4818 

Email: nicole.gerrand@hnehealth.nsw.gov.au 

 
Researcher 

Christine Marsh 

PhD Candidate: School of Nursing and Midwifery  

University of Canberra Student  

University Drive 

Bruce ACT 2601 

Clinical Midwifery Consultant 

Pregnancy and Neonatal services Network (PSN) – Maternity Support Network 

(MSN) 

PH:  

Email: christine.marsh@psn.health.nsw.gov.au 

 
Please feel free to contact Christine Marsh if you would like to further discuss this 
study or would like to participate. 

Thank you for your interest in this study. 

  

mailto:nicole.gerrand@hnehealth.nsw.gov.au
mailto:christine.marsh@psn.health.nsw.gov.au
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Appendix F: Consent Form – All Participants 
Research Question: How does the current practice around assumption of care 

(AOC) at birth affect the women, the midwives and the associated professions 

involved?   

School of Nursing and Midwifery 
University of Canberra 

University Drive 
Bruce ACT 2601. 

    Telephone 0262015111 

Researcher - Christine Marsh 

Approval for this research has been given by HREC Ethics Committee on 31ST 
January 2013. 

I, __________________________________________________________________          

(name of participant) 

Of_________________________________________________________________       

(address) 

1. I understand that the study will be conducted as described in the Information 

Statement, a copy of which I have retained. 

2. I understand I can withdraw from the study at any time and do not have to 

give any reason for withdrawing. 

3. I consent to participating in an interview and having it recorded 

4. I understand that my personal information will remain confidential to the 

researchers. 

5. I understand that the results will be published but my identity will not be 

revealed. 

6. I have had the opportunity to have questions answered to my satisfaction. 

7. I agree to participate in the above research study and give my consent freely.   

Participant 

Print Name: ________________________________________________________ 

Signature: ____________________________________ Date: ________________  

Contact Details 

___________________________________________________________________ 
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Appendix G: Tasha’s Story 

Tasha’s Holistic Story (restoryed by Christine Marsh) 

Personal narration are presented in italics 

Introduction 

Tasha is in her early 30’s and a mother to 5 boys. Her older three boys live with their 

respective fathers, a son Caden, who was removed by AOC at birth and is in foster 

care and Alex who lives with her and at that time of the interview was 8 month old. 

Caden has been in foster care for the last two years.  

Tasha responded to an advertisement for research participants on the Family 

Inclusions Network NSW (FIN) web site and made direct contact with me. Tasha had 

postponed a couple of meetings for unavoidable circumstances and invited me to her 

home in a small coastal town. She was keen to participate and eager to tell her story. 

It was the middle of winter, miserable weather, her home was warm and Alex was, 

happy and contented playing on the floor.  

Thus for Tasha the story of her experience has a beginning that pre dated the actual 

AoC.  

As a child my mum had a bad history with DoCS. Her history was so much worse than 

mine and although DoCs knew about it and were often involved they never removed 

us. I guess I was naïve but I didn’t think I’d have a problem. My 3 older children live 

full time with their dads. I have always had contact with them. That was our decision 

alone and DoCs were not involved in any way. I didn’t know that there were any child 

protection issues but I guess I should have known better.  I was in a domestic violence 

relationship with Mick who is Caden’s and Alex’s dad. We had lots of police reports for 

domestic violence and they also suspected drug use; the police had come too many 

times.  
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Tasha’s antenatal care was provided by her local public hospitals and she confirmed 

that she kept every appointment. Her routine antenatal psychosocial screening 

revealed she was in a domestic violent relationship and there had been some issues 

with this but it was fine at the moment. At around twenty-one weeks pregnant the social 

worker told me she had made a notification to DoCs; not a risk of harm notification, 

but to just say that she was working with us.  I did work with a number of social workers.  

I’d speak to them on the phone; I saw one particular social worker at all my antenatal 

visits. I felt like I could trust her. 

Tasha has no knowledge of what happened after the prenatal notification to DoCs, I 

was unaware of any child protection concerns until my midwife contacted me and said 

that DoCs wanted to meet to have a discussion. I believe that police events triggered 

the DoCS meeting a couple of days before Caden was born. There had been too many 

times that police have come to the house and they knew I was pregnant.   

When asked what she thought was going to happen at the DoCs meeting Tasha’s 

response was I knew about DoCS from when I was a child and I thought this is going 

to end up very bad. I got really stressed and really scared and my midwife offered to 

come with me. I met with DoCS and they interviewed me. I just thought they’d come 

in and do an assessment, and maybe put me on a parenting contract or a supervision 

order, that’s what I thought the worst thing would happen. They didn’t have a lot of 

evidence and the biggest evidence they had was my own admission to using drugs.  

They knew I was in a violent relationship and I told DoCs at this point I can’t leave. It 

was just too hard. They asked me to do a drug test; I couldn’t do the test because it 

wouldn’t be clean. The only thing DoCS said was that they would need to discuss it 

with their manager. 
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Tasha next contact with DoCS was the Thursday the week before Caden was born on 

the following Tuesday. At that meeting there was no indication of the removal. When 

asked about leaving and taking off Tasha assured me that at no time in her pregnancy 

would she have been a ‘flight risk’, quite the opposite. I’ve heard of situations where 

girls have tried to do a runner but that’s wasn’t who I was.  I was frightened they would 

take my baby and I wanted to keep my baby. I said to them that I would do whatever I 

needed to do. Please anything that you need me to do, I’ll do.   

The following Monday Tasha found out that she was going to be induced the next day 

seven days or eight days early. When asked why that decision was made Tasha 

responded that at the time they told her it was because she had extra fluid around the 

baby and a big baby.  Who knows actually now?  I believe that they induced once they 

had their orders to say they could remove him and at a time that suited them with 

people around.   

They started the induction at about ... hrs and Caden was born at….hrs in the 

afternoon on (date)….. He weighed five kilos. After he was born the placenta didn’t 

come out so they prepared me for theatre however about 10 minutes later it did come 

out. Mick and my mum were with me for labour and birth but they left some time after 

he was born.  

When asked about her relationship with the midwives who cared for her in labour 

Tasha’s describes it as … Fine, one midwife asked me about my recent drug use and 

I admitted to using amphetamines recently and she was a bit funny towards me after 

that. The young midwife who was with me in labour and when he was born was really 

lovely and genuine. But now I look back, she kept leaving the room when I was right 
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at the end and I felt that was strange. I do think they knew about the AoC and I wasn’t 

told but that may not be the case.   

After Caden was born the social worker came in to my room and said that DoCs would 

be coming to see me to have a chat; she didn’t say why or what was going to happen. 

I hadn’t met that social worker before. Up until that point I’ve had my partner (Mick), 

my mother, my aunt, my best friend and my sister in the room. But they waited until 

they had all left and no one was there. So I was by myself.  

I was breastfeeding when they came in; the room just filled up with people all of a 

sudden. There were 2 midwives, the social worker, 2 DoCs managers and someone 

else.  There were just a lot of people in the room. I didn’t know what was going to 

happen when they first came in. The DoCs case worker explained where they were 

from, and asked me if I knew why they were there. I said just to have a chat to me 

about some things however she just said no that was not why they were there. I 

remember feeling just so scared and unsure.  I still wasn’t really sure at that point what 

was going to happen, and then when they read out this official looking document 

saying that they were assuming him into care due to significant concerns for his 

welfare. I just remember this dreadful sinking feeling. It felt very surreal and 

overwhelming. 

I knew straightaway what I’d done wrong and I knew now what was going on. I knew 

what going into care was. You can sort of piece it together. It was horrible and I 

wouldn’t wish that feeling upon my worst enemy.  It was the worst feeling and the way 

they treated me made me feel even worse. They were really–It felt really brutal. I was 

being categorised as a bad person and I wasn’t. They just had no compassion.  Yes, 

that’s probably the best way to describe it; just no compassion. They didn’t say 
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anything like acknowledging how hard this is. They just said I had to stop crying so 

they could get me to sign the document. 

They told me to stop breastfeeding. I was trying to kiss him, say goodbye and say I’m 

sorry to him. I was just hysterical by that point.  I said to them that I needed to text my 

mum, to try and get my mum and my sister back. I was texting and they said that I 

needed to stop and hand him over. I was crying bawling hard, and she said I had to 

stop because I was upsetting the baby. He was crying and trying to get back to the 

milk. I only had seconds to think about it. They kept at me to put him in the cradle or 

give him to them straightaway. If I didn’t they said they we’re going to have to forcibly 

take him. 

They came and went really, really fast. He was born and removed within 3 hours. It 

was just like a total whirl and I kept thinking what happened? I didn’t really understand 

and I got really confused after it happened. I was just really emotionally distraught and 

it is such a big blur now. They said that he had to go to nursery and be put on 

withdrawal drugs. I found out later there was nothing in his system. The midwives that 

were there, they were quite traumatised as well. They were in tears saying they 

couldn’t believe that it was carried out the way it was. 

Mick, my mum and sister had come back by then and I didn’t know what to do to make 

it better and how or what would help the situation. I wanted to stay at the hospital; I 

thought I would just stay there until I got him back. It took me a while to comprehended 

and realised that I wasn't actually going to get him back at the hospital, and it was 

going to be a whole big process to get him back. 

Due to the size of the baby and the issue with the placenta Tasha was asked to stay 

in hospital for observation. They said I could go down to the normal ward but it would 
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really destroy me being where the mums are with their babies. I could have stayed in 

that birthing room but I knew that he was in special care and it was right next door; 

only a wall or a door separated us. I just felt I couldn't be there without him; I just need 

to go. I need to go home. I was in a state; I didn’t want anyone to talk to me, I didn’t 

care, I wanted to get out of there and go and I  had to sign myself out against medical 

advice. It was night time when we left just 4 hours since he was born  

Mick just didn't display any emotional reaction at all. At that time he just asked me 

what happened, how come, did they say why? He told me not to worry we'd get him 

back.  

Tasha returned to the hospital the next day for a postnatal check-up.  The social worker 

that I had seen at all my antenatal visits, gave me a photo of Caden and some clothes 

that he'd been wearing. It just really hit me what had happened and I just burst into 

tears and took a little while to compose myself. It was after they’ve done the check to 

make sure I was OK. I appreciated the thought it was genuine, and the social worker 

thought she was doing the right thing but I just couldn't stop crying. You know I've still 

got that special photo.  

At the time of discharge Tasha was advised to contact DoCs the next morning, to 

arrange to see Caden. He was still in the nursery and when I got there they told me 

that DoCs couldn't arrange for anyone to supervise my visit with him. The midwife that 

I've had for my whole care, actually contacted DoCS and said she would supervise my 

visit but they said no so I had to wait. It was the second day after he was born that I 

got a visit for one hour and then not again until the next week after he had been 

discharged from the nursery. I still wanted to breastfeed; wanting to express and 

freeze my breast milk for him. DoCs wouldn’t allow him to have it because they said 
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they couldn't trust whether I was clean. So I didn't breastfeed him and I just had to wait 

for my milk to go away. 

After I left the hospital I can't really remember clearly; I was still in shock and I still 

didn't know what was going to happen. I got a solicitor but when it went to court for a 

mention, a couple of days later, DoCs just asked for more time to get a second lot of 

documents they needed. It got adjourned. The next time in court DoCs said they didn’t 

believe there was any chance of restoration, of Caden going back into my care, and it 

got adjourned again.  

I stopped using drugs and had to do regular urine drug tests for DoCs. I just kept 

focussing on the need for me to go to rehabilitation. I had to do everything I could to 

get Caden back.  Without rehab I just couldn't stop using for very long; we were both 

using again. I told DoCS that I would agree to the any orders but needed to go to 

rehab, get clean and get him back once I'm better. When the third date back in court 

came I just felt like I was being sort of forced into it and there were no options so I 

agreed to the 18-year final orders for him to be in permanent care until he's eighteen. 

Yeah, it was very, very quick. He was born and then I agreed to the final orders when 

he was 3 months old.  

No one told me anything else but I now know there were other options available such 

as instead of the final order there is a two-year order. Yeah, they could have said that 

if I went to rehab, they’d look at restoration when he was younger instead of only giving 

me the only option of an 18-year order. 

Thinking about her experience of Caden being taken into care Tasha describes her 

emotions as ‘feeling separated’ from it. She finds it hard to articulate what this means 

and attempted to explain it to me. 
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It’s there, and I know it’s there and I remember the pain and it was a horrible 

experience but what I’ve learned about what happened is I disassociate, sort of, 

separate myself from my feelings. I’m not connected to it.  I’m not really aware of 

what’s going on. Like I’m just in a bit of a...I can’t even describe it. I knew I was in 

trouble I just didn’t know how to get out of it. The only way I can describe it now is the 

first time I ever got in trouble as a kid and got sent to the principal’s office. I felt like I 

was in the biggest world of trouble and I didn’t know what to do to make it better and 

how it was going to help the situation.   

Afterwards I found myself not sleeping; I'd have nightmares of when it happened and 

just wake up in tears and not really getting what was going on. All I knew after he was 

taken was I had to do drug tests on a Monday, Wednesday, Friday. I would go and do 

the drug tests and I would see Caden on those days and then the rest of the time, I 

pretty much just slept. This would be the start of the depression. 

I did want to breastfeed and although he had only had 1 feed I got a lot of milk at day 

three. There was nothing I could do with it except have hot showers but they were 

really, really firm and sore. They became better pretty quickly but I still had a lot of milk 

even eight months after he was born. It felt like if I could just get him back, I could 

restart breastfeeding him again. You have all these weird thoughts. So yeah it stayed 

for ages and it was just like a constant reminder. 

Another critical event for Tasha was entering rehab. I was so determined to get clean 

so instead of waiting for DoCs to help I just put both our names on rehab waiting lists. 

The month after she has signed the final order Mick and I went into rehab.  

I really didn’t have any support at all. Mick was emotional removed and unsupportive. 

He would say things like DoCS didn’t take him from me; they waited and took him just 
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from you. And I’d think yes that's true. It was me, only me that got served with the 

papers.  

One of the key narratives that emerge for Tasha was the sense of shame and 

embarrassment intrinsically linked to Caden being removed by DoCs.  

I kept thinking of what had happened and I guess the biggest feeling I struggled with 

was the guilt and shame afterwards; I've had a child removed by DOCS and I’ve I 

agreed to the orders. I just felt so much shame and guilt and it was like “Oh my god, 

I’ve really f***ed this up!” There is a sense of failing. 

Oh god!  The shops were especially hard because my local shop was a shop I used 

to work at so they knew I was pregnant and then I went in without a baby, so there 

was a lot of shame in explaining to people and in the end I would just say that he's not 

with me; not exactly lying. Most of the time I would just get someone else to run in, my 

girlfriend, she would come with me and I'd just sit in the car and she'd run in for me. 

There's quite a big stigma when DOCS are involved. People have that perception that 

you must be a bad person and a bad parent and people aren't as forgiving or they just 

don't get why those things have happened. It’s really hard it was to explain what 

happened and it was very a difficult thing to share with people so I pretty well didn't 

tell anyone, only my family and a few close friends knew. But what I did find is when I 

did open up to people, people would reassure me that I was a good person, and offer 

to be there for me. Even today, when I talk about it, they tell me I have done an 

amazing job, and that I was great until I met Mick. For me it just reinforces that it was 

the relationship I was in that had a lot to do with the circumstances I ended up in.  
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Looking back Tasha confirms that her whole pregnancy was full of domestic violence. 

It was quite violent and volatile and if he wasn't violent, he was constant yelling. I have 

now learned about the cycle of abuse and it explains my behaviours. I thought that I 

was a perpetrator of DV as well but when you look at the cycle of domestic violence, 

it's quite common for a person that knows a fight is coming and you're going to get hit, 

to provoke the fight so it can then get back to normal. It's then good for a while and 

you go into that honeymoon period, and then it builds up again and is never ending. 

The whole time I was pregnant I was really scared, I wanted to stop using.  But I was 

really scared to get help because I thought they’d call DoCS, which ultimately, that 

went against me anyway. 

When asked if any services would have been helpful to Tasha in early pregnancy her 

response was at that time I didn’t think I was very open to the change. No I definitely 

wasn’t.  I just want to get through the pregnancy. And, you know, I just really wanted 

the relationship to be over with but I just didn’t know how to leave. I just thought once 

I’ve had the baby, I would be able to work something out. I don’t really have any 

support. My mum is not a great support but my sister is but she’s much younger than 

me so that’s a bit hard.   

Later on Tasha applied to DoCs to get a copy of her case reports. It said that I had a 

history of violent relationships or dysfunctional relationships and that included the 

boy’s fathers. I know now that DoCs knew about my case from the time I was 9 weeks 

pregnant and they kept closing the case. No concern. No action. It would go to a case 

meeting or an allocation meeting and then for whatever reason, it was not allocated. 

So they knew about it the entire time I was pregnant and they could have stepped in 

at twenty weeks and said that they knew I was in a violent relationship and had a drug 
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problem; here are some rehabs or we suggest that you break up with him and leave 

him.  Get yourself and your children safe or we will step in. And that never happened. 

I went through my pregnancy unaware that I wasn’t going to bring my baby home. The 

report said at the meeting just before he was born, Tasha keeps asking us what we 

want her to do and she’s using this as a bargaining tool. That wasn’t the case; I would 

have done anything. I had no support from them throughout the pregnancy. I definitely 

think that there’s a flaw in the system something their missing–like they’re reactive not 

proactive. They assumed him into care at birth when they could have come earlier and 

stopped that happening. From my records I now know while I was in labour DoCs were 

in court trying to get the AOC order. So my child has now spent two years in foster 

care when I was willing from the beginning to do whatever it took.   

When I look back the midwife who was with me when I was in labour with Caden kept 

leaving the room when I was right at the end of labour. I think maybe she know that 

he was going into care. I don’t know for sure, that’s only my perspective. I can only 

assume, especially the difference it was when I was having Alex. The midwives stayed 

with me when I was that close.  It was quite a much different environment with Alex.  

Although I was in rehab when Alex was born I didn’t feel discriminated against or 

anything like that. They were just really genuine.  

My midwife who looked after me in pregnancy with Caden, said to me after he was 

born that she felt let down by the system as well. She’d made prenatal risk of harm 

reports before and none of them had been actioned. My report said there was a 

problem but FACS did nothing to help me. I've got the same doctor that I've always 

had since I was 18, said that this process is supposed to be an inclusive process and 
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include anyone in the care.  She wrote a letter to DoCs and the hospitals saying that 

if there was any risk of harm why wasn’t she notified as well.  

I named him Caden at birth and it was important to me that his name wasn’t shortened. 

When he was first taken I was so traumatised around babies I'd just start crying. I’d 

see Panadol ads and I'd panic wondering things like what would happen if he’s got a 

cold and his foster mother doesn't love him and look after him. I had asked to meet his 

foster mum and when I eventually met her I knew she wouldn't let that happen. Once 

they made their final orders I would only see him every two months and I would forget 

that I loved him so much. But as soon as I saw him I’d remember that I really, really 

love him. I have a really good relationship with his foster mum so we communicate 

about what he's up to and she sends a lot of pictures and things. When you're in the 

room with her, she just has a feeling of love around her like she just has a presence 

of love so I'm very grateful for her to be there and it makes it easier to not dwell on 

those things because I know that he's loved there. I've written her thankyou letters. He 

has remained with the same foster mother since birth and he continues to be called 

Caden. Up until recently, probably to when Alex was born, I wasn’t even able to look 

at newborns without having a really emotional response that was very traumatic. 

At the end of the day, I wasn't capable of looking after him at that time and his foster 

mum stepped in he hasn't missed out. If he stayed with me he could have been 

neglected and abused. I’m sure I wouldn't have got clean. It’s still horrible to even think 

of it.   
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When Tasha was 8 weeks pregnant with the next baby she and Mick broke up and as 

a consequence she was able to come back to a local rehab to be closer to Caden.  

I didn’t want this one to be removed so I rang the last person I had contact with from 

DoCS and asked what can I do and what do I need to do to keep the baby? I was only 

in the rehab unit for two weeks as it wasn’t recovery focused. It was about harm-

minimisation and how you can safely use in the future and I didn't want to safely use. 

It took a few months to get transferred to another rehab and by then I was 28 weeks 

pregnant.  

I've done a lot, DV groups, parenting groups, 1-2-3 Magic and Circle of Security and 

in rehab you do groups every day. You don't just go there and stay clean, you have to 

do a lot of work to stay clean including individual counselling. The more I did speak to 

people the more clarity I got around it.  I wasn’t a bad mother but I had a problem with 

domestic violence relationship and drugs and I had to fix these. Once they were fixed 

I never had any trouble with DoCs, everyone was really respectful and they would talk 

to me. 

I would ring DoCS every week and although they said that I didn’t need to call them I 

just kept calling to let them know I was still doing okay. They said they’d do an 

assessment later on in my pregnancy. I kept asked them if there was any services that 

wanted me to do or did they want me to do more urine tests? They just kept saying I 

was fine. The case worker in rehab said that if it was up to her, she wouldn't remove 

this baby but it's up to ----- office as that’s where I was going to live after I left rehab. 

She transferred my file to that office with her recommendations. Later on my case 

worker got a phone call, actually while I was in the room, telling her that the ----- office 

had done an assessment. Based on what information they had   they would not be 
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removing this baby as long as I stayed out of the relationship with Mick, didn't use 

drugs and they receive no more reports about me. I didn’t get a copy of the assessment 

or anything in writing.   

When I was in labour with Alex I was still really scared. I had a beautiful labour and I 

had three of my sisters there and two of my closest friends. It was really holistic, a 

lovely labour, and showed me what nice labours are like. He was born blue and he 

had a really low Apgar and they said they might have to take him out to give him some 

oxygen. I panicked and said “Don't you dare take him out of this room!" It was the 

thought of him going. I still haven't delivered the placenta so I asked my best friend to 

go with him and not to leave him and don’t let them take him from me. It was like 

reliving what happened with Caden. My friend reassured me he was going because 

he couldn’t breathe and she would stay with him. We've got photos of her literally 

standing right where they're giving him some oxygen.  

It was really traumatic and I was so scared at the hospital. I kept thinking they were 

coming and every time I heard someone official or someone knocked on the door. 

Although I probably needed to stay at the hospital for some recovery time I had to 

leave hospital early.  I had really bad after-birth pains but I didn’t want to take anything 

with codeine or any strong medication. It wasn’t until the hospital gave me the 

discharge papers that said released into mother's care that I believed I could leave 

with him.   

It still really seems a bit surreal and the fact is I knew that DoCS could have removed 

Alex without any reason. They could have just done it on my part history. I think it was 

also my really good communication with DoCS as well obviously helped. Yeah so I 
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feel really blessed with having been given that chance with Alex. They did do that and 

I even don’t have any DoCS involvement at all, like, no commitments to them.  

Now I have Alex I am working with DoCs towards restoration for Caden. That’s great 

but even now I don't trust DoCs to give him back. I still think of what can happen, do I 

have any room for error and how closely are they going to watch me? I don't believe 

that I would use drugs again or get back with their father but what if I do something 

minor. They say things like, "Oh, when you have him back …when you have parental 

responsibility…. there'll be no supervision…. we're happy with what you've done". 

Other times they say “I can't stuff up". In one sense they're saying you've done really 

well but in the other they're like “Well, if you fuck up this thing, you do this one thing 

wrong, that's when we'll take them both” and I'm like, "Oh god!" Caden is protected by 

DoCS order whereas Alex isn't and I worry that Mick could contact me to see Alex. If 

he does contacts me I’d tell him to contact the court. But is this considered being 

involved with Mick?” It’s always at the back of my mind and I think I’m quite traumatised 

from Alex’s removal and I’m scared something will go wrong. 

Tasha continues to travel to another city to visit Caden and there was never any 

question of DoCs helping or supporting her to get there. If I want to see my son, I need 

to do whatever it takes to get to him and in a way I agree with that, that's fine. No 

matter how far away he is I would always see him but some support to get there would 

have helped. 

I used to be such a different parent. I talk to my boys about Caden coming home; firstly 

for just a couple of hours and someone from DoCs will stay with him. During that time 

I tell the boys to be good and no swearing; 'cause they're like twelve and nine so it can 

slip out.  Walking to school the other day my oldest son said “even though you were 
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there for me you just didn’t want to do anything to get clean but I know you wouldn't 

let one of us go”. "I knew you'd always get him back”. They know I love them. 

Reflecting on her experience and others that she has been aware of Tasha noted I’ve 

seen some other people get their children back with a lot less work than I have done 

and then go on to lose them again. That's a struggle for me. Why is it that DoCS work 

with others, that are clearly not clean and remain with their partner, but in my case 

they did not consider working with me? It's been a bit of ‘Why me?’ I felt really, not 

victimised, I don't know if that's the right word, but there were other options especially 

as I was really, really willing, I was really, really sorry and I really wanted to change 

but DoCS did not help at all.   

I’ve got a mixed feeling about it all.  It was a horrible experience, but I was someone 

that was willing to do anything and the end of the day it's worked for me. I know a lot 

of people sit in that state of resentment. They hate DoCS and they hate the foster care 

system. They don’t want their kids to have a relationship with the foster family but I do. 

I would hate for him to be in a foster home where he wasn't loved or nurtured or where 

he didn't love them. I'm glad that he loves them.  

Ultimately, it couldn't have worked out any better. I've got my life together, I got clean, 

I’m medicated for my depression and anxiety, I have a private rental home and I’m 

working with DoCs towards restoration with Caden; I've got Alex in my care with no 

DoCS supervision. We have settled in Family court and the two older boys I have with 

me about 50 percent of the time now. My other son lives a distance away so I only 

have him on weekends. 

Tasha clearly articulated that she has a special connection with Alex that comes from 

not being separated at birth. I guess there's that fear that will I love Caden as much as 
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I love Alex because he was taken and I missed so much time with him. I've now got to 

rebuild a proper relationship and connection with Caden. So I guess there's fear 

around that. Yes I definitely have some sort of underlying tow and a strong relationship 

with Alex because he has been with me always.  Even though Caden’s in in a different 

environment it's quite bizarre to watch him with his other brothers and his foster 

brothers.  I can see the family traits and similar things my boys do the same. 

What is happening at the moment is that DoCs are putting in a restoration plan to court 

but  I've got increased contact with Caden so some point next week, I get a three-hour 

supervised visit which is exciting but three hours supervised is quite a long time to 

have someone sit there and report on you.  Hopefully, then I'm allowed to take him out 

of the office.  I’ll be allowed to choose a venue or do something with him in that three 

hours but as long as the supervisor can come. So I'm just looking into things to do 

close to where he lives with his foster mum. I get two visits over the next month and 

then it increases again next month. 

It's working with Caden now at his pace. It has to be a short reintegration, to get to 

know him and get used to his routine. It could cause him more trauma to be just picked 

up and removed from his foster mum but then I think DoCS removed two-year-olds 

from their natural parents if there's a risk of harm. DoCS work from a psychologist 

based report on what restoration should look like to not harm a two-year-old. So it's 

just slowly, gradually increasing. 

So along the way, even though I missed his first walking or the first time he got a gap 

tooth or something like that, I try and focus on, he's only two. I have missed a little bit 

and if I hadn't got clean, I would've missed those things anyway. Even though I've 

been present I also missed them with my other boys because I was just so emotionally 
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vacant. So I try to look at the positive things instead of the negative things. Like the 

other day I was like, "Oh my god I get to take him to school." I actually get to take him 

to his first day of school.  

My life's completely different now, living clean and sober. I've been one of those people 

that put down drugs, gave up their relationship and everyday my life has gotten better.  

This house is a private rental. I was in government housing, behind in my rent, and 

now I can afford a house that's like three times the amount I was paying the last time. 

I’m ahead. I've got a car and I can afford to put petrol in it. 

There’s nothing that could make the removal process any better; at the end of the day 

they are taking your baby away from you. DoCs could have been a more 

compassionate. There are two big things that stand out for me. The lack of family 

support at the time they took Caden was a big thing for me. It happened so fast, it was 

overwhelming and it still feels unreal. The second thing is DoCS should have been 

upfront and truthful. If Docs had said to me at twenty weeks that if I don’t change my 

current situation they’d take this baby away from me at birth and offered support to 

leave Mick and get into rehab that would have made a whole lot of difference.  

  



 

181 

Appendix H: Fiona’s Story 

Fiona’s Holistic Story (restoryed by Christine Marsh) 

Personal narration are presented in italics 

Introduction 

Fiona’s story 

Fiona is in her late 20’s, a mother of four children. Her third baby was an AoC removed 

at birth. At the time of interview she was living with her partner and their nine week old 

son in a suburbia with her partner’s father. Prior to the AoC of her baby her older two 

children had also been removed by DoCS. Fiona attributes her dysfunctional family as 

a contributing factor to her chaotic lifestyle.   

I had a totally dysfunctional family and when I was younger I was made a state ward. 

My mum was an alcoholic, and drunk all the time. My siblings and I have always been 

around ‘drink’ so we drank too. They still do. I was 16 when I had my first baby.  DoCS 

look at how you were brought up to how you were going to be a parent. That’s seemed 

unfair to judge your childhood because you have got a big learning curve from a kid to 

adult. I understand sometimes family history plays a lot in people’s lives but it doesn’t 

always make the person the same as they are.  

I drank all the time and I knew I had a problem, but so did the rest of my family. One 

day my mum rang me and told me DoCS were coming to the school to remove my two 

children. I went straight to my daughter’s school rooms and grabbed them but the 

principal took all three of us into an office. He said that the police and DoCS will be 

there soon and we could have a bit of time together before they came. He looked at 

me as if to say please don’t cause a commotion and asked me to leave the school 

before DoCS arrived. I gave them both a hug and a kiss and started walking away. I 
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could hear them saying mum we’ll be good and we won’t play up if we can just come 

home.   

There is a lots of judgmental stuff gets thrown around when someone is involved with 

DoCS.  My kids blame themselves a lot.  It was embarrassing for the kids at school 

and a bad place for it to happen. And I don’t know how DoCS went in and did it. Did 

they just pretend to be normal people? The girls were quite stressed out and I’m sure 

that their friends, and the other kids at school would have seen them leaving. I think it 

just wasn’t appropriate. I don’t see the risk of them coming to my house to remove 

them. I don’t know why they picked that day or the school for it to happen. They should 

think about the overwhelming aspect on the children.    

I fell pregnant for the third time and because I have kids in care I wasn’t sure if DoCS 

would let me keep him or not. When I was about eight weeks I let DoCS know and 

they said they’ll pass it on the right team but it wasn’t until I was about 20 weeks till 

they contacted me. 

I had already had a visit to the hospital by then and one of the questions they asked 

me was if I had children living away and involvement with DoCS. When I said yes to 

that they said they’d get their social worker involved straightaway. No one mentioned 

contacting DoCS at that stage. We just got thrown everywhere, alcohol and drug 

people, we got different midwives, we got a social worker, and every time we went to 

the hospital we were so confused. Seeing somebody different every time you went 

made it harder. We had to keep telling our story over and over, so that was quite 

frustrating, and just having to deal with the different people’s attitudes.  

When I’m drinking, my record is very bad and I have a chaotic lifestyle. I’ve had no 

support from my partner, the father of my two daughters. It was like I was a single 
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mother and that relationship lasted for 10 years. While I was pregnant I had lots of 

visits with drug and alcohol but I continued to drink and take drugs throughout my 

pregnancy. My daughter’s father drank and took drugs and all my family drank–we 

were often all drunk together. I met with DoCS after 20 weeks and a couple of other 

times late in pregnancy. We went to one case meeting and got there at the time DoCS 

told us to be there. We walked into the case conference room and the meeting had 

already started.  DoCS obviously didn’t want us in to start with; told us the wrong time 

so they could to speak with everyone first. When we walked in we just felt 

uncomfortable and it was degrading. DoCS told me a week before he was born that 

he was going into care. I just drank more. Deep down I knew I couldn’t care for my 

kids or for this baby. 

I knew the week before he was born that he was going into care and I just wanted it 

over. I then felt detached from the pregnancy and from the baby. To stop me thinking 

I drank and got stoned. I told myself it wouldn’t be as bad as what it did when DoCS 

took my other children. They arranged for me to have an induction of labour. I went in 

to the hospital drug affected. They said I couldn’t have any pain relief as it would affect 

the baby on top of what he had from me. I was lucky I had a quick labour and birth. I 

don’t remember building a rapport with any of the midwives; I just felt numb inside and 

emotionless. The midwife in labour was caring but she seemed to me to change after 

he was born. She seemed strange, she kept her distance and just couldn’t look me in 

the eye. 

My partner was with me at the time, I wasn’t going to breast feed so he was giving him 

a bottle, when they all came in. I’m not sure how many there was but it seemed a lot. 

I remember them all standing around me. It made me think about when I was a little 
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kid and you have to stand in the middle of a lot of tall adults and look up; intimidating 

really. They were very powerful and took control of everything; it just went bang, bang, 

bang then it was done. It was all very official and there was no kindness shown at all. 

Not like I had when the principle gave me time with the other kids before the police 

and DoCS came to take them. As I was prepared and knew it was going to happen 

I’m not sure I would have taken more time if it was offered and really we just wanted 

to get out of there quickly. They took him from the room and we basically left. I have 

very little memory of the whole thing really, it seems like a ‘blur’; I don’t even remember 

crying very much or my emotions. Maybe it was a protection mechanism. We had no 

other family with us and we didn’t even let them know; we just went home and got 

blitzed. 

I drank until I got into detox and used to have nightmares of the removal happening 

over and over again. I’d just wake up in tears. I had to do drug tests on Monday, 

Wednesday, and Friday. I’d get them done and then the rest of the time, I pretty much 

just slept. This was the start of my depression. 

The day after he got taken is the day that I rang and my name was put down at ------ 

Detox. It took me a month to get in and after I’d finished with detox I went straight to 

rehab. I wasn’t at rehab very long and sadly I had to leave rehab and go to court. 

DoCS talked about signing my baby over for two and half years or an 18-year care 

plan. DoCS said they didn’t want me to sign the two and half year care plan because 

I could set myself up to fail. If I relapsed in two and half years or stuffed up, I’d never 

get any of the kids back ever. At that time the DoCS manager also told me that if I’m 

still progressing the way I was that day, and I finished rehab, then she’d be on my side 
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to have my children restored. Kind of like I was blackmailed into thinking they were on 

my side.  

I had no one to talk to, no one would have understood. I blamed myself for what had 

happened. At first I didn’t explain to people where my kids were. At first I could never 

understand why my kids got taken and I’m sitting in rehab going, “Why am I in rehab 

for?” I’ve came to terms with it and realised that drinking everyday was neglect to my 

children.  It was child abuse. It was pretty much everything DoCS said it was. A DoCS 

workers said ‘taking drugs doesn't necessarily mean you're a bad mother. What makes 

you a bad mother is to put drugs and a violent relationship before your children and 

not dealing with your own mental health issues’. That was an ‘aha moment’ and to 

hear that was a moment I’ll never forget. I try now to always look at worst case 

scenarios first so then, if I get something good, it’s okay and if it is a bad situation, I 

don’t let myself fall too low and I can pick myself up and keep going. I just wanted 

DoCS to take note of the changes I have made in my life. 

I really wanted my kids back and I didn’t really understand the consequences of signing 

the papers. When they took the children from school it was really overwhelming. DoCS 

and my appointed lawyer told me it was better off to sign for 18 years. So I signed it. I 

know now what they didn’t tell me is that by signing for 18 years I was saying goodbye 

to my children pretty much and I believe now they pretty much tricked me into it. It was 

all finished and over within 3 months. It was just lies. 

After he was taken I just focused on going to NA and AA meetings and rehab. I’ve 

done NA and AA for two years straight, seven days a week, nearly three times a day. 

I went to TAFE and got a job for the first time in my life at 25 or 26 years old. They drill 

in your head at these meetings that you have to get yourself sorted first. I’ve now got 
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to a stage that I know how to maintain my life sober and I’ve stayed clean and sober 

for three years straight. 

Mum and my siblings still drink; they’re alcoholics. I miss the contact with my mum and 

brothers and sisters but I can’t take the risk. Even when my dad died, they were all 

drunk, and I had to walk away. My dad had a stroke when I was not long out of rehab. 

He was in the hospital for a week and on life support before he passed. I went to see 

him and during the day when I’d get stressed , I’d give dad a kiss and say that I’m 

going to a meeting and I’ll be back.  I’d go off to a meeting and come back to the 

hospital. My sister would be in there and drinking. So, it was good to show that I could 

stay sober through him being sick and actually dying. It showed me that I could 

manage my emotions.  

I had known Phil and his family for years and when we got together I told him that I 

wouldn’t have a baby until my 3 children in care were home, well after they were home. 

Phil had no children and he’s never been involved with DoCS. Getting pregnant was 

not planned. I had good support from his family and I think knowing his family helped 

me to say that I did want to keep the baby. Without them I don’t think I would have 

been able to deal with all the DoCS stuff.  

When we saw the positive test I wasn’t excited as the first thing I thought of was I going 

to be able to keep this baby? Our lawyer said that there was a new law that allows 

DoCS to just remove a baby at birth if you’ve already had children removed. I was 

really sick with bad morning sickness. I think it made it worse because I just didn’t 

know what was going to happen. I was just stressing and I just couldn’t focus. I started 

getting even more worried thinking they’re just going to take this baby without checking 

if we’re fit or not. There were just times I’d just lay down and cry and say to my partner 
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that I couldn’t do it. There were times that I said I wish I wasn’t even pregnant. I just 

started thinking I wish I wasn’t pregnant because my big concern was, not only that I 

couldn’t bring him home, but he’s not going to know his mum or his brothers and 

sisters. That’s just a nightmare to get them to know each other through DoCS. I never 

thought about having an abortion. I didn’t leave the house I think it was two months 

and I hadn’t been outside. 

I was starting to think am I being selfish by having this baby and not thinking about 

how his life’s going to be? It was quite daunting. I’d get upset because my partner, 

Phil, never had DoCS involvement, and all of a sudden, he’s involved in this 

pregnancy, it’s his first child, and his whole life is getting investigated. To make it 

worse, because we live here with his dad, his dad had to be under the microscope as 

well.  It never worried him as he was more than happy to have us and the baby here.   

We formed a relationship with the midwife that we saw at the first antenatal visit. The 

next couple of visits were with someone else and it was harder. They then managed 

to get me in with her and although she told me the midwives aren’t on call all the time, 

I treated her like she was. If I wasn’t happy with something, I’d ring her straightaway 

and she’d always answer me.  So, even though we weren’t meant to have one midwife, 

she kind of tried to do that role as best as she could. We got the same social worker 

every time and she was just lovely. I had confidence that she actually did relay 

everything to DoCS.   

DoCS never told us anything. My lawyer, the midwives and social workers 

recommended parenting groups, self-help groups and counselling. It was just every 

day, some new group. There was no time to sit down, no time to enjoy anything. I 

remember one morning we left here, 7:30 in the morning and we didn’t get home ‘til 



 

188 

eight o’clock that night. We would tell the social worker at the hospital what we’ve been 

doing and she’d relay to DoCS. And I would constantly ring DoCS at least once a week 

to see if they had done my risk assessment yet? I’d ring them once or twice a week 

and just hassle the hell out of them. I think I got to a point I didn’t even have to say my 

last name. 

It was the not knowing what was going to happen. I shut down to the baby and to life 

really too. I was just really blunt with people. I’m normally really good at expressing 

my emotions but instead when someone asked how I was I’d just say “Yeah, we’re 

okay,” or “No, I’m not okay,” and then just stop at that. I was getting mixed message 

from people that had been in my situation before. I had some really, really, harsh 

judgments such as someone saying ‘Why are you pregnant? You’re not going to be 

allowed to keep the baby’ and I’d ask “Well, how do you know that? There’s been no 

investigation” And they’d say “Because you got the other kids taken and so what gives 

you the right to be a parent?” I’d have to try and ride through other people’s opinions. 

I was going crazy. 

Phil and I kept thinking about other options and different scenarios. Things like if we 

weren’t fit to have Ash, then I would move out, end the relationship with Phil and he 

would care for the baby full time. Although Phil agreed but he was worried about how 

he was going to raise a baby for the first time ever without a mum around? It was 

really, really stressful. To be honest we were thinking about packing up and moving 

away to Queensland or somewhere else. The only things that stopped us from moving 

away while I was pregnant was we didn’t know what was going to be the outcome with 

the baby. I also have three children that I needed to visit every two months and if we 

moved I wouldn’t see them. As much as the new baby needed me my other three 
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children need a mother figure as well. We decided we’ll just go with it and see what 

happened. If the worst case scenario was that he was taken we would fight in court 

and then the judge can decide if I’m fit or not. 

Although it should have been the DoCS team Linda, my worker for relapse prevention 

and support, was the first person in three years to look at my progress. If it hadn’t been 

for Linda I would have been a mess. I don’t know if I would have been able to hold 

myself together throughout the whole pregnancy if I didn’t have her. Together with the 

social workers they looked at what we had done, said that all my blood tests and urines 

were clean and I haven’t missed any appointments. They even said we had done well 

and they were proud of us.  DoCS didn’t seem to even take any of this this into account 

with this pregnancy or with my other children.  

Linda was very straightforward with DoCS saying, “This is ridiculous. You said it was 

going take 30, maximum 60 days for a risk assessment and now we’re a couple or 

more months past that.” She explained how much pressure it is putting on us and kept 

asking when they were going to tell us and if there was something we needed to worry 

about? She was quite vocal and quite clear.  

I found the social workers sat back and if I didn’t agree with DoCS, they didn’t step up 

to the plate and challenge them. The social workers would tell me not to stress but 

they often didn’t know the full story. They only got little bits of information from DoCS 

and it’s really difficult for them as well. They had to trust that there is this conversation 

happening at DoCS but they’re not really sure if it is or not. Lyn just wouldn’t back 

down. She just kept challenging DoCS. What we liked about that is what she was 

doing is exactly what we would have done, but we didn’t know how to word it 

appropriately. 
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It was so stressful and if I hadn’t done all this preparation work there’s no way I’d be 

able to emotionally cope with a pregnancy in this situation. It’s not just the fact of, can 

I keep my baby, it’s the fact of the judgments that you get. And then the way DoCS’s 

come in to your life and then you have to go see 50 million different people. I got to a 

point that I forgot who was who with all these services.  

But I think also the other major stressful thing in the pregnancy was DoCS wanting to 

come and look at our home and see if it was suitable. It was really hard to bring Phil’s 

dad around to allow DOCS into his home and allow for his life to be investigated. I 

went that overboard that not only the walls got sugar soap, they got painted. The whole 

bathroom got repainted, our bedroom got repainted. New doors got put on.  I was 

yelling at the boys every day. I made sure everything was dusted and everything was 

stacked properly in the pantry. I think and that was a big thing too, being full pregnant, 

trying to clean all the time, more than your normal daily cleaning. And I’d get told off 

by my father-in-law and my partner. I’d wait till they’re all outside, then I’ll quickly sneak 

out and start cleaning and that was a stress too, because I was thinking that  if this is 

out of place  DoCS might  take this baby. It’s just crazy. Everything runs through your 

head.   

DoCS look at how you were brought up to how you were going to parent. I have three 

children that I need to keep visiting once every two months. I found it really hard not 

seeing my family and I’d just ring a lot. It was really hard and especially with morning 

sickness and wanting my mum, but I didn’t want to have her here in case it didn’t look 

right. Phil was great and took over and did things for me but it was just really hard, just 

not having my family around. I stopped talking to some of my other family because 

they’re drinkers and stuff and I thought that if I’m involved with them, they’re going to 



 

191 

bring me down and it’s not going to look good to DoCS. Every reason I could think of 

why DOCS could take my baby I made sure that wasn’t happening. 

However we still didn’t hear from DoCS so we didn’t know what’s going on or whether 

we could keep the baby. The social worker would be always on the phone and emailing 

DoCS.  She was doing everything she could and in the end she actually called a 

meeting at the hospital with my midwife, our councillor Linda and DoCS so everyone 

could have an understanding of what’s going on. DoCS asked us how we were feeling. 

I told them I didn’t know how to feel, that in a couple of weeks I’d be  giving birth and I 

didn’t know whether to get attached to the idea that I’m having a baby or not. I told 

them I was just over it. But DoCS still didn’t have an answer for us. I wanted a copy of 

the care plan that DoCS kept talking about. I couldn’t trust DoCS until I had that piece 

of paper. 

A week before I gave birth, DoCS rang and asked us to come in to the office. They 

had received an allegations from my partner’s sister saying that we were using drugs 

and drinking. What she didn’t realise was I had been freely providing urine and blood 

tests to DoCS the whole time. At the start of the pregnancy I was actually paying for it 

myself, $200 a go. And then DoCS said they’d pay for it. DoCS called us in and they 

were really good. We told them there’s a family dispute at the moment and nothing 

else was said. 

I didn’t want to get happy about the pregnancy and I didn’t get attached to the 

pregnancy. For about eight months of this pregnancy, there were no feelings. I didn’t 

get excited until I think the last two weeks of the pregnancy and I got to a point that if 

they take my baby there’s no grounds to take him and they’re going have a legal fight 

on their hands. 
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After Ash was born I stayed in hospital for five days. They wanted me to stay because 

the birth was so complicated. I actually found when he was born, I was nervous so I 

was happy to stay a few days. On the postnatal ward I was still stressing and 

wondering if DoCS just lying and saying that I can keep this baby and are they really 

going to come and take him? I got really, really paranoid about it. I’ve just heard so 

many stories of people about having him removed at birth and then other women take 

their baby home and then DoCS take the baby from home. Although two weeks before 

he was born DoCS reassured us that we were keeping him I didn’t know what to 

believe. It wasn’t till I got home that I kind of thought maybe they were bring honest 

and they weren’t coming to remove him. If they did knock on my door and remove my 

child, they’d want to have a good reason and be able to back it up. I’d fight and I know 

I knew I’d have a winning chance.   

I finally got the result of the assessment but not until after the baby was born. No 

letterhead, no signatures, just on a piece of A4 paper, typed out on a Word document, 

nothing formal. My daughter could have even typed this out. I wondered how 

worthwhile it is when it’s not so official like that but it was what we needed to cover us. 

The social worker at the hospital got a copy for the hospital records.  

 

DoCS gave us no directions on what courses we should do but we were motivated 

and did 4 courses. When I went to the first one I thought “What are you going teach 

me?” I’ve got a ten-year-old and a nine-year-old and a four-year-old, I’m just doing this 

for DoCS I’ve learned so much from them especially about emotions. I’m very black 

and white.  You’re happy, you’re sad, you’re hungry, you’re not, but there’s so much 
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more to life than that. So, it’s really, really good. I recommend every parent should go 

to one. 

 Whenever I get a call from DoCS I always think, “What now”? But it’s going good. The 

child health nurse, she was meant to come for six weeks and she emailed DoCS, after 

I think four weeks and said, “I don’t need to go out there. They’re fine. They know what 

they’re doing. The baby’s great.” We only now see Linda and that’s gone from weekly 

to once a month and Brighter Futures. That was part of the care plan, to have Brighter 

Futures involved. It’s good that most people are out of our lives. 

DoCS rang this morning just to see how I’m coping, see how my partner’s doing. They 

were going to come out and see us again but seeing they had great reports from 

everyone they said they have more important cases to deal with.  

We are working on restoration under Section 90?  Restoration for one of my children 

and for my other two children, improved visits every second week and school holidays. 

My lawyer does say it does look good and if I’m fit enough for a newborn baby then 

I’m fit enough for my nine-year old daughter who’s a lot more independent. I wanted 

to do this while I was pregnant but the lawyer said she didn’t want to go to court until 

Aiden’s a good couple of months so we could show that I have been doing the right 

thing, that Aiden’s growing and everything’s fine. 

My lawyer’s hoping for my daughter to be home by Christmas. So that’s quite fast but 

whatever’s going to be the best for her. She’s in foster care and has been in ------ for 

the last three and half years and she’s never been to my house. 

We go to court tomorrow and it’s likely to be adjourned; they’ll just introduce the case. 

And  M----- wants to meet with us on Monday to find out what our wishes are around 
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my daughter. We can also find out if they’re for it or against it and what we can do and 

if they’re against it, how can we improve more. I’m looking at every angle not just my 

daughter’s coming home but what’s best for her for her school and friends.  ------ will 

work with me if she does come home. They would come to the first couple of school 

visits with me and help me get her settled. They don’t just focus on my daughter they 

try to work things around the baby as well. 

I still only see her every two months but if she doesn’t get restored we get more access 

in preparation for her coming home. The situation is going to be win-win. Restoration 

is very long and very emotional and we’ve actually got some really good people on the 

side at the moment 

When my children got removed, I knew, as much as I didn’t want to admit to myself, I 

knew it was the right thing. The day my baby got taken is the day that I actually came 

to this house and Phil’s mother told me I need to ring rehab and detox and hand me 

the yellow pages. And that day I rang and my name got put down at Detox. It took me 

a month to get into detox and after detox I went straight to rehab. I’ve stayed clean 

and sober for two years straight. 

You have to get yourself sorted first. That’s what they drill in your head in these 

meetings. You need to sort yourself out and I wasn’t really progressing anywhere. I 

got to a stage that I knew how to maintain my life sober, but I didn’t know how to get 

myself to a parenting group, get myself talking to people. 

It’s only since I‘ve been with Phil, my motivation levels have been really, really high 

and we’ve talked at two parenting groups and forums. I’d never go to a doctor but now 

I’ve been to counselling and doctors. The new pregnancy gave me extra motivation. 

Phil and his dad are so supportive. 
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I do speak to my mum and see her now. When I was a child she was alcoholic and 

now she hardly ever drinks. I’m still in a care plan and part of the order is that I have 

to put boundaries up with my family so I have to be careful. I’ve said to my family, “If 

you’re drinking, do not come to my house. You won’t be welcome. If we turn up to your 

house and you’re intoxicated, we’ll leave straightaway.” It’s hard with DoCS saying I 

have to put up boundaries with my family and alternately they can also say I have no 

family support. We are quite independent but our support is Phil’s father and my 

cousin.  

So court tomorrow and just a new battle. I look at it that the DoCS thing is finished. I’m 

used to speaking to them each week and harassing them I’m kind of a bit sad. I formed 

such a great relationship with my midwife and the social worker and it’s really sad 

that’s there nothing now. There’s a little bit of withdrawals but that’s their job and 

they’ve helped me to be independent. I’m really eager to get into that full mum role 

with my older children and getting up and getting them to school and taking them to 

sports and pretty much just showing them off to everybody. 

I believe it’s because of NA and AA, that I speak up. I have spoken a lot in their 

programs every time I went to a meeting. And I can say, not happily, that I stuffed up 

and DoCS had done the right thing. My kids were in danger and now they’re not. I just 

try and explain it to the kids what I’ve done and that I haven’t just sat and done nothing. 

I want my kids to know, no matter if they come home or not when they’re older, that I 

always did try to improve. I want them to know that I’ve tried to progress to whatever 

level it is that classes me again as fit. 

It was good to show that I could stay sober through my dad actually dying. So, I look 

back now thinking, yes, it was a problem drinking when he was dying but he wasn’t 
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dead or anything. It was just good to see that I could manage my emotions. I’ve learned 

coping skills and how to use these. If my dad’s passing didn’t push me over the edge 

not a lot more is going to come close to that. So, emotionally I’m stable and I can 

handle myself and my emotions. 

I now have the confidence to be able to speak out. If I’m speaking to anyone else that’s 

in the same situation I try to motivate them to get up and do something. I have been 

on a panel at forums. when I was sitting on one panel, I kept sitting back a little bit and 

letting others talk first and I’m thinking, “Okay, so all these people know your children 

are taken, but not one parent yet has said why.” They’ve all sugar-coated why and 

that’s when I thought, “These people need to really hear that we’ve come to terms with 

why and that we can be honest with them.” And that’s when I thought this is the perfect 

opportunity to actually say exactly how my story was. I felt empowered and I find if you 

tell people the truth to start with and then you tell them where you’re at, it’s so much 

better. People can see your journey, how far you’ve come and how other people have 

been involved in this too.  

Well, they’re trying to get something in parliament. So they’ve asked me if it gets 

approved, can I go. If they need me to speak anywhere, I’m happy to do it. A lot of 

older people can make change and I’d like to show that younger ones can do it as 

well. It doesn’t really matter what your age is. 

On the whole I’m just really grateful that DoCS gave us that chance. Because, from 

my understanding, they didn’t have to. They really didn’t have to do a re-assessment 

and could have taken Ash as well. You need to take control of your life and 

circumstances. Telling your story over and over again is awful and you need to be able 

to get to know and trust your team. This can’t happen when you see different people 
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all the time. It was important to us to have our midwife, social worker and Linda as we 

would not have been able to cope with DoCS if it wasn’t for them.  
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Appendix I: Amanda’s Story 

Amanda’s Holistic Story (restoryed by Christine Marsh) 

Personal narration are presented in italics 

Introduction 

Amanda is 22 year old, a mother of two. Liam aged 5, lives with his paternal 

grandparents and her daughter, at the time of the interview the baby was 18 months 

old and had been in foster care since birth. Amanda contacted me via email having 

seen the research advertisement on the Family Inclusions Network web site. Initially 

Amanda was concerned that I was associated with DoCs. We corresponded via email 

for a few months prior to the interview until Amanda trusted me and she was 

comfortable to tell me her story. 

I guess I’ve not got a good record. Adam and I regularly smoked marijuana and we 

drank pretty heavily before I fell pregnant with Liam. We were both young, I was only 

16, and the last thing I wanted was to have a baby. I tried to cut down on drugs and 

alcohol while I was pregnant but Adam started to inject speed. Adam’s parents were 

very supportive but it was really hard having a young baby. Adam was not really any 

help. He had moved to ice and he’d get very angry and lash out at me for no reason. 

He’d yell and get violent and I was scared all the time, for myself and for Liam.  

When Liam was 18 months old Adam committed suicide. I was so angry at him for 

leaving us. As a way of coping I smoked and drank more but that didn’t help for long 

and so I used speed.  I knew I couldn’t look after Liam so he went to live with his 

paternal grandparents. I thought he’d come home when I got better. 

My daughter father (Nathan) is indigenous and that helped us to get a house. When I 

fell pregnant again I thought it would be OK this time. As this was Nathan’s first baby 
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I thought he’d be supportive and help me cut down on the drugs and drinking but he 

used more. I was really scared but didn’t know what else I could do and things just got 

worse.  

I went to the hospital for antenatal care. They said because Liam didn’t live with me 

they had to let FACS know. That’s all that was said so I didn’t think anything more 

about it. When I was about 23 weeks pregnant Matt went to prison for seven years for 

armed robbery. 

I tried really hard and I was unaware of my options for support. The whole time I was 

pregnant I was really scared. I wanted to stop using but I was really frightened to get 

help because I thought they’d call FACS, which ultimately, that went against me 

anyway. 

When I was about 38 weeks the doctor at the hospital said I had to be induced because 

my baby was a bit small. My best friend was with me throughout labour and for her 

birth. I loved her so much and promised her I’d do everything to get off the drugs and 

look after her so she was safe. I felt like I had been given a second chance and I 

wanted to do the right thing.  

A few hours after she was born two midwives were in the room with me and then the 

room just filled up with people.  I didn’t know there was a problem and didn’t know 

FACS were even coming. It was the worst feeling and the way they treated me made 

me feel even worse. It felt really brutal and FACS had no compassion at all. They just 

took her away from me. I was being categorised as a bad person and I wasn’t, I was 

in a bad situation. 
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I will never ever forget it; it was horrific. I was screaming, my daughter was crying, it 

was just so cruel. It happened so fast I couldn’t quite believe it had even happened. I 

rang my friend and she came straight back to the hospital. I was so confused I didn’t 

know what to do but I just had to get out of there. My friend took me home and we got 

very drunk.  

I dreaded going back to the hospital but I badly wanted to see her so I went back the 

next day. I hated walking in there and it just really hit me what had happened and I 

just burst into tears. I couldn’t go back there again.  

Going to court is just a blur. I really don’t remember much. FACS offered me no support 

and said that I really had no chance of getting her back so I just signed the papers. I 

used more drugs and alcohol as a means of self-protection from continually re living 

the experience. It helped with the pain and I could forget for a while. 

I had public housing and even if I had known FACS were involved I wouldn’t have 

jeopardised that by taking off. I would have worked with FACS in my pregnancy if I 

had known the consequences. 

I didn’t have any trouble talking to anyone about my baby being in care. I was so angry 

and I wanted to tell the world how unfair it was and that FACS were to blame. I posted 

it on social media. 

At the time of interview Amanda identified that she is not doing so well: I’m still angry 

that FACS took her off me. To get where she is in foster care it takes three hours by 

train so I don’t see her much. She doesn’t even really know who I am but I know I’m 

her mother.  If FACS had helped me during the pregnancy, as they’re supposed to, I 

wouldn’t be in this place now. I have been in and out of rehab since but it’s too hard to 
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stay clean. If I had her with me it would be different I’d have a reason to try and stay 

off it.  
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