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Preface 
 
Developments in Child Protection: Foreword(s) for Three Book Volumes  
 
The last forty years has witnessed increasing public, political and media concern about the problem  
of child maltreatment and what to do about it. This is now evident in most jurisdictions and is 
receiving serious attention from many international and trans-national organisations. While the 
‘(re)discovery’ of the problem in the USA was particularly associated with the ‘battered baby 
syndrome’ this has now broadened to include: physical abuse, sexual abuse, neglect, emotional abuse, 
abuse on the internet, child trafficking, female genital mutilation, sexual exploitation and refers to all 
children and young people, not just babies. Similarly, the focus of attention has broadened from 
intra-familial abuse to abuse in a whole variety of settings including schools, day care centres, 
churches, youth and sports clubs and the wider community more generally. There has also been a 
broadening of concern from not simply protecting children and young people from serious harm to 
also attempting to prevent the impairment of their health and development and to ensure that they are 
able to grow up in circumstances which are consistent with the provision of safe and effective care so 
that all children can achieve the best outcomes.   
 
In the process, the laws, policies, practices and systems which have been developed to try to identify 
and prevent child maltreatment have become much more wide-ranging and complex and have 
themselves been subject to continual criticism and review. A wide range of professionals and members 
of the community are all seen to have key roles to play in both protecting children and young people 
and also assessing and monitoring actual and potential perpetrators.  
 
However, while these issues have been subject to often heated and high profile media and political 
debate, rarely have they received sustained analytic and research attention in the social sciences. It was 
in this context that the internet journal Social Sciences, in 2013, invited papers for publication in a 
Special Issue dedicated to the topic and these were published from July 2014 onwards. In the event 
thirty papers were accepted for publication—far and away the highest number of papers submitted and 
accepted previously for a Special Issue in the journal. Authors came from a range of countries 
including: Australia, Belgium, Canada, England, Ethiopia, France, Netherlands, New Zealand, 
Scotland, South Africa, Spain, and the USA. Sixteen of the thirty papers were based on original 
research, ten provided a policy analysis, two were based on particular practice developments, one was 
a literature review, and one provided a more theoretical/conceptual piece. Authors came from a wide 
range of disciplinary backgrounds including: sociology, history, social policy, sports science, 
psychology, social work, education, law and various branches of health and medicine. The focus of the 
papers was diverse, though they did tend to cluster around a number of themes and it is these that have 
provided the rationale for the organisation of the papers into the three published volumes; however, the 
process of organising and ordering the papers proved a particular challenge. There are ten papers in 
each volume.  
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Volume : Policy Changes and Challenges 
Volume  takes as its central theme the ongoing and challenging issues which child protection 
agencies have to address and the policy and practice initiatives that are developed to try and address 
these. The volume includes papers on: the relationship between the decline in the rate of ‘unnatural’ 
deaths and the growth of concern about child abuse in the USA between 1940 and 2005; mandatory 
reporting; the balance between providing urgent intervention and meeting chronic need; risk and the 
Public Law Outline in England; the nature and implications of ‘child centred’ policies; the impact of 
intimate partner and family violence; the intended and unintended consequences of high profile child 
abuse scandals; developing multi-disciplinary team work in a health setting; and the possibilities of 
technology-based innovations in prevention programmes.  
 
Volume : Issues in Child Welfare 
Volume  is primarily concerned with how best to respond to maltreatment ‘within’ the family and 
hence has a range of papers which are much more concerned with the area of policy and practice more 
traditionally framed in terms of ‘child welfare’ and social work with children and families. It also 
includes a paper on how to respond to child maltreatment and neglect in a large hospital context. 
 
Volume : Broadening Challenges in Child Protection 
Volume  takes a somewhat broader brief and reflects many of the changes over the past twenty five 
years in terms of the broadening of concerns from maltreatment within the family to maltreatment in a 
variety of extra-familial contexts, including: sport, the internet, various institutional settings and is 
much more concerned with sexual abuse and the challenges for criminal justice and public protection.  
 
 

Nigel Parton 
Guest Editor 
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Practicing from Theory: Thinking and Knowing to “Do” Child 
Protection Work 

Susan Young, Margaret McKenzie, Cecilie Omre, Liv Schjelderup and Shayne Walker 

Abstract: Child protection practice in much of the Western world is performed using some specific 
models with limited attention paid to the underpinning of informing worldviews, theories for practice 
(explanatory theories) and theories of practice (intervention theories). Over the past few years we 
have explored how child protection practice may be undertaken using a child rights perspective and 
community development principles and practices. From this we have developed a model which we 
here seek to support with worldviews, explanatory and intervention theories. We hope this theoretical 
framework answers some of the complexity found in the “wicked problem” of child abuse and 
provides guidance to the practice of protecting children. 

Reprinted from Soc. Sci. Cite as: Young, S.; McKenzie, M.; Omre, C.; Schjelderup, L.; Walker, S. 
Practicing from Theory: Thinking and Knowing to “Do” Child Protection Work. Soc. Sci. 2014, 3, 
893–915. 

1. Introduction 

We are social work educators in Aotearoa New Zealand, Norway and Western Australia (WA)1 
and, concerned that our child protection systems have tended towards investigatory rather than 
supportive strategies [1] to deal with what has become a “wicked problem” [2], have been exploring 
the development of alternate approaches. Seeking good practice examples from child protection 
practitioners we have been encouraged by the efforts practitioners have made to understand the 
circumstances of the families they work with and design appropriate and diverse interventions to 
keeping children safe. From these examples we have developed a framework for practice that is 
informed by child rights perspectives, community development and strengths based principles and 
practices [3,4]. We advocate for a more nuanced approach than we find exists in the countries in 
which we work. Importantly, through this framework is interwoven an Indigenous perspective, 
specifically calling on Maori knowledges, as one of our group is Maori, to reassert the epistemological 
equality [5] to which we subscribe as educators and practitioners. While our orientation is with Maori 
worldviews, we maintain that Indigenous worldviews from the places in which social work is 
practiced are similarly necessary to include. As Russell ([6], p. 10) notes, Native Theory maintains 
“the right of Indigenous people to make sense of their time and place in this world”. Social work 
theory and practice continues to be culturally invigorated and challenged by Indigenous peoples 
globally and locally [7–19]. Indigenous knowledges are particularly important in relation to child 
protection, for in many jurisdictions, Indigenous children and families, as well as children and 
families from many immigrant minority groups, are the most affected by child protection policy and 
                                                
1 While WA is not an autonomous nation, it is the jurisdiction within Australia with responsibility for child 

protection for that State under the country’s federal system. 
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practice, with, often, minimal attention paid to Indigenous knowledges and practices for protecting 
children. In seeking to be culturally robust we wholeheartedly accept that theory and practice are not 
a-cultural and should enhance and support “other” ways of knowing rather than relegating them to 
being an add-on, exotic or alternative. 

Background 

Contrary to the policy and societal inclination towards a single solution to child abuse, a contradiction 
in terms of the nature of “wicked problems”, the practitioners whose examples have led to this 
framework have sought to apply complex thinking, and thus accept the possibility of complex 
solutions, to the questions of “what is happening, why, and what can/should be done?” in relation to 
each individual situation. If the “what should be done?” is answered by the decision to remove the 
child to a place of safety then that is what is done. But in many cases we maintain that the answer can 
be to co-arrange or co-construct different supports with the family, to engage with families so that 
they can participate productively in creating safety for their children, to assist families develop 
missing skills and so on. For it is now well established that, even with the best intentions, there is a 
limit to how well and for how long the State can be a parent [20] to a child who is removed from 
his/her family. The long-term intent for social work practice, and indeed society, is to assist families 
who are currently not looking after their children well enough to do so and to help those children 
grow into stable and productive adults. However, despite decades of targeted policy and practice, 
current systems are still characterised by growing numbers of children taken into care, increasing 
numbers of care placements breaking down with consequent instability for children, fewer families 
being supported to care for their children and fewer families being willing to care for others’ children 
with resultant institutional care. It is not a system which serves societal stability well. How to address 
the complex and varied needs of this “wicked problem” requires complex and varied solutions, not 
merely more of the same. 

The other side of the equation, the preparation of social workers to work in this complex area, also 
demonstrates challenges. De-professionalisation, new public management technologies distancing 
decisions and policy from the lived experiences of both clients and workers, and the increasing use of 
standardising and quantifying tools for information management in child protection have all affected 
the practice of social work with child protection. As Bay states: “One of the concerns is that what 
newer practitioners learn is how to become good at ticking boxes rather than critically thinking about 
their practice” ([21], p. 94). Bay posits that technologies of the state are replacing critical engagement 
with the very precarious area of keeping children safe, echoing Arendt’s critique of administrative 
systems in which “nobody rules” ([21], p. 95). 

In this article, in suggesting a different way of considering these dual challenges of the lack of 
complex responses and of practitioners restricted by systems, we return to the definition of social 
work to reinforce our view of the necessity of theory for practice [22] by maintaining the 
inseparability of theory and practice. We find it important to counter the view that theory is irrelevant 
or overused in practice, as suggested in the headline accompanying the release of the Narey report in 
the UK [23], a debate which has coincided with this, our fourth paper on these matters, and which has 
particular relevance to the training of social workers. 
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A further complication is a trend found in new public management which locates thinking with 
managers and doing with service deliverers ([21], p. 8) supporting the, to us, quaint, idea that  
a-theoretical practice is to be more valued. In contrast we are strongly of the view, following Lewin, 
that there is nothing more practical than a good theory ([24], p. 169). Vankeenstiste & Sheldon [25] 
summarise Lewin’s work in which he maintained there was a joint role to be played by theorists and 
researchers in trying to ensure that particularly problematic situations are addressed using new ideas 
or conceptualisations of those problems derived from and tested in practice. In turn, then, theorists 
should develop “practical” theories, or theories which can be applied in practice. Had Lewin lived 
beyond 1947 he may well have considered the challenge of addressing the “wicked problem” of child 
abuse an essential focus for the theory-practice cycle. 

In earlier papers [3,4] we have proposed the requirement to build practice upon solid theoretical 
foundations [3,4] and advocated for child protection practice to incorporate community development 
approaches which are informed by the rights of the child. In those papers we began to articulate 
detailed practice principles, developed from practice examples to demonstrate the value of these 
approaches. The Key Elements developed in the latest work [4] formed the beginnings of a model  
for practice. However, as mentioned above, we recognise the need to have practice specifically 
connected to theory so that practitioners are able to provide clear explanations of why they choose 
the actions they do and what they hope to achieve by them. Theory of practice (explanatory theory) 
and theory for practice (intervention theory) become central to the practitioners’ ability to articulate 
their decisions and aims. Thus we turn now, in this piece, to further provide underpinning theory for 
these Elements for practice. 

2. A Model for Practice 

In our most recent work [4], we proposed five Key Elements for child protection practice 
underpinned by child rights and using community approaches. These elements are: child-centred, 
contextual, collective action, reciprocity, and family capital and they form what may be considered a 
“model for practice”, which we are describing as “co-constructing social work” and are represented 
in Table 1. While we acknowledge that the idea of “constructing” social work appears readily in the 
literature, especially in those forms which employ social construction as a theoretical base and the 
notion of “co-constructing” reality is a feature of a social constructivist approach [26], we apply this 
term here to describe the processes employed between workers, families, children, communities, 
other professionals using these key elements for change. From this short overview of this model, it is 
clear that a theoretical positioning relies heavily on a constructivist interpretation of the social world. 
Greene & Lee’s ([26], p. 13) description of social constructivism, derived from Gergen, provides  
a useful summary: “Social constructivism takes a view that both individual and social processes  
are involved in the social construction of reality; thus it is not a matter of ‘either/or’ but rather 
‘both/and’.” Greene & Lee go on to state that, therefore, social constructivism is a natural fit for social 
work employing as it does an extensive use of an ecological theory. We are therefore positioning this 
model as both constructivist in its epistemology and as a process involving equal participation by 
relevant people. 
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Table 1. Key elements for community development and child rights informed child 
protection practice ([4], p. 149). 

Key Elements Description/Skills and Process Theoretical Perspective/Knowledge 
Child centred Seeking, listening to and acting on the child’s 

definition of his/her daily life 
Children as competent agents 
Resilience 
Human/children’s rights 

Contextual Situatedness (time, place, history, culture) Social constructivism 
Symbolic interaction 

Family capital Family knowledge, history, capability, contacts Social capital 
Social network 
Strengths 
Family definition 

Collective 
action  

The whole is more than the sum of the parts Power 
The whole has greater longevity Community development 

Participative democracy 
Distributed leadership Social justice 

Reciprocity The family as theorist Learning 
Shared responsibility Anti-oppression 
Trustworthiness Cross-cultural 

Although the purpose of social work practice in child protection is uniformly to protect children 
from (further) abuse, there are different practices (models) used by different social workers, 
employing different processes. We do not intend expanding on the elements we previously articulated 
here–initial descriptions of both how we arrived at these and some examples where they may be seen 
in practice formed the major part of the previous paper [4]. However we do acknowledge the 
difficulties present in taking a “child-centred” approach where competence and agency for very 
young children, including babies, for example, must be conceptualised very differently from those of 
older children. The United Nations Convention on the Rights of the Child does not specify a lower 
age limit of competency and in some jurisdictions, Norway, for example, states that children from the 
age of 7 and younger who are capable of forming their own views should be given the opportunity of 
expressing them. While this still leaves adults in the position of assessing capability it reminds adults 
to include children in the consultation and decision making process according to agency and 
competency rather than age. This is an area for ongoing development, particularly for those social 
work practitioners who tend to interpret their concern for children as “child-centred” rather than 
engaging with children in an attempt to include them in the decision–making process. Greater 
attention needs to be paid in training for practice into ensuring adults develop fuller understanding of 
children as on a spectrum of “being” and “becoming” competent agents and what that might mean for 
inclusive practice. 

These brief theoretical considerations, while familiar to our thinking, do both require more 
explanation and discussion as well as acknowledging other, equally valid, ways of explaining the 
“why” of the choices made to act in certain ways. For this we use and expand the framework developed 
by Pat Shannon [27]. Figure 1 presents our theorising using this framework. 
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Figure 1. Theory for practice. Adapted from Shannon & Young ([27], p. 27).  

 

3. A Theoretical Framework 

We find the theoretical framework provided in Shannon & Young [27] useful to detail our ideas.  
A pictorial “eggs” diagram ([27], p. 24) is used in their work to demonstrate the connection between 
worldviews or perspectives and the models for practice which can be traced back to the worldviews 
through explanatory and intervention theories. In Shannon & Young’s work, the focus is on social 
problems and social policy with the main attention being on the structural setting. Hence “grand” 
theories and how they shape responses to social problems comprise the majority of the discussion. 
While not discussing child protection among these problems, child abuse constitutes one of the 
additional “wicked” and social problems. 

The far left (in non-political terms) “egg” contains the values and beliefs a worker brings to 
his/her work: the lenses through which to view the world and what sort of change is desired. What is 
placed in this location will vary from worker to worker but be fundamental in guiding choices of 
what to do and how, but more importantly why, as these positions are starting points for the work. 
The next “egg” contains the theories which seek to explain the world that is seen and experienced, 
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known as “theories for practice”. Despite the caution of conflating “explanatory” theories with a 
positivist position [28], we take explanation as one of a sequence of steps to identify what is 
happening and posit why that might be before seeking to apply some predictive elements to create 
change. Payne and others [29,30], for example, reinforce the value of explanation emerging from a 
value base about how the world is or should be and leading to a set of practices designed to create  
that change. 

In Shannon & Young’s ([27], pp. 28–33) work four “grand” theories are identified as being 
Classical Liberal, Industrial Society, Socialist and Alternative: theoretical positions which have 
variations elsewhere, but are claimed here to incorporate four basic and widespread approaches to 
understanding the social world. For our current purposes we are less concerned with theories at the 
Macro level, except inasmuch as they provide for the policy setting within which child protection 
practice occurs, than those at the interpersonal level. However, the “grand” theories of Classical 
Liberalism, associated with the “free-market, individualism and the invisible hand”; Industrial 
Society with “state-guided technological change”; Socialism with the allocation of resources according 
to needs and ability; and Alternative/Constructivism to include the relatively newly emerging 
theoretical explanations which uphold the local, contingent, contextual and diverse differentially 
give rise to different policy formulations. It must be stressed that even though these theoretical 
positions are “ideal types” they do offer distinct starting points from which to analyse and work in the 
social world. They differ according to the “foundational unit of society, and the mechanism through 
which people interact in society” ([27], p. 28). As such they can provide both analyses of what is 
currently happening in society and what changes may be desirable. 

Intervention theories, or practice theories, emerge from or are the same as the explanatory 
theories. So, for example, a Classical Liberal explanation of the structural world would lead to using 
market forces to create change in the policy context. This may involve the private sector being 
contracted to provide child protection services on the premise that efficiencies and better effectiveness 
may be guaranteed. The models which are then designed and applied put into action the principles of 
the perspective (valorising individual autonomy and his/her choices and condemning poor choices) 
mediated through the explanation of individual failure and the need for correction through coercion 
and application of a market approach to the delivery of social service. Individual failure assessed 
through non-attached or inadequately attached children, for example, could then lead to a model to 
protect those children through contracting a private agency to manage the adoption of those children. 
For meso practice an Industrial Society theoretical position has led to parenting support programmes 
for example in the belief that parents can learn alternate strategies of disciplining their children, with 
the help of expert advice. 

The Micro section includes some generic illustrations of the explanatory and intervention theories 
that relate to the “grand” theories. So for example, an explanatory theory at the micro level which 
could relate naturally to both Classical Liberal and Industrial Society theories is one of what  
Healy [29] refers to as the “psy” theories: psychodynamic theories which operate on the premise that 
the mind stimulates behaviour ([31], p. 72). Intervention theory could employ ego psychology or a 
psychosocial study which then leads to the particular form of casework method promoted by 
Florence Hollis. Problem solving as a social work method can be directly related back through these 
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intervention and explanatory theories. Explaining the world may be here through individual 
predispositions which lead to inadequate social performance (a premise of Classical Liberal grand 
theory) or failure to adapt the individual responses to a changing environment (a premise of 
Industrial Society grand theory). Having these positions to explain the world leads to particular forms 
of social policies and institutional structures, policies and operations: through private or funded 
agencies contracted to provide appropriate and expert services with coercive or therapeutic aims. 

The models which derive from these are directly informed by the way in which problems are 
explained and the choices which are made as appropriate interactions. There are a range of 
possibilities, but it is important to reiterate that there are some direct connections and congruence 
between how the situation is explained and the choice of model to apply. The converse applies also. 
Some models cannot be used with certain explanations. For example CBT would likely be 
ineffective as a model of practice with a discriminatory situation/explanation. 

3.1. Worldviews for Community Based Child Protection Work 

The first “egg” deals with worldviews, and here we present the underpinning values and 
perspectives we take to inform the approach we recommend. We will focus most of our paper on this 
section as we find it important to tease out and be clear about what worldviews mean for our practice. 
It would be easy to rely on the “taken-for-granted” tenets of social work in the expectation that “we 
all know” what is meant. 

We have developed our “model” from the following understandings of the world. First, people 
have the capacity and potential to be active and competent agents in their own lives and those of their 
families; second, the social nature of humans means that collective activity can make a positive 
contribution to keeping children safe; and third, humans interact with each other and their environment 
in ways that can be both positive and negative–a rights perspective enables a complex response to 
assist in change. Rights, Ethics and Person-in-Environment describe our worldviews. While these are 
no strangers to social work, we find it important to re-emphasise their value in the ways they give rise 
to how we work with the “wicked problem” of child abuse. These dimensions must be set in relation 
to Indigenous worldviews. 

3.1.1. Rights 

Our particular elements for Rights focus on Human Rights, Social Justice, and Individual Liberty. 
Promoting and upholding Human Rights is one of the foundations of the social work profession, 

and increasingly practitioners are being required to articulate more explicitly how the work they do 
fulfils this mission. The framework for social work’s use of Human Rights derives predominantly 
from the various UN Conventions, the articles of which provide for protective, provision and 
participatory interventions as referred to in our previous work [4]. And here, as elsewhere, we 
maintain that the practice of Human Rights must, by its very nature, specify that children’s rights are 
also included in social workers’ practices. 

We have argued previously [4] that a much more nuanced approach to how social work practice 
engages with understandings of Rights is necessary to enable child protection to be expansive and 
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not reductionist in its application. By this we mean that a “best interests” approach to child protection 
would incorporate provisions of: sufficient state resources to ensure the child’s development 
(Articles 18, 19 & 27); parental participation in decision making (Article 9); family care (Article 7); 
retaining cultural identity (Articles 8 & 30); instead of, as a first response, removing a child from a 
situation assessed as presenting a risk and later seeing what reparative resources may be provided. 
The rights for children contained in the United Nations Convention on the Rights of the Child specify 
many more than these (54 in all) but it seems apparent that “best interests” (Article 3) has almost 
monopolised the attention of policy makers and practitioners alike. Further, we take the Rights 
framework in its entirety to refer to more than the individual as specified in Article 5, and so invoke 
the notion of collective responsibility. This not only refers to the collective nature of Indigenous 
communities at the micro level but also at meso and macro levels where it is necessary that 
governments ensure the provision of those goods and resources which are considered necessary 
within Western welfare states for the adequate development of the individual through health, 
education and housing. 

Many of the above human rights are also recognised within the 46 articles of the 2007 United 
Nations Declaration on the Rights of Indigenous Peoples, for example: Article 1, the right of 
Indigenous peoples to all human rights individually and collectively and Article 2—to be free from 
discrimination in the exercise of those rights. If we are not able to use theory that derives from 
Indigenous peoples’ world views unintentional discrimination can be an outcome of child protection 
theory and practice. Article 3 specifies the right to self-determination economically, socially and 
culturally. Article 5 refers to the right to maintain and strengthen their cultural and social institutions. 
Article 7 mentions rights to physical and mental integrity and not removing children forcibly to 
another group. Article 8 emphasises the right to not be subject to forced assimilation and destruction 
of their culture, and Article 11 specifies the right to practise and revitalise their cultural traditions and 
customs. Child protection processes, theory and practice must respect Indigenous peoples’ integrity 
as distinct peoples and their cultural values and ethnic identities. 

All of these provisions and protections fall within the broad spectrum of a Social Justice 
perspective to provide the environment in which humans, including children, may grow and develop. 
Where these provisions and protections are not present, it is incumbent on signatories (governments) 
to provide restitution, recompense or rehabilitation. Further, if the social work profession is 
committed to social justice its practitioners are required to ensure through their actions that they both 
contribute directly to provisions and protections, and where they are missing advocate for their 
provision. Social Justice as a concept is not subject to codified definition as in the UN Conventions, 
nor do many of the professional Associations specifically define it. One exception is the NASW 
which states: “Social justice is the view that everyone deserves equal economic, political and social 
rights and opportunities” [32]. An examination of social justice published immediately prior to a 
Social Work International Conference dealing specifically with Human Rights, in Stockholm in 
2012, presented a much more complex view of Social Justice. Payne [33] wrote that three aspects of 
the work of social workers contribute to it being considered a Social Justice profession: it deals with 
the “social” as distinct but also inclusive of the individual; it focuses on those people who “miss out” 
on provisions or resources; and social workers do not hesitate to intervene in social relations, even 
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when it makes them unpopular. While still potentially a reductive definition, Payne’s presentation 
allows for a more multi-faceted understanding of, and ability to “do” Social Justice. 

An examination of Social Justice also necessitates considerations of Justice. A major contributor 
to understandings of Justice in social work has been John Rawls whose notion of the social contract 
was mediated through the two principles: (1) equal liberty; and (2) equality of fair opportunity and 
the difference principle. Arguing that fundamental basic liberties should be equally distributed, 
Rawls also maintained that if there were to be inequalities in how goods and resources were to be 
distributed they must advantage the least advantaged people in society. It is not just to have “those 
who are better off have a veto over the benefits available for the least favoured” ([34], p. 80). Not 
only, then, should equality be upheld as a principle, but equity or fairness must be as readily upheld. 
Social Justice, according to a Rawlsian interpretation, emphasises both equality and fairness: that is, 
unequal treatment in the form of greater provision of the already disadvantaged is just. Social justice 
in the setting of child protection invokes the provisions, as well as the protections, of a rights 
perspective as noted above. A recent snapshot of comparative costs of undertaking the investigatory 
and placement of children at risk compared to intensive family support for children at risk in 
Australia found disproportionate spending with only 12% of total expenditure on family support 
services indicating the continuing disparity between provision and protection. Social justice for these 
children in care is therefore questionable. 

Individual liberty forms the third of our elements under the Human Rights dimension. Much of 
the focus of the Convention is on the protection from offences against the person, such as freedom 
from torture, and the ability of the person to engage with societally provided goods, such as the 
freedom to choose a political representative. These “freedoms from” and “freedoms to” signal the 
importance placed on the person as an individual while also noting that “Human” of course is a 
collective. Our emphasis here is on what having rights as an individual who is considered to be free 
and equal means for the notion of equality as proposed by Rawls in the two principles mentioned 
above. If the individual is both free and equal and participates in society according to these 
principles, then Rawls considers that the idea of the free and equal individual as a co-operator is 
bound by the practice of reciprocity ([35], p. 49). This idea of reciprocity can be extended by 
Levinas’ notion of responsibility to the other [36], for acting in recognition that the difference 
principle requires differential treatment in certain circumstances necessitates the individual to 
regulate self-interest in the interests of others. Contrary to the individualistic ideology so characteristic in 
western democracies in which the individual is all that matters, this position brings us closer to the 
mission of social work practice of social justice informed by human rights in which the individual is 
recognised as the most important person to attend to in relation to other individuals. This has long 
been recognised in Indigenous societies and it is to Aotearoa New Zealand’s credit that such 
acknowledgement was enshrined in law in 1989 with the Children, Young Persons and their Families 
Act. As Ife signals it is how the “links between the individual and the collective, or the personal and 
the political, across all social work, and an integration of the ‘macro’ and the ‘micro’ approaches  
to social work practice” ([37], p. 60) that is central to social work human rights practice. This is 
particularly important in child protection practice where the tendency has been, as we have 
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discussed, to isolate the child, as individual, for attention thereby restricting the possibility for 
cooperative and reciprocal work. 

For social workers, along with others of the “caring professions” [38], justice, or what is just, is 
inseparable from what can be judged to “good” or “bad”. Having an ethical perspective is the way 
workers assess the morality of what to do and how to do it. Ethics thus constitutes the next dimension 
in our worldview. 

3.1.2. Ethics 

Social workers subscribe to the idea of having an ethical grounding and to be bound to codes 
specifying ethical practice. Yet all social workers know that maintaining adherence to the codes or 
even to “being” ethical in their practice is far from the seemingly simple practice suggested in the 
first sentence. Procedural or prescriptive ethics, as are found in Codes, offer only scant direction 
when faced with having to make decisions involving value conflicts, as are commonly found in 
ethical dilemmas. Not only is the daily world of social work practice one in which arise dilemmas 
begging ethical decision making, there are no hard and fast rules to assist with those decisions: social 
workers will have no certainty in their decisions. The legacy of ethical traditions and their divergences, 
for example, deontology and utilitarianism; the postmodern “turn” giving rise to alternate ethics, “of 
care”, “of life”, “of love” for example; and, for our purposes here, the potential incommensurability 
of ethics and some social work theories [39] to say nothing of an Indigenous ethics, produce an 
ethical impossibility. This emerges in several ways. Some value bases of social work such as 
self-determination find themselves contradicted by some of the underlying assumptions about the 
human condition of particular theoretical positions, psychodynamic theory, for example ([39], p. 77). 
A postmodern notion of ethical subjectivity challenges the idea that workers can make ethical 
decisions which call on an idea of a moral universe ([21], p. 40). Conflicting principles in codes or 
standards render prescriptive ethics meaningless ([40], p. 31). Adhering to the “social mandate” of 
social work almost certainly will contravene one or more organisational and political policy 
directives and bring into question the professional role ([38], p. 46), and so on. Ethics, therefore, as a 
worldview, is immediately confronted by this impossibility. How to provide an Ethics worldview 
requires making theoretical and value-based choices which can disenfranchise other positions. 

We do not seek to provide a theory of ethics, although in the very stating of that, this becomes  
a theory for ethics. Unremarkably, the elements to be included here are Dignity, Respect and 
Advocacy, mirroring, in part, most other social work ethics frameworks. The provisions of the 
Human Rights Convention emphasise that all persons have rights irrespective of the various 
distinctions which are found within the human collective. Respect for those distinctions is at the 
centre of the consequent anti-discrimination legislation of signatory nations. Respect forms a central 
part in common frameworks for moral thinking and depending on the proponent can be found to lead 
to the value positions upheld by the social work profession of non-judgementalism, the promotion of 
user’s welfare and challenging inequalities and working for social change ([39], p. 60). A Human 
Rights practice, then, is an ethical practice which recognises the individual to have the right to be 
distinct, not to be judged, to be self-determining and to attract support and resources for his/her 
welfare. Complicating this in child protection practice is weighing up the (usually) child’s right to 
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protection from any harms that might emerge from an (usually) adult’s exercise of self-determination 
and so on. Here the additional provisions of the Human Rights convention as argued above come into 
play where a complex interweave of the child’s rights to family, culture, and government supportive 
resources are invoked to ensure that the “best interests” of the child are met. Challenging and 
changing damaging behaviour should be conducted through this prism. And while overt discriminatory 
behaviour may attract sanctions, the tendency to collapse normative expectations of family systems, 
child rearing practices, and so on continues. Respect due to the human person in circumstances of 
wilful harms to children is more difficult to defend. For the majority of situations, however, 
irrespective of the behaviour, the person who offends through his/her behaviour is still in relation to 
the child. There should be little to explain here or attract argument from others, unless they would 
seek to expand this list. We maintain, however, that Dignity and Respect and Advocacy, encompass 
necessary value positions for practice, irrespective, and possibly because of, the cautions identified 
above. Embedded in these cautions is the impossibility of the “generalised” moral world in which, 
irrespective of value positions, all people embody the same ethical position. Such is the reason for 
Critchley’s [41] argument for an ethical subjectivity in which ethical experience is at the heart of 
ethical actions, or to put it another way–ethics requires an acting ethical subject. However, Dignity 
and Respect and Advocacy are themselves embedded in the Human Rights Convention, whether 
directly stated (Article 1), implied (e.g., Article 2 requiring respect for difference) or as a necessary 
activity for participation (e.g., Article 29 in relation to duties to the community). Ife’s [37] discussion 
of the three generations of human rights which include additional declarations, treaties and other 
conventions make clear that these three are central to how people’s rights should be upheld, with 
advocacy being a central and driving activity for social workers. 

Advocacy is a central factor of ethical practice as illustrated in various social work codes, for 
example that of Aotearoa New Zealand ([42], para. 1.6) which states: 

Members actively promote the rights of Tangata Whenua to utilise Tangata Whenua 
social work models of practice and ensure the protection of the integrity of Tangata 
Whenua in a manner which is culturally appropriate. 

Not only here is the requirement to act for rights but to respect the particular Indigenous models of 
work which are culturally appropriate. For example, working in Aotearoa New Zealand is always 
informed by core concepts of Maori care and protection social work practice: restoration of tapu 
(being, restriction and sacredness) ([43], p. 287) is central and mana (spiritual power and authority, 
influence, control, prestige and status) ([43], p. 283) of the children and families. Therefore, in Maori 
social work practice and theory there are three guiding ethical principles for this work. Pono is seen 
as social workers being true, genuine, unfeigned, honest, integrity and faithful ([43], p. 285).  
Tika is understood as being right, correct, appropriate, proper, just, straight and direct, and is a 
societally agreed value or action ([43], p. 288). Aroha requires workers to be people who act with and 
are motivated by affection, love, compassion, mercy, empathy ([43], p. 281). Aroha recalls us to the 
Rogerian “unconditional positive regard”, noted by Banks ([39], p. 37) in her justification for 
subsuming “respect for persons”, a core belief in social work, into any precondition for ethical acts. 
Generalised “love” (agape), or, here, aroha, require these ethical principles be indivisible from practice. 
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For many Indigenous peoples protection of integrity is indissoluble from the natural and spiritual 
environment and so an ethics for practice is inclusive of the wider ecological system [44]. While 
social work internationally is starting to explore what the relatively newly emerging eco-social work 
practice might include and within that attention is being paid to Indigenous models [45], the extent of 
an ethics of and for practice which is informed by Indigenous worldviews is yet to be established. 

3.1.3. Person-in-Environment 

The Person-in-environment is the third of the principles which comprise our worldview and 
succinctly incorporates and represents much of what we have proposed in the previous sections.  
While this is a taken-for-granted maxim of social work, it bears a little reaffirmation here of its 
intrinsic meaning, especially in relation to who constitutes the “person” and what constitutes the 
“environment”. Early social work theorists, such as Mary Richmond, emphasised that worker 
responses to the problems confronting clients needed to not only focus on individual issues but also 
on the contributing factors in the environment. Greene & Lee ([26], p. 9) note that Mary Richmond’s 
diagnostic work included identifying “strengths, resources and assets of clients and their environment”, 
even though the social work adoption of the medical model is often credited to Richmond. Possibly 
the most common representation of a model to describe the interaction between person and 
environment has been Bronfennbrenner’s [46] bioecological systems theory particularly in relation 
to child protection [47]. However useful this has been we propose that an additional essential aspect 
to the systems approach to understanding the relationship between the individual and the environment is 
the necessity to invoke a cultural perspective. This may be done using Congress’ [48] Culturagram. 
In the Aotearoa New Zealand setting, as in many Indigenous systems, the person is considered 
holistically alongside his/her relational responsibilities and the environment inclusive of the natural 
and spiritual world, and here an appropriate systems model may be Mason Durie’s [49] Te whare 
tapa wh  model. 

Again from the Aotearoa New Zealand setting is Leland Ruwhiu’s [13,14] model, Te Mahi 
Whakamana (a mana enhancing social and community work practice indigenous theoretical 
framework) in which there are three central recognition points: Maori understandings of well-being; 
historical developments; and the role of narratives. Te Mahi Whakamana draws upon the cultural 
metaphor of “he Ngakau Maori” (a Maori heart). Six key thematic concepts are used to examine 
wellbeing among Maori families and their relational and environmental circumstances. These are: 
wairuatanga (ideology, philosophy, paradigms, theoretical conceptualisations); whanau (relational 
development); tikanga matauranga (protocols of engagement); hauora, renamed mauri ora  
(levels of well-being); mana (respect); and ko au (identity and interconnectedness). Te Mahi 
Whakamana–mana enhancing theory and practice are premised on tangata whenua (people of the 
land, indigenous, native) epistimologies and ways of viewing the world. Tangata whenua inherantly 
“recognise the human (he tangata), natural (te ao turoa) and the ideological (wairuatanga) dimensions  
of their worldview as being held together by the ‘cultural adhesive of mana’” ([13], p. 134). Briefly,  
Te Mahi Whakamana practice is restorative and seeks to: build on inherent strengths, facilitate 
emancipatory strategies, enhance positive self-worth, demystify and deconstruct oppression, promote 
wellness, service and love for others [13]. 
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Social work has always operated between the terrain occupied by the individual in the private 
world and the social, or external, world in which the state intervened to a greater or lesser degree, 
depending on particular ideological positionings in different locations, to ameliorate the circumstances 
affecting people’s lives. Strengths, resources and assets of both the individual and her/his 
environment, then, characterise this worldview as presented here. 

3.2. A Rights, Ethics and Person-in-Environment World View for Child Protection Practice 

If we take these three elements together—rights, ethics and person-in-environment—our 
worldview can be summed up thus: the human condition is one of hope and potential even in the face 
of individual and environmental, or situational, adversity. A Human Rights perspective maintains 
that people (generally) and children (in particular) by the very nature of being human have recourse 
to the privilege of being regarded as capable, autonomous, and self-directing agents in their own 
right. It is the natural inclination of humans to be able to manage themselves and arrange their affairs 
in ways that are productive and contributive to the wellbeing of others. The social nature of the 
human environment provides the often realised opportunity to use their social interactions to the 
benefit of each other. This view of the human condition is tempered by deficits present in the 
environments around them and by individual and collective failures, all of which can affect people’s 
ability to meet their potential. A Rights perspective assumes active and productive participation 
along with responsibilities to meet societal obligations. An Ethics perspective requires that people 
are to be treated with dignity, fairness, and respect, and that ethical practice demands workers advocate 
for these when they are absent or denied. And a Person-in-environment perspective assumes people 
have the capacity for positive growth and development to contribute productively to their own and 
their families’ lives, and they have resources which they can use to this end. 

4. Explanatory Theory for Child Protection Practice 

The way workers seek to explain the circumstances and situations of those people with whom they 
work and then how they respond, using what methods, need to have substantial and well-articulated 
rationales. This is the role of theory of practice or explanatory theory. There are several writers of 
social work theory who have long made the distinction between explanatory theory and models of 
social work practice. Malcolm Payne ([28], p. 23), for example, at the same time as he explicitly 
takes a social construction approach to social work theory, also states that “a major feature of any 
acceptable model of social work ‘theory’ is the extent to which it can offer explanations of and 
guidance” and David Howe ([30], p. 10), characterises social work theory as needing to “explain 
[and] predict”. Explanatory and intervention theories are closely linked, to the extent that there seems 
sometimes no need to differentiate between them. For example Attachment Theory, as deriving from 
ethology or survival mechanisms in the animal world [50], is both an explanation of why secure 
attachments for young children (or goslings from whence came Bowlby’s insights) are essential for 
survival as well as providing guidance for how to both recognise insecure or faulty attachments and 
how to restore them through programmes or processes employed with the birth parents or alternate 
care givers. The distinction drawn here between Explanatory theory and Intervention Theory is 
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perhaps unique to those seeking to not only explain why problems occur but also to seek ways to 
theorise congruent interventions which can lead to the development of on-the-ground practice models 
required for the day-to-day practice. 

It will be evident from our previous discussion where in this framework our theoretical 
sympathies lie, and we will expand on these in this section. However, it is also evident that Classical 
Liberal, Industrial Society theoretical explanations of the social world are used, quite effectively,  
to explain child abuse, and, leading into Intervention theories provide directions as to what sort of 
change is required and how to try to effect that change. So, for example, child abuse may be 
explained by the failure of parents and the family to provide adequate care such that children fail to 
thrive and, in some cases, families employ deliberate actions to damage children. These children 
must be removed to places of safety and their parents punished for their acts. Investigative measures 
are usually taken by governmental authorities in most Western jurisdictions, but consequent actions, 
such as supervisory and other treatment programmes may be undertaken by the private sector, 
funded for those purposes by the State. Taking a Classical Liberal explanation of failure and deficit, 
the State seeks to change behaviour through punishment or coercive means and contracts private 
agencies to assist. Or, taking an Industrial Society theory position which explains “failure” through 
lack of knowledge or skills, would look to such theories for practice as Attachment and those 
emerging from the Neurosciences, such as the importance placed on early brain development [51] 
which identify the early years of brain development as crucial for stable and productive adulthood. 
These theoretical positions are used widely in child protection policy and practice, albeit with others, 
to assess whether or not children should remain with their parents. 

We have further refined the Socialist form of explanatory theory to one using Critical Theory on 
the grounds that this enables a much wider inclusion of approaches than the traditional class-based 
explanation, and one which we believe is much more applicable to the issue of child protection. So, 
in seeking to explain the phenomenon of child abuse, using a Critical Theory approach can argue that 
the widespread over-representation of minority (predominantly black but also inclusive of other 
minorities) children in Western child protection systems (see [52]) can be explained by racism, 
oppression and discrimination, for example [53–55], while still being congruent with the earlier 
positions of the perspective. While focusing on minority difference may leave relatively 
unscrutinised the protection needs of children from majority settings, the concern of this theoretical 
approach is of the tendency to increase surveillance on the “other” [4]. Strategies, or models to 
redress this, focus largely on organisational and structural change as well as child placement 
principles in force in some jurisdictions which specify that children removed from families should be 
placed, wherever possible, within their own cultural milieu [56]. Here we see the intersection of the 
principles from the United Nations Convention on the Rights of the Child (UNCRoC), in which 
Article 8 specifically refers to the child’s right to cultural identity. 

Our perspective for understanding child protection leans more towards what Shannon & Young [27] 
have identified as the Alternative group of theories, which they also note is “constructivist” ([27], p. 33). 
In this interpretation we do not deny the existence of deliberate or willful damage to children by their 
parents, nor the prevalence of negative socio-economic indicators which often lead to allegations of 
neglect [57]. Taking our lead from Gergen [58] we understand social constructivism to be the 
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interaction between the knowing subject and the external environment. Parton & O’Byrne ([59], p. 14) 
expand by illustrating what is distinctive in constructionist thought: audience ascription. Accordingly, 
not only does a problem not exist until the audience, or the claims-maker, assert it to be so, the type or 
characteristics of the problem become those which are asserted in the claims that are made about it. 
Parton & O’Byrne are not alone in the social work world in believing that social work has an affinity 
for a constructionist perspective because of its change-oriented ethic and purpose. If social work 
seeks change, whether that of individuals, families or communities, then there must be an inherent 
belief in the possibility of change rather than the inevitability of a taken-for-granted consequence to a 
specific set of circumstances. They sum up their view of social constructionist social work as being 
one which centralises the problematising and criticising the social with a view to change and 
transform ([59], p. 26). Hence constructivism “emphasises process, plurality of both knowledge and 
voice, possibility and the relational quality of knowledge” ([59], p. 2). 

It will be seen here that constructionist and constructivist have been used interchangeably,  
despite Gergen differentiating on the basis of the individual and the social constructions of reality.  
For Gergen ([60], p. 60) social constructivism advances the view that “while the mind constructs 
reality in the relationship to the world, this mental process is significantly informed by influences 
from social relationships”. It is this emphasis on the person in environment that makes a social 
constructivist approach so appealing to social work. 

Yet, despite the evident rejection of a realist or even subjectivist [59] position in social 
constructivism, this does not mean eclecticism should go unchallenged. While Gergen ([58], p. 26) 
contends: “constructionists establish no transcendent grounds for eliminating any theoretical 
formulation [and so] there is implicit in constructionism a strong pluralist ethic”, this plurality is less 
about opposing theoretical explanations than it is about different interpretations of reality. A 
constructivist standpoint, therefore, accepts people in their environment will construct their own realities 
and social workers can engage with them about those realities. Nevertheless it is still incumbent on 
the worker to have ways to explain his/her own constructions of what s/he does and why without 
collapsing into an unexamined and eclectic selection of disparate and possibly opposing models. 

An additional challenge arises here which demands attention. Rather than eclecticism, relativism 
may be a greater danger as one outcome of a constructivist position in which the end point may be 
“anything goes”. In developing a proposed framework for practice we maintain that inclusion of all 
the key elements, with all their internal features, provides an opportunity to explore a range of 
opportunities and possibilities in working with the complexities of protecting children. While 
inevitably there are likely to be different interpretations, some of our previously cited examples [3,4] 
show that hearing the explanations that families have of their world; with shared responsibilities 
(Reciprocity) with their knowledges and capabilities (Family capital) alongside the distributed 
leadership of Collective action may assist in the arriving at solutions which do not descend into  
binary positionings. 

It should be apparent now why the term Co-Constructing Social Work is the preferred description 
of our emerging model. We will elaborate on this in a later section, but the social constructivist 
definition offered above locates worker, client and the social environment in a triad of relational 
exploration, meaning-making and dialogue to arrive at co-constructed and collaborative actions and 
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processes. This, we propose, is informed by the congruence between Explanatory Theory and 
practice approaches which are co-constructed and collaboratively employed with clients and their 
support systems to be useful in the business of keeping children safe from harm. 

5. Intervention Theories, or Theories for Child Protection Practice 

Writing in social work for child protection practice is prolific, with much offering particular 
practice guidance, or in other words, models for practice rather than intervention theory for practice, 
for example [61,62]. Among the most common theoretical perspectives presented however, where 
they do appear, are Attachment Theory and Ecological Theory which are used extensively in child 
protection practice. With their emphasis on the importance of relationships, either between intimates 
or between the parts of the environment in which children live, these two theories are found to be 
explanatorily useful as well as providing guidance for practice. While deriving from different 
foundations, with Attachment Theory located in what Healy ([29], p. 47) calls the “psy” disciplines 
and Ecological Theory in the biological sciences ([31], p. 137), these two theoretical positions occupy 
a significant role in social work generally and in child protection practice specifically [50,63–65]. 

However, we maintain that the practice of child protection informed by child rights and using 
community development principles requires different Intervention theories to assist in the work. 
Community development is perhaps the most obvious, given its location in the overall aim of our 
work. In Figure 1, we provide a selection of Intervention theories relevant to the work inclusive of 
some Indigenous approaches, such as Te whare tapa wh  [49] from Aotearoa New Zealand and 
Raising our heads above the mountains [66] from WA. There are of course others, and the suggestion 
here is for practitioners to engage with local Indigenous people to explore with them their 
Intervention theories, and asking permission for their use. 

6. Model to Theory: Co-Constructing Social Work 

In our present work, we are interested in how the worldviews and their corresponding explanatory 
and intervention theories can be applied to child protection practice using community development 
approaches. This means adapting somewhat the “eggs” and their contents for this purpose, and in 
particular paying more attention than those authors acknowledge they do to the Interpersonal ([27],  
p. 28). 

We do this by taking our model [3,4] developed for practice with child protection using 
community development principles and practices framed within a child rights perspective and 
populate the micro section of the “Eggs” with the connections between the model, intervention 
theory and explanatory theory. We also reiterate that for us, these particular theories emanate from an 
Alternative or Constructivist “grand” theory. As such our presentation does not attempt to make 
similar connections to Industrial Society Theory, or Classical Liberal Theory, although it will be seen 
in Figure 2 that these connections are made between some models for practice and intervention and 
explanation in these theoretical positions. For example a managerialist (connected to hierarchical 
explanation) intervention leads to risk assessments as a model in child protection.  
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Figure 2. Perspectives, explanatory and intervention theories and models for child 
protection practice at the interpersonal level.  

 

The key elements of the model we propose as Co-constructing social work are child-centred, 
contextual, family capital, collective action and reciprocity. How these arose as elements and some 
examples of how they operate in practice are described in the previous two articles [3,4]. In this 
article we are interested in linking the practices with their theoretical underpinnings. In Figure 2 we 
identify a range of intervention theories which contribute to the particular practices. These are not 
exclusive but include: Systems, Standpoint, Mana-enhancing, Anti-discrimination, Child competence 
(liberationist theory), Strengths, “Person-in-environment” ecological, Te whare tapa wh , Habitus 
(social capital), Community development, Raising our head above the mountains, and Social 
network theories. While discussing these in detail would take at least a separate article, the common 
explanatory theories which link these are what Healy ([29], p. 197) refers to as the “post” theories. As 
well as critiquing “grand” theories and some of the previous ways of understanding the world as 
having uniform or universal application, “post” theories offer the opportunity for an interpretation of 
the human environment and its inhabitants which emphasises the contingent, contextual, multiple 
and diverse dimensions which may assist in uncovering or displaying alternate “truths” or discourses 
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which, often unseen, affect the social world. All of the intervention theories named above allow for 
alternate from “mainstream” interpretations of the social worlds of those people with whom social 
workers work, and, importantly, the possibility of alternate strategies. We find this important, as, in 
concert with other writers such as [62,67,68] we believe the established child protection models as 
they are currently used in our settings to be insufficiently nuanced, targeted or effective. 

This paper acknowledges and seeks to bring together the “colours and humanness” of social work 
practice and theory. Our working together on this paper is a combination of our different starting 
points regarding child protection theory and practice. The “Eggs” diagram (Figure 2) which we have 
further refined is not exclusive or complete. They do however combine our understandings of what is 
needed to develop good child protection outcomes. This paper encourages us to be “open to learning” 
and have conversations with those we work with in order to co-construct the social work narrative, 
practice and outcome. We are privileging particular knowledges in this paper that between the five of 
us, in our separate countries, agree on. But we believe you will have your own eclectic nuances and 
your “Eggs” may be different. Useful child protection outcomes require an integrated approach: it is 
our belief that this starts with you and I. 

When you are standing there about to undertake a piece of social work with another human being: 

• What is your puku (stomach) saying to you? (Physical response). 
• What is your ngakau (heart) saying to you? How have you connected with them and what 

they are saying and doing? (Felt response). 
• What is your wairua (spirit) saying to you? (Sensed response). 
• What does Te Ao Maori/Pakeha matauranga (mind) theory say to you? (Thought response). 
• What are the whanaungatanga (family making) issues that resonate here? (Relational 

response). 
• What kind of fabric is being woven? It includes distinctiveness that comes from a number 

of variants in this cultural context. (Integration response) ([69], p. 26). 

Perhaps some of these questions may not seem to have any relevance for you as an educator, 
manager, policy writer or practitioner but they may be relevant for the worldview and meaning 
making frameworks of your audience. A co-constructing social work practice such as we propose 
relies upon our ability to incorporate viewings other than our own. 

We are human beings who want to treat other human beings as fully human. Mauri ora! 

7. Conclusions 

Whakawhanaungatanga (family making) in the social work context refers to relationship making, 
which is standard social work practice in terms of the planned change process i.e., engagement, 
assessment, intervention and evaluation. But is it valued in child protection social work in 2014. 
Robinson, Hohepa & Lloyd [70] use the term “open-to-learning” conversations when we are 
thinking about the quality of the thinking and information we use when making judgements about 
what is happening and what we are going to do about it. Are we only interested in the validity of our 
views and imposing them or are we searching for “other” viewpoints that may improve our thinking 
and practice. The real test is in the co-construction of the social work narrative (in both explanatory 
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and intervention theory) and in the models for practice. The people we work with do have ideas about 
protecting their children and improving their lives. The outworking of our sometimes eclectic and 
sophisticated perspectives, explanatory and intervention theories and models of practice should 
reflect these lived experiences and worldviews. Otherwise we are repeating what Freire ([71], p. 21) 
would refer to as “false generosity”, in that “any attempt to soften the power of the oppressor in 
deference to the weakness of the oppressed almost always manifests itself in the form of false 
generosity; indeed the attempt never goes beyond this. In order to have the continued opportunity to 
express their generosity the oppressors must perpetuate injustice as well”. The path forward in a child 
protection case must come out of the heart of the oppressed; anything else is just false generosity, and 
perpetuates the myth of equality. Young [72] when discussing “whiteness theory” would see this as 
an insidious form of white power and privilege under the guise of child protection of the “other”. If 
the aim of a child protection intervention is to protect children and families long term it must be 
undertaken within their meaning making frameworks (perspectives, theories and practice) which are 
grounded in their own pukorero (real narratives from within) [9,17]. 
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Child Protection and Vulnerable Families: Trends and Issues 
in the Australian Context 

Elizabeth Fernandez 

Abstract: This paper will provide an overview and analysis of developments in child protection and 
out of home care in Australia. It will outline early responses to perceived inadequate parenting to 
provide the historical and policy contexts of contemporary debates on, and responses to, the care and 
protection of children and young people. Child maltreatment affects a large number of children 
across Australia. The statistics of reported maltreatment reflect striking increases over time. Over the 
last decade, several public inquiries into the operation of child protection have been undertaken in a 
number of state jurisdictions following which some states have embarked on large scale reform  
of legislation and policy, to either strengthen the child protection mandate, or refocus services. Some 
exemplars of significant reform in selected states will be cited. Some of the themes that will be 
explored in the paper will include the impact of major state based public inquiries, overseas reviews 
and research on child protection policy and practice; the changing balance between orientations  
to child protection and family support, the parameters of out of home care, the high levels of 
governmental intervention experienced by Aboriginal and Torres Strait Islander families, and a 
critical appraisal of major transformations in protective care. 

Reprinted from Soc. Sci. Cite as: Fernandez, E. Child Protection and Vulnerable Families: Trends 
and Issues in the Australian Context. Soc. Sci. 2014, 3, 785–808. 

1. Introduction 

Responding to vulnerable children who are neglected or maltreated is an integral focus of child 
welfare practice in Australia. This article presents an overview of the care and protection system and 
its components, including the development of child protection policies, their interface with family 
based services and the nature of out of home care (OOHC). It discusses each of these intervention 
strategies, traces their historical context, the policies underpinning them, the practice challenges 
encountered and ongoing responses. Australia has a highly urbanised population with approximately 
86% of the population living in urban areas [1]. As of the end of December 2012, the Australian 
population stands at just over 22.9 million people. The bulk of the population resides in the eastern 
states, with approximately 7.3 million in New South Wales, 5.7 million in Victoria and 4.6 million 
living in Queensland. Western Australia’s population was approximately 2.5 million, South Australia 
approximately 1.7 million, with Tasmania, The Australian Capital Territory and the Northern 
Territory having approximately 512,000, 379,000 and 237,000, respectively. With respect to the 
distribution of the child/youth populations, 25.32% of the Australian population are under 19 years, 
18% are 14 or younger and 7% under 4 years of age [2]. 

Approximately 3% of the population identifies as being Aboriginal and Torres Strait Islanders 
(ATSI). In total, the largest ATSI (Indigenous Australians) population resides within New South 
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Wales (208,364 people), while the Northern Territory (despite the lowest total population) has by far 
the largest percentage of population identifying as ATSI, at 29.78%. Victoria, in contrast, has the 
lowest percentage with 0.86% [2]. The age structure of the ATSI population is very different, with 
57% of the population aged under 25 years, compared to 34% of the general population. 

Protecting children who are maltreated and providing OOHC assumes a major focus in Australian 
child welfare. The definition and scope of maltreatment, its causes, and how it should be responded 
to are the subject of continuing international and national debate. Central to this debate is the nature 
of the relationship between the state and family, wherein parents’ perceived right to raise their 
children autonomously is mediated by the obligation of the state to intervene when families fail, due 
to lack of resources or parental dysfunction, to meet minimal standards of care as in the case of abuse 
and neglect [3,4]. 

Determinations about child protection involve deciding a threshold, or a point at which parent 
behaviour constitutes abuse. The setting of thresholds of intervention is influenced by moral and 
legal questions, theoretical orientations, knowledge of the impact of maltreatment, as well as 
resource constraints [5]. The thresholds for child protection intervention have lowered with the 
increased awareness of the impact of abuse on children’s developmental outcomes and the increasing 
emphasis on children’s rights. However, some researchers have argued that the definitions of abuse 
applied to families are too broad, exposing families to unwarranted intrusion and investigative 
processes [6]. These dilemmas confront child protection systems internationally and are equally 
relevant to child protection policy and practice in Australia. Responses to abuse and neglect in 
Australia will be reviewed to provide a historical context to the current profile of national efforts in 
child protection policy and practice. 

2. Early Child Welfare Developments 

As early as the mid nineteenth century, state involvement in children and families is evident 
through the establishment of universal schooling, industrial schools and boarding out systems [7]. 
Australia’s child welfare system can be traced to the early period of white settlement. Significant 
child welfare problems emerged in this phase when mortality rates, illegitimacy issues and levels of 
neglect and deprivation were high [8]. The nineteenth century also witnessed the advent of child 
migration, the importation of large groups of neglected children from Britain [9]. A reliance on 
institutional care was a key feature of the state’s response to children of the working classes in the 
1800s. The conditions in institutions under which children lived were harsh. Orphaned, destitute, 
transported and offending children were placed in similar institutions. Alternative ideas to residential 
care emerged around the 1860s as a result of critiques of institutions and reformatory schools, and 
emergence of “family principle” arguments, leading to the development of “boarding out” of 
children to “respectable” working class families [10]. 

Through the 1800s, neglected children were cared for in institutions and forms of family based 
care. Evidence of abuse and neglect of children in institutions and a growing consciousness of the 
significance of family life for children gave impetus to the development of foster care as the 
dominant form of alternative care. During the 1960s and 1970s, arguments for de-institutionalisation 
of care gained support, resulting in foster family care being largely accepted by policy makers and 
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practitioners as best practice. By the late nineties, most states enacted legislation to protect children 
and established children’s courts with care and crime jurisdictions. A number of societies for the 
protection and rescue of children emerged, such as the Victorian Society for the Prevention of 
Cruelty to Children (1894) laying the foundation for developing the non-government sector in child 
welfare. This period also witnessed the antecedents of family support services [8]. 

The state adopted a highly interventionist approach in its treatment of ATSI children and families. 
ATSI children were forcibly removed from their parents to be raised in white families or white 
institutions, and apprenticed to white employers [7,11,12]. 

The prevalence of abuse and neglect has been noted over time. Several writers have documented 
the maltreatment of children throughout Australia’s history. Gandevia’s review of child deaths in 
Melbourne in 1863 identifies neglect and maltreatment as causes of such deaths in 255 inquests. In 
the mid-seventies, there was a re-emergence of interest by the State and media in the incidence and 
severity of maltreatment. Identifying and responding to children who were abused or at risk of abuse 
became a major focus of the relevant State Departments in Australia. With increased identification of 
child abuse and highly publicised inquiries into the deaths of children overseas and in Australia, 
proactive intervention by the state to monitor and protect children became established. 

3. The Australian Child Protection System 

Since the 1970s, the most significant change in the child welfare system has been the concern with 
children “at risk” which has acquired an increasing prominence on an unprecedented scale. During 
this period, Australian state government child protection authorities have assumed responsibility for 
responding to maltreatment concerns. The responsibility for delivering statutory child protection 
services, enacting child welfare legislation and administering children’s courts rests with individual 
Australian state and territory governments. Inevitably, there are variations in legislation governing 
children in need of care and protection and processes for investigating protection cases. The 
legislative framework and policies underpinning child protection systems is different in each state. 
Reports or notifications of alleged abuse or neglect may be made to the respective State Department 
by professionals, members of the community, organizations, parents, relatives or children themselves. 
Such notifications are assessed to determine the degree of harm and the child’s protective needs. 
“Substantiation” of notifications is established when there is “reasonable” cause to believe that the 
child has been, is being, or is likely to be abused, neglected, or otherwise harmed [13]. The threshold 
for intervention varies across state jurisdictions, reflecting varying patterns of responding to reports 
and differing thresholds for what is substantiated. All jurisdictions have introduced “mandatory 
reporting” or the legal requirement to report suspected child abuse. Selected professionals are 
mandated to report in some jurisdictions, whereas in others anyone who suspects child abuse or 
neglect is obliged to report it to the statutory authority [14,15]. 

An overarching child protection national policy is encapsulated in a National Framework for 
Protecting Australia’s Children 2009–2020 developed through a consultative process with states and 
territories and significant stakeholders including children and young people. This framework is 
grounded in the principles of the UN Convention on Rights of the Child and endorsed by the Council 
of Australian Governments [13,16]. 
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The pattern of reporting of maltreatment shows striking increases over time. Across Australia over 
a 12 month period 2012–2013, 272,980 notifications or reports of child abuse were recorded ([17],  
p. 16). This represents a 98% increase in notifications over a decade (i.e., 137,938 in 2001–2002) but 
showing a decline against a peak of 339,454 in 2008–2009 [13]. An estimated 184,216 children were 
the subject of these notifications in 2012–2013, reflecting a rate of 35.5 per 1000 children in 
Australia. Of the total notifications, 45% were investigated progressing to 53,660 substantiations 
following investigation, relating to 40,571 children and constituting a rate of 7.4 per 1000 children 
nationally ([17], p. 16). There were increasing numbers of children in substantiations, on care and 
protection orders, and in OOHC. There was a 29% increase in the number of children who were the 
subject of substantiations, rising from 31,527 in 2010–2011 to 40,571 in 2012–2013 ([17], p. viii). 
Forty-two per cent of children who were the subject of substantiations were from areas of lowest 
socioeconomic status ([17], p. viii). The proportion of “substantiated” cases varied across individual 
states from 31% in Western Australia to 68% in Tasmania [17]. 

The most commonly substantiated forms of maltreatment were emotional abuse (38%), neglect 
(28%) and physical abuse (21%). With respect to sexual abuse there is a substantiation rate of 13% 
ranging from 1% in the Northern territory to 20% in Western Australia. Similarly, variations are 
evident in the substantiation of physical abuse ranging from 8% in the ACT to 27% in Victoria. 
Neglect was the most common category of abuse for children in the states of New South Wales 
(32%), Queensland (42%), South Australia (47%) and the Northern Territory (47%). Differential 
policies on mandatory notification across states are perceived to account for these variations ([17], 
pp. 19–20). In addition to the identification of the primary abuse type placing the child at risk, the 
co-occurrence of primary and other types of abuse are recorded. For instance, where emotional abuse 
was the primary abuse type substantiated neglected co occurred in 32% of cases. Similarly, 
co-occurrences of emotional abuse and neglect (37% and 26%, respectively) were noted in cases of 
substantiated physical abuse ([17], p. 20). 

In terms of children involved in substantiated reports, children aged under 1 year were more likely 
(14.4 per 1000 children) and those aged 15–17 years (3.5 per 1000 children) were less likely to be the 
subject of substantiations—a consistent pattern across all states. Accordingly, most jurisdictions 
have specific policies in place to monitor younger children. In relation to a gender distribution, 51% 
of the children who were subject of substantiation were girls. In all states, girls are more likely to be 
subject of a substantiation of sexual abuse than boys (17% and 9%, respectively) ([17], p. 22). Overall, 
while these data trends might point to a perceived escalation in the incidence of maltreatment, they 
are reflective of an increasing professional and community awareness of the vulnerabilities and 
rights of children, and increased willingness to act on this awareness to protect children. 

There is an over representation of ATSI children in child protection notifications and 
substantiations. ATSI children were eight times as likely to be the subject of a child protection 
substantiation (45.3 per 1000 ATSI children compared with 5.7 per 1000 non ATSI children) ([17],  
p. 25). This disproportionality is explained in terms of the legacy of past highly interventionist 
policies of forced removal, the continuous erosion of ATSI communities, high levels of 
socio-economic disadvantage and Eurocentric perceptions of child rearing practices [18–20]. 
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In Australia, as is the case overseas, child protection systems are reviewed periodically. A major 
driver of policy change has been a series of child abuse tragedies and alleged negligent practice. 
During the 1980s and 1990s, highly publicised inquiries into the deaths of children heightened 
concern about the consequences of child maltreatment and the shortcomings of child protection 
systems. In Australia, state level inquiries into deaths from child abuse of Paul Montcalm [20] 
Daniel Valerio [21] Jordan Dwyer, and Ben [22,23] drew attention to organisational, procedural and 
individual contributory factors involved, and galvanised political support for strengthening child 
protection intervention. Statutory reports and media archives document scandals and errors in 
judgement and management that have exposed vulnerable children to extreme maltreatment and 
even child death [24]. Evidence of community outrage at media accounts of children and young 
people who have been abused physically, emotionally and sexually, or neglected to the point of 
serious impairment, and the apparent inability of the child protection system to prevent maltreatment 
or protect children either in their own families or in OOHC have influenced directions in child 
protection policy. Some commentators have characterised the policy change driven by media and 
community reaction to the ‘worst’ scenarios as ‘quick fixes’ that have the potential to lead the system 
into further crises [25]. Other commentators have affirmed the contribution of the media in effecting 
significant policy change [26]. 

While the development and refinement of child protection systems have brought greater numbers 
of children and families to the attention of child protection authorities, there is a trend of ignoring 
vulnerable families of children in need, until there is demonstrated risk. There have been portrayals 
of the child protection system as being either under protective or overly intrusive [27,28]. The gap 
between notifications and substantiations is large. The issue of what services families receive beyond 
an investigation of abuse, and whether these services are experienced as punitive and controlling is 
raised. Other commentators have drawn attention to the forensically driven responses to child 
protection in recent years, where monitoring and surveillance have dominated and social work with 
children and families is increasingly expressed in legal and procedural terms. The emphasis on risk 
and culpability and the interactions between child welfare workers, police and legal practitioners 
have transformed the discourse into a socio legal one [29,30]. 

The preoccupation with a child protection focus has had wide ranging impacts on service delivery 
to families. The systems and practices developed to respond to the escalating notifications of abuse 
have had implications for responses to children and families generally, not only those who were 
abused or at risk of abuse. Many who met the threshold did not receive the appropriate service, or no 
service at all. Preventative and supportive services for all children and families received lower 
priority. Vulnerable families in need of services were likely to be caught in the net of child protection 
in order to access services. The preoccupation with investigation and validation, and failure to 
engage with families to address their needs have the effect of alienating and deterring families from 
approaching welfare services [4,28,31]. 

3.1. Enhancing System Responses 

Since the mid-nineties, individual states have implemented several system level reforms to achieve 
better child and family outcomes. Some significant components of Australian child protection 
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systems that have developed over the last two decades include central intake systems, differential 
response models, introduction of risk assessment tools and the operation of interdisciplinary and 
interagency collaborative mechanisms. As a means of monitoring and standardising responses 
central intake systems designed to serve as sole points of access for receiving reports of maltreatment 
have been introduced in selected states. Such systems have been implemented to reduce the impact of 
inter office, and inter worker variations in assessing thresholds for intervention. The merits of this 
approach in South Australia is documented in Hetherington [32]. 

Technologies of risk assessment have been another development in Australia with the 
introduction in the nineties of child protection structured risk assessment measures to improve 
consistency of child protection practitioners’ assessments at intake and subsequent case 
management. Individual states have adapted measures from the U.S. or developed frameworks to 
meet the needs of their local context. While the potential benefits of risk assessment tools are 
acknowledged [33,34], a review of the research literature on risk assessment instruments raise 
caution about the limited number of studies examining the properties of these tools, the variability  
in definitions and measures [35], the lack of unanimity in defining concepts of “risk” and 
“maltreatment” [27,36] and the inherent ethical dilemmas in the use of such tools [37]. Other 
commentators draw attention to the importance of distinguishing between risk assessment 
(estimation of likelihood of recurrence of maltreatment) and family assessment (identifying the unique 
constellation of developmental and ecological factors that trigger or inhibit maltreatment [38,39]). 
Importantly, the essential role of risk assessment measures as aids to decision making designed to 
complement practitioner clinical judgement is emphasised [40,41]. 

Another service response evident in a number of states (South Australia, Western Australia and 
Victoria) has been the development of differential response models, designed to offer multiple 
pathways for addressing the needs of children and families. In principle, under differential response 
models families reported and identified as being at low to moderate risk are offered an assessment 
rather than investigation, a non-adversarial response promoting voluntary engagement of families 
without coercive state intervention [42]. In the Western Australian differential response model, cases 
are classified as either a generic child concern report (currently defined as “concerns for child 
welfare”). All reports benefit from a full assessment of risk and need, incidents of severe and 
persistent harm being referred to the child protection team, and other child concerns differentiated as 
requiring family support or no further action. An evaluation of the system concluded it enabled 
focused targeting of severe cases and prioritising of resources [43]. 

The Enhanced Client Outcomes implemented in Victoria represents another model providing 
practitioners with multiple differentiated response options grounded in child-centred family-focused 
practice. The potential of the differentiated response system to facilitate family engagement, and 
interagency collaboration, and promote scope for professional judgement at intake is acknowledged [25]. 
Evaluations of such systems operating in the U.S. note positive impacts in terms of maintenance of 
family safety, reduced child removals, increased access to services and family satisfaction [44]. 
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3.2. Public Inquiries into Child Protection Systems 

Strong public interest in child protection outcomes for children has continued into the 21st 
century. Over the past 15 years, several public inquiries into the operation of child protection systems 
have been undertaken in a number of jurisdictions [45–53]. Advocating further reforms in the 
operation of child protection systems these inquiries have triggered major changes in policy and 
practice in the respective jurisdictions. Individual states have responded to the acknowledged need 
for major system-wide reform in different ways. Some states have embarked on large-scale reform of 
legislation and policy following major inquiries, in order to strengthen child protection and/or 
strengthen family support programs. The emphasis is on promoting safe and stable environments for 
children exposed to parental drug and alcohol misuse, domestic violence, mental health concerns, 
and who are vulnerable to abuse and neglect. Preventive and supportive interventions to enhance 
family and child wellbeing and minimise removal to protective care are revisited in these reforms. 
Some examples of recent programs of significant reform in selected states are cited. 

In the State of New South Wales, the Care and Protection jurisdiction experienced procedural  
and organizational changes following the Wood Special Commission of Inquiry (2008) [46]. The 
so-called “Wood Report” on child protection proposed amendments to the Children’s and Young 
Person’s Care and Protection Act 1998, to reduce the numbers of children entering care, increase the 
use of Alternative Dispute Resolution, limit the power of the Children’s Court to make contact or 
parental visitation orders, and enhance the status of the Children’s Court by appointment of a District 
Court Judge as the head of the Children’s Court. In New South Wales, the “risk of harm” reporting 
threshold was amended to “risk of significant harm” as part of the New South Wales “Keep Them 
Safe” reforms. Child Wellbeing Units (CWUs) were established in major government reporting 
agencies of Health, Education, Family and Community Services and Police in accordance with 
attempts to reshape responses to child protection concerns and provide guidance to staff in determining 
the new threshold of “significant harm”. The newly formed CWUs are intended to facilitate agency 
responses to less serious cases through referral to service systems. These changes have implied a 
greater focus on preventative and early intervention services to address concerns earlier, and reduce 
the number of reports of children at risk. In this context, the “Brighter Futures Program”, an early 
intervention program to support vulnerable families with children 0–8 years (by providing a suite of 
services including child care, parenting programs, home visits, family day care and specific support 
such as brokerage funds to purchase goods and services), received further impetus under the ‘Keep 
Them Safe’ emphasis on shared community responsibility for child wellbeing and child protection. 
Also included are case management services to address vulnerabilities such as domestic violence, 
mental health needs and substance misuse [54]. 

In the State of Queensland, in 2004 the ‘Crime and Misconduct Commission of Inquiry in the 
Abuse of Children in Foster Care’ identified serious failures in the child protection system and 
recommended major reforms, including the creation of a new department (Department of Child 
Safety) focused exclusively on child protection. It also instituted legislative changes requiring that case 
plans be submitted to the Children’s Court as a pre-requisite to the Granting of Care Orders. The 
over-representation of ATSI children and their families in the child protection system received 
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attention through a re-focusing of intensive resources to enhance early intervention and family 
support programs to address risks and challenges confronting ATSI families [55]. 

In Victoria, the legislation (Child Wellbeing and Safety Act, 2005) was amended in 2009 to 
extend the scope of Child Death Inquiries and significant funds were invested in increasing service 
system capacity. In addition to the focus on front end child protection demand, there has been 
enhanced provision of diversionary services through referrals to “Child FIRST” (Child and Family 
Information, Referral and Support Teams) contributing to reduction in numbers of children entering 
care. In 2012, the Protecting Victoria’s Vulnerable Children Inquiry, which had been commissioned 
to investigate systemic problems in the child protection system, initiated an extensive reform agenda 
including child protection, workforce reform, establishment of a child friendly legal system and a 
Commissioner for Children and Young People, and expanded use of Family Group Conferencing 
and ATSI family decision making. In terms of prevention and early intervention, specialist programs 
were initiated to deliver intensive antenatal and postnatal support for vulnerable expectant mothers 
and parenting education, and skill building in parents to prevent the need for statutory child 
protection involvement. 

This overview of child protection in Australia provides insight into the scope of maltreatment and 
evolving statutory responses to the issues. While significant practice reforms have been implemented 
there remain systemic concerns that organisational capacity to carry forward and sustain new 
practice directions is constrained by high caseloads, staff shortages, inadequate staff training and 
supervision and a culture that does not promote autonomy and critical thinking. Whether the 
incidence of child abuse is on the increase or whether there is a greater awareness of maltreatment is 
debated. However, in serious and fatal incidents of abuse there is less doubt that such an event has a 
profound impact on the community at large and the morale of practitioners and their organisations as 
political and public outrage forces reviews of policies and procedures. In such contexts, there has 
tended to be a diversion of resources and worker skills and time to child protection work at the 
expense of a relational and supportive orientation to families. Clearly, in such vital circumstances 
there should be strenuous efforts to avert such occurrences by addressing the implications and 
messages from published reports which have investigated serious cases [24]. 

The discourse of child protection has retained a tenacious hold over child welfare policy 
constraining the development of proactive work with families and children through what Holman 
(1988) refers to as a “family resource model” which encapsulates a range of services including day 
care, respite care, family aides, shared care and income and housing support to be made available to 
all families, not merely the “stigmatised exceptions” [56]. It also stands to reason that the curriculum 
that prepares practitioners for practice with children and families should lay the foundation for more 
effective intervention in this area of practice by addressing models that incorporate a collaborative 
approach between relevant disciplines, that emphasise participatory and empowerment oriented 
approaches to working with children and families, and encourage critical thinking about the 
knowledge base and theoretical orientations used to underpin child protection assessments and 
interventions [57]. 

There is increasing support for a public health response with emphasis on primary prevention. To 
reduce risk and optimise children’s developmental outcomes and safety universal primary preventative 
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services need to be available to all families with additional services targeted to those in special  
need [55,58]. 

4. Out of Home Care 

Integral to Australian child protection is its current out-of-home care (OOHC) provisions for 
children where reports of abuse and neglect are substantiated and who are not able to live at home 
safely. Where child protection concerns and risk to the child are substantiated the relevant Statutory 
Department responds to the child and family with appropriate support services. Regardless of 
jurisdictional differences between the states, in general, in situations where the harm, or the risk of 
harm, is serious or when parents need relief for a period of time, the statutory authorities may apply 
to the Children’s Court for Care and Protection Orders. An overview of the structure and decision 
making processes of Children’s Courts in different states is available in Sheehan and Borowski [59]. 
Care and Protection Orders may vary from highly interventionist orders involving transfer of legal 
guardianship to the State Department; to Third Party Parental Responsibility Orders involving 
transfer of guardianship to a relative or carer; to less interventionist orders such as supervisory orders 
where children continue to be under the custody and responsibility of parents with the State 
Department supervising and monitoring the quality of care [17]. Placement in OOHC is considered as 
an intervention of last resort. When children are placed in care the policy emphasis is on reunification. 

At 30 June 2013, there were 43,136 children on Care and Protection Orders, a rate of 8.2 per  
1000 Australian children. Seventy-one per cent of these children were on Guardianship or Custody 
Orders ([17], p. 33). The rate of ATSI children on orders was 59.2 per 1000 children ([17], p. 43). A 
review of the in care population indicates that at June 2013 there were 40,549 children in OOHC. 
Between 2012 and 2013, 11,341 children entered care, the rate of entry being 7.8 per 1000. Across all 
jurisdictions the rate of children in OOHC at June 2013 ranged from 5.2 per 1000 in Victoria to 11.7 
in Northern Territory ([17], p. 47). The rate of children in OOHC increased between 2009 and 2013 
from 6.8–7.8 per 1000. ([17], p. 55) Of those children admitted to OOHC in 2012–2013, 43% were 
aged under 5 years, 24% 5–9 years, 23% between 10 and 14 years and 11% aged 15–17 years ([17], 
p. 47). The growth in numbers of children and young people in OOHC is explained in terms of 
increasing drug and alcohol use by parents, increasing exposure of children to domestic violence and 
abuse, implementation of policies of mandatory notification, and increase in levels of poverty and 
deprivation in families [13]. The age distribution of children discharged from care is older than that 
of children entering care—a median age of 11 years at discharge against the median age at entering 
care of 6 years. The pattern of discharge reflects children being admitted to care at a younger age and 
remaining there for longer periods ([17], p. 47). 

4.1. Out of Home Placement 

A range of options are available for children who are unable to be cared for by their parents 
temporarily or permanently. These include formal and informal care arrangements. Formal care 
options include foster care with non-relatives, kinship care, adoption, and residential care, the latter 
comprising institutions, boarding schools, small group homes, and youth hostels and shelters. These 
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formal care arrangements are usually authorised and financed by the state and frequently involve 
Children’s Court interventions. The informal care arrangements comprise care by relatives and 
extended family and may be informally negotiated by parents, or formalised by state intervention. 
Such arrangements are frequently referred to as “kinship care”. 

In terms of types of OOHC there has been a substantial decline in residential care. Nationally, one 
in 20 children in OOHC live in residential care, this form of care being used predominately for 
children and young people who have complex needs. Home based care remains the dominant form of 
care accounting for 93% of children in 2011–2012. Of these, 43% are in foster care, 48% in relative 
or kinship care and 3% in other types of home based care ([17], p. 48). The use of kinship care varied 
across states from 23% in the Northern Territory to 56% in New South Wales. The majority of 
children were placed in care for over a year. Thirty per cent were in a continuous placement for  
2–5 years, a further 39% for five years while 18% were in their current placement for less than one 
year. The majority of children (90%) were in care on legal orders ([17], p. 49). 

4.2. Aboriginal and Torres Strait Islander (ATSI) Children in Out of Home Care 

The data on ATSI children and young people in care for the same period indicates high levels  
of disproportionality: namely a rate of 57.1 per 1000 children, and a steady increase since 2009 from 
44.8 per 1000 children. These rates vary across states ranging from 20.7% per 1000 in the Northern 
Territory to 83.4 per 1000 in New South Wales ([17], p. 51). The legacy of the widespread practice of 
removing ATSI children from their families and communities, and the consequences of such 
intervention is reflected in their over-representation in child protection and care systems, a theme to 
be pursued later in this paper. 

5. Permanency Planning: Reunification and Adoption 

Australian jurisdictions have implemented a permanency framework [60], this emphasis being 
reflected in growth of early intervention and family support to prevent entry to care and to facilitate 
reunification with families from care [14]. An exemplar from the State of New South Wales care 
jurisdiction is cited. 

5.1. Care Plans and Permanency Planning 

Once a care application is established in the Children’s Court a care plan is devised by the 
Statutory Department, as far as possible with agreement of the parents or young person, which must 
make provision for: allocation of parental responsibility for the duration of care; the placement 
sought and how it relates to permanency planning; arrangements for contact with parents and 
significant others; agency designated to supervise the placement; services to be provided for the 
child; statement of minimum outcomes to be achieved for safe restoration; services to be provided by 
the State Department, or services that the Court could require other Government Departments or 
NGO’s to provide to the child and family to facilitate restoration; and a statement of the timeframe 
during which reunification should be actively pursued. If restoration is not considered a viable 
pathway, a care plan must propose a suitable long term placement. The most recent amendments to 
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the Children’s and Young Persons Care and Protection Act will bring in significant changes in 
relation to the use of guardianship orders and the use of adoption as a mechanism to reduce the 
number of children in OOHC. Parents of babies under two years of age will have only six months 
from the initial interim orders before the court is able to remove their parental rights by making a 
finding as to whether there is a realistic possibility of restoration of the children to parents. Parents of 
older children will have that decision made by the end of 12 months ([54], p. 47). While policies are 
in place to implement permanency planning, the lack of national level data on patterns of reunification, 
and effectiveness of family preservation services in diverting families and children from care makes 
it difficult to assess permanency outcomes. Australian based research into reunification outcomes 
highlight key issues and trends [61,62] and will be discussed later. 

5.2. Adoption: Local and Intercountry 

As a component of permanency planning, adoption in Australia is not as widespread compared to 
the United States and the United Kingdom. The first adoption legislation in the Commonwealth of 
Australia was enacted in WA in 1896, with similar legislation following in other states principally 
from the 1920s. In the period between 1920 and the mid-1970s, it was common for babies of unmarried 
mothers to be adopted due to social and religious stigma associated with illegitimate births. Inglis 
(1984) suggests that more than 250,000 Australian women have relinquished a baby for adoption 
since the late 1920s. A rise in adoptions from the early 1950s saw a peak in the period between 1970 
and 1972 when there were almost 10,000 adoptions in Australia. Since this peak and from the  
mid-1980s, the rates of adoption have significantly declined and plateaued to a relatively stable rate 
of around 400–600 children per year. During the period 2011–2012, there were only 333 adoptions 
representing a 78% decline in the last 25 years [52,63]. 

This significant reduction in adoption rates coincided with legislative, social and economic factors 
such as, greater social acceptance of raising children outside registered marriage, accompanied by an 
increasing proportion of children being born outside marriage. Increased levels of support made 
available to single parents (e.g., The Supporting Mother’s Benefit introduced in 1973) and the 
increased availability and effectiveness of birth control also contributed to the declining numbers of 
children made available for adoption [64]. Of particular significance to relinquishing mothers is the 
acknowledgement of the disempowerment they experienced in the practice of forced adoptions, and 
the formal National apology on behalf of the Australian people made by the then Prime Minister Julia 
Gillard on 21 March 2013, for the removal of children from teenage mothers at birth, referred to as 
Forced Adoption. 

In addition to local adoption, intercountry adoptions are also pursued. The adoption process for 
intercountry children is strictly controlled, by each state and territory under the relevant state-level 
adoption legislation and by the Australian Government under various Commonwealth Acts [52]. 
Australia has intercountry adoption programs with 13 countries: Bolivia, Chile, China, Colombia, 
Fiji, Hong Kong, India, Lithuania, the Philippines, South Korea, Sri Lanka, Taiwan and Thailand. 
Private adoption arrangements are not supported by state and territory authorities. There were  
149 intercountry adoptions finalised during 2011 and 2012, representing 45% of all adoptions. This 
was a decrease of 66 adoptions, or 31%, from 2010 to 2011 [52]. 
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6. Emerging Challenges in Out of Home Care 

The system of OOHC has been subject to research scrutiny to identify outcomes experienced by 
children, and the practices and policies that underpin its operation. The following review will highlight 
some significant issues confronting OOHC, some unique to Australia, and many consistent with  
the experience of other countries. Major concerns identified surround the extended periods of time 
children spend in unplanned care and the instability they experience through breakdown of  
placements [58,65,66]. A number of studies have demonstrated the low priority child welfare systems 
give to education and schooling and the barriers to educational attainment that children in care 
experience as a result of changes of placement, frequent changes of schools, and also low 
expectations by teachers and carers [67–70]. The evidence of emotional and behavioural problems 
among children in long term care has been found in a number of research studies with the pattern of 
disturbance found to be higher than the general population [71–75]. Studies have also identified that 
young people with an experience of OOHC are significantly overrepresented in criminal justice 
proceedings and juvenile detention and prison populations [46,76,77]. There is also evidence that 
young people leaving the care system are disproportionately likely to experience homelessness, 
unemployment, develop psychological and social problems and become involved in the criminal 
justice system [78–80]. In addition to these overarching concerns, there are a unique set of issues that 
merit specific attention. 

6.1. Abuse in Care 

Of national concern is the long term impacts of living in institutional care [81,82]. The Care 
Leavers Australian Network (surveys of members) refers to harsh punishment and sexual abuse that 
were reported to be common experiences impacting on their current mental health. Currently, 
national concern about how children were treated whilst in “care” has culminated in the Australian 
Government’s Royal Commission into Institutional Responses to Child Sexual Abuse particularly in 
relation to organizations with responsibility for children in their care. While serving as a means of 
gathering evidence, healing and reconciliation, the hearings provide a voice for those who have 
suffered maltreatment and victimisation in systems designed for their care and protection. Besides 
publicly acknowledging errors of the past, the evidence emerging from the hearings should inform 
policy and practice to enhance the safety of current systems [83,84]. 

6.2. Aboriginal and Torres Strait Islander Children 

The continued over-representation of ATSI children at all levels of the child protection process 
and in the care system is a major challenge and a matter of continued national concern. The need for 
special attention to policy and practice in relation to these children is reflected in the Aboriginal 
Child Placement Principle now entrenched in legislation. It emphasises a preference for placement 
with ATSI people who may include the child’s extended family; its ATSI community; or other ATSI 
people in that order of preference. 

Entrenched problems of poverty, racism, social exclusion, lack of resources and reluctance of 
white welfare authorities to accept differences in family structure and child rearing practices between 
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ATSI and non-ATSI societies have contributed to the continuing over-representation of ATSI 
children in care. There has been slow official recognition of the significance of Aboriginality to 
ATSI people and the significance of this for child protection and OOHC policy. While principles of 
self-determination are being acknowledged and policy changes have occurred such reforms are 
perceived by the ATSI community to go only some of the way towards ATSI self-determination [18,85]. 
A formal apology was made by the then Prime Minister Kevin Rudd on 13 February 2008 for  
the removal of ATSI children from their birth parents, described as The Stolen Generation.  
Tilbury et al. [86] argue for a critical review of the professional knowledge underpinning child 
protection practice with ATSI families and advocate the use of context specific knowledge 
developed from the diverse perspectives of ATSI families and communities. The “Closing the Gap” 
targets to address child mortality and enhance early childhood education and educational attainment 
for older children and reduce the gap in health and employment outcomes for ATSI populations [87] 
is a pivotal national strategy to address the disadvantage ATSI children and young people experience 
on a broader front, and minimise their vulnerability to the trauma of involvement in the child 
protection process. 

6.3. Training and Support for Kin and Non-Kin Carers 

Foster carers are required to fulfil a unique and challenging role in caring for vulnerable children 
who have been removed from their biological families. They play a pivotal role in the child’s 
ongoing development and long term outcomes. Foster families play a significant role in minimising 
the harm done to a child by their removal, and in children being reunified with their families of origin, 
or by establishing a nurturing permanent family. To accomplish these goals the issues of recruitment 
assessment and training have assumed significant focus [37]. In recent years, there has been an 
exponential increase in the number of children entering care, and a decline in the availability of 
carers. This situation has triggered considerable research into the challenges of caregiving and the 
need for policy that supports better training and support for all carers. There are different types of 
care that are utilised—short term crisis care, long term care, respite care and kin care—each type 
requiring different skills and levels of support [88–90]. 

While caring for children can be rewarding, the stressful nature of caring for foster children who 
often have behavioural difficulties, the challenges of working closely with biological parents and the 
potential threat of allegations of abuse must be acknowledged. Ongoing support and appropriate 
training for carers is crucial in ensuring high standards of care for children [91–93]. Parenting foster 
children involves challenges that are different from parenting of birth children. There is a need for 
support and training for carers around issues of managing children’s emotional and behavioural 
problems. Where children have experienced abuse and neglect in their families, foster carers and 
residential staff can benefit from training to recognise and deal with the effects of such maltreatment 
on children’s relationships with them. 

There is increasing use of kinship or relative care as the need for OOHC placements escalate and 
the pool of available foster carers and residential care placements is stretched. The increase in parents 
affected by drug use and escalating reports of maltreatment have led to rising numbers of children 
placed formally or informally within extended family [15,94,95]. The perceived benefits are maintaining 
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continuity of family relationships and preservation of cultural identity and sense of belonging, 
greater access to birth parents and promoting attachment and ensuring young people who leave care 
are not isolated. The Aboriginal Child Placement Principle supporting kinship care enables maintenance 
of ATSI children within their cultural community networks. Despite the positive benefits of 
continuity, stability and wellbeing, the potential for continued abuse by parents and family members 
whilst in kinship care is not to be overlooked. There are further concerns identified in national and 
international studies. Kin carers, despite becoming part of the child welfare system, are known to 
receive minimal formal support, preparation and recognition for the challenging caretaking roles  
from the Statutory Authority [96,97]. A number of studies have shown that kin carers and foster  
carers in general are poorly supervised, receive fewer support services and little training and 
preparation [91,98–100]. Berrick [101] draws attention to the fact that kin carers are 
socioeconomically disadvantaged relative to non kin carers. The children in kinship care are 
disproportionately from ATSI communities who experience high levels of socioeconomic disadvantage 
resulting in a two tiered care system, each funded, supervised and supported differentially by  
state authorities. 

6.4. Listening to Children 

There is increasing recognition of the need to enhance participation of children in the services 
they receive. Participation by children in matters which affect them is a reflection that children as 
individuals have views and opinions which cannot be represented by parents or professionals. The 
past decade has seen changes to legislation which place specific statutory duty on Community 
Service Departments to ascertain the wishes and feelings of the child, and to take these into account 
when making decisions. Such legislative provisions are only the first step. The day to day practice of 
involving children and ensuring their voices are heard and taken seriously will need continuing 
commitment on the part of practitioners and policy makers to the philosophy of working in 
partnership with young people. 

Children’s participatory rights have been enhanced by the establishment in Australia of the 
CREATE Foundation an advocacy organization that seeks to engage and empower young people in 
participating actively in decisions which affect their lives. A significant contribution comes from the 
series of Report Cards of the CREATE Foundation which draw attention to children and young 
people’s experience of multiple placement changes, their marginal educational outcomes and their 
frequent alienation from birth and extended family networks. The 2013 CREATE Report Card [76] 
presents the views of 1000 children highlighting their desire to have stability in their care experience, 
to receive consistent support from care staff and caseworkers, to achieve in education and to participate 
actively in decisions that affect them. Further impetus for recognition of the voices of children and 
young people is also seen in expanding research undertaken in Australia and overseas [90,102–105]. 
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6.5. Birth Parents 

When children are taken into care there is little evidence of ongoing work to support birth parents. 
Several writers have alluded to the marginalisation and disempowerment parents experience when 
their children enter care. Families who are single parents on low incomes and who experience 
significant hardships in terms of food and housing insecurity are at high risk for child welfare 
involvement [19,101,106]. There is a view that it is the very poor who are the subject of notifications, 
surveillance and coercive interventions, essentially the same population strata which historically 
have been recipients of child welfare services, and that their circumstances derive from inherent 
inequalities in the social structure [107–109]. Child neglect continues to be the predominant concern 
and the subject of child protection interventions which in the context of growing inequalities and 
dilemmas about the nature of state intervention in relation to disadvantaged families, including ATSI 
families, raises several concerns. 

Most parents present with multiple and co-occurring problems that lead to maltreatment of their 
children. Frequently, precipitating factors include substance abuse, physical and mental illness, 
domestic violence, financial and housing problems and social isolation. The increasing number of 
drug using parents poses a major challenge to child protection workers. There is increasing recognition 
that substance use is associated with other circumstances including mental health problems and 
domestic violence. This prompts realisation of the need for integrated programs to address substance 
use and its triggers [110]. Facilitating parents in accessing the full continuum of services and 
integrating them into the overall case plan is crucial to resolving concerns to ensure safety of the 
child and eventual reunification. 

While children are in care, birth parents require support in maintaining contact with their children 
in the interests of continuity and fostering the child’s identity. The level of contact maintained 
between children and their birth families and its effect on children’s outcomes has been emphasised 
in research studies [104,111,112]. Research suggests structured contact between the child and their 
birth family provides ongoing benefits for the child while living away from home. The emphasis is 
on an “inclusive” approach to maintain children’s connectedness to birth and extended families, to 
foster identity and continuity [111]. Higher levels of identification with birth parents have reinforced 
foster family attachment and self-esteem. Caseworkers play a major role in supporting all parties 
concerned in facilitating parental, sibling and extended family contact [111]. 

A child may remain in long-term care or be adopted and still remain connected to his or her 
parents through such contact [113]. Birth parents are to be considered an integral part of the care 
team for many reasons: their involvement helps the child’s adjustment; through exposure to parenting 
approaches of foster carers or care staff they acquire the skills needed to respond to their child’s 
needs; while enabling them to work toward reunification [61]. Based on the international evidence 
on supporting maintenance of children’s links with their birth families, this is an important area of 
practice to be developed and enhanced. 
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6.6. Reunification 

Child Welfare Services, in addition to providing protective OOHC when a child’s safety and 
wellbeing is threatened, emphasise reducing the length of time children are in care and working 
towards reunification, or return home to parents [60]. Reunification is posited as an overarching goal 
of out of home services in state legislation. A body of international and Australian research has identified 
important predictors indicating reunification to be most probable in the early months after entry to 
care [61,62,114]. Child and family characteristics including age, minority status and family disadvantage 
and placement type have also been found to influence reunification outcomes [115–118]. 

The findings from research highlight the need for a prioritisation of resources to support expedient 
reunification given the potential for children to return in the early months after entry to care. These 
studies also highlight the need for reunification practice to respond to address the systemic and long 
term entrenched social and economic disadvantages that many families face through provision of 
housing, income support, child care and health care. This entails a proactive and planned approach to 
reunification accompanied by a package of integrated services and comprehensive parenting support. 

6.7. Transitioning out of Care 

The challenges experienced by young people leaving the care system have received wide attention 
in research and policy. Evidence from research suggests they confront major difficulties in securing 
educational, vocational, housing, employment and other opportunities integral to their transition out 
of care. Australian studies have documented their severely reduced life chances noting they are more 
prone to experiencing substance abuse and mental health problems, marginal educational and 
employment outcomes, homelessness and becoming parents at an early age [70,76,79,119,120]. 
There is international consensus that young people from the care system should be supported beyond  
18 years of age and have a right to be cared for into their early adulthood [80]. While policies and 
programs to support leaving care exist in different states, there is concern that they are discretionary 
and not mandatory, and do not go far enough to respond to this vulnerable group of young people. 

7. Conclusions 

This article has reviewed the nature of child welfare practice and the ways in which the state 
responds to children and families. Child protection systems and family support practice are constantly 
evolving and statutory interventions have far reaching consequences for children and families. The 
expanding concepts of child protection and protective care, and an accompanying body of research 
have reinforced the recognition of the need for permanency in children’s lives through supportive 
care in the environment of their families or through stable OOHC. Responding to children’s needs 
for safety permanence, and importantly, overall wellbeing entails child welfare systems, partnering 
with other service delivery systems which are outside the parameters of the child welfare system 
including physical and mental health, education and early childhood services; advocating for 
children; and helping families secure the services their children need around specific developmental 
periods, as Wulczyn et al. (2006) argue that children’s wellbeing embraces a broader concept, and is 
influenced by factors that extend beyond the remit of parents and carers [121]. The reinstatement of a 
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push for a family service orientation with greater emphasis on preventative services and early 
support to families is indicative of a desirable shift from a dominant focus on child protection to 
promoting children’s welfare and wellbeing through family support and a multipronged approach. 
Drawing on the typology of responses to child maltreatment developed by Gilbert et al. [122], 
Australia’s child protection systems represents a mix of the child protection orientation, the family 
orientation and the child focus orientation. However, the balance of these individual dimensions and 
the ascendancy of particular orientations are impacted by political and economic contexts. The 
balance shifts with legislative amendments often triggered by child death inquiries and associated 
media coverage, and budgetary constraints. 
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Dealing with Risk in Child and Family Social Work:  
From an Anxious to a Reflexive Professional? 

Eline Vyvey, Rudi Roose, Lieselot De Wilde and Griet Roets 

Abstract: The rhetoric of risk has become a prominent issue in the field of child and family social 
work. As a consequence, an emerging politics of fear has re-oriented this field towards managing, 
controlling, and securing social work practice against risk, rather than responding meaningfully to 
the needs and concerns of children and families. In the available body of research, it is argued that 
this general tendency creates “anxious” professionals. As a response, different scholars refer to the 
need to “speak back to fear”. In this article, we analyze this claim in the context of a currently ongoing 
large-scale policy reform, named Integrated Youth Care (IYC), in the field of child welfare and 
protection in Flanders (the Dutch speaking part of Belgium). The debate on dealing with risk is often 
limited to an organizational and methodological discussion. We assert that we should reorient this 
debate and make a plea for a radical approach of applying a welfare perspective in child welfare 
and protection.  

Reprinted from Soc. Sci. Cite as: Vyvey, E.; Roose, R.; de Wilde, L.; Roets, G. Dealing with Risk in 
Child and Family Social Work: From an Anxious to a Reflexive Professional? Soc. Sci. 2014, 3, 
758–770. 

1. Introduction 

The concept of risk recently received a lot of attention in human services management, frontline 
practice, and the social policy domain of child and family social work [1–4]. There is an emergent 
consensus in research on child and family social work that there has been a shift in emphasis across 
the Western world from child welfare to child protection, with a great deal of time being absorbed by 
the investigation of alleged abuse [5,6]. In different countries, the major impetus for this focus on 
risk in social work is rooted in political and cultural responses to tragedies (in particular, cases 
involving extreme negative outcomes for children). Over the last few years, an exponential growth of 
policy focused on children and young people has emerged. Especially in the UK, a public concern 
emerged due to the death of Victoria Climbie, an eight-year-old girl who was abused by her 
guardians despite family contact with a large range of health, welfare, and child protection services. 
The death of Peter Connely (named “Baby P”) is another high profile case [7]. At the time of his 
death at the age of seventeen months, he had a broken back and some fifty injuries, even though the 
social worker saw the child on a home visit four days before he died [8]. This preoccupation with 
risk, however, is not just a “British disease” [7]. Inquiries into the fatal abuse of children have recently 
also taken place in other European countries, for instance in the Netherlands. In 2004, the 
three-year-old Savanna died in the Netherlands after a long period of serious abuse mainly by her 
mother, despite being under the supervision of child protection services. This case led to the 
prosecution of the frontline social worker who was charged with supervising Savanna. The death of 
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Savanna impacted Dutch society deeply, and therefore, referral is made to the “Savanna effect”, as 
several changes in child welfare and protections policy and practice were made with the intention of 
making earlier interventions by child protection workers possible in families. The responsibility for 
such cases was not only attributed to the actual abusers, but also to the agencies and professionals 
who had failed to prevent such outcomes [9]. In some countries, these cases even led to official 
inquiries into professional practice after child abuse tragedies. The main aim of these inquiries was to 
improve child protection in order to reduce the risk of more infant casualties [10,11]. 

As a result, these tragic cases of child abuse and neglect strengthened the idea that risk should  
be perceived in negative and fearful terms, rather than in positive terms [12]. This solely negative 
approach to risk can, according to the authors of this article, have a deep impact on professional 
practices, as the climate of fear affects professionals who work with the children and families that are 
considered to be at risk [13,14]. Consequently, social workers fear for their physical and mental  
well-being, for being blamed when things go wrong, and for an undermining of the integrity of their 
profession. In that sense, this culture of fear, as cultivated by society, can drive frontline workers to 
become anxious professionals [15]. As such, perceiving risk in more positive terms as an impulse for 
change and opportunities seems to have disappeared in social work. These issues tend to create moral 
dilemmas, which undermine social work’s capacity to respond meaningfully, purposefully, and 
creatively to risk situations [16]. Fear, panic, and the need to control have overtaken and undermined 
discussions about the courage and creative thinking necessary to take risks in social work practices [2]. 
Therefore, it is argued that social work must “speak back” to the culture of fear. Since notions of 
risk operate as powerful discursive constructs for shaping social work knowledge and practice in 
child welfare and protection, Stanford [17] suggests that it is necessary to explore the ways in 
which social workers can “speak back” to the “culture of fear” that is engendered by the rhetoric of 
risk as an integrated dimension of social work practice. In that vein, social workers need to 
understand that the profession inherently involves risk-taking, and consequently, there is an urgent 
need for reflection on the way social workers can act in meaningful ways when attending to 
risk-related matters during their interventions [17]. In this contribution, we discuss the idea of 
speaking back to fear in the context of a currently ongoing reform, named Integrated Youth Care, 
in the field of child welfare and protection in Flanders (the Dutch speaking part of Belgium). 
Although child and family social work in Flanders still focuses on elements of child welfare, the 
focus on risk and on elements of child protection, an orientation characterized by a primary concern 
to protect children from abuse, recently became increasingly dominant. While social workers may 
support a child welfare orientation in practice [18], this holds the risk of strengthening professional 
and organizational anxiety in managing child protection risks, whereby bureaucratic and defensive 
practices prevail [19].  

In this contribution, we first look at historical dimensions of risk, and more in particular at the 
notion of the “child at risk”, as an ambiguous social construct, since there are lessons to be learned 
from the ways in which the notion of the “child at risk” has changed as an ever-evolving concept in 
child welfare and protection practices. Second, we link the notion of risk to the debate about a child 
welfare or child protection perspective. Third, we discuss these different approaches in relation to the 
reform of Flemish practices concerning child welfare and protection, which is called “Integrated 
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Youth Care”. Although child and family social work is driven by a child welfare approach, 
Integrated Youth Care also adopts an increasingly prominent protectionist approach. Fourth, we 
argue that different underlying assumptions are at stake in the policies and practices of Integrated 
Youth Care in dealing with risk: the logic of risk avoidance and the logic of risk taking. We conclude 
with some reflections, arguing that the dominant discourse on risk requires reflexive rather than 
anxious professionals. The anxious professional works according to the logic of risk avoidance, 
implementing an approach in which social workers try to avoid risks rather than maximizing their 
engagement towards complex situations, which is typical for the reflexive practitioner, who works in 
the vein of a logic of risk-taking. Finally, we argue that speaking back to fear demands a radical 
welfare approach in child and family social work with children, youngsters, and their families.  

2. Risk as an Ambiguous Social Construct 

Child and family social work in Flanders (the Dutch speaking part of Belgium) has recently 
been reformed into a system of Integrated Youth Care (IYC). In this reform, a stronger attention for 
risk is coming to the fore. This is in line with development in many Western welfare states, as a 
much closer concern emerged recently about what causes harm to children, indicating a renewed 
interest and priority given to social work in the field of child welfare and protection to intervene in 
alarming situations [20]. The rhetoric of risk, however, is not a new or particularly 21st century 
phenomenon, because growing up has historically been linked to the specific dangers and threats 
that young people could either be subjected to (“being endangered” or “at risk”) or pose themselves 
(“being a danger” or “a risk”) [21]. The specific term, “children at risk”, pops up for the first time 
in the first half of the 20th century, although the origin of the discourse is even older. Most authors 
situate the birth of the “child at risk” at the beginning of the 19th century in the realm of an increasing 
interest of philanthropists, who paid special attention to the marginal position of the child from 
lower societal classes. In the spirit of that age, attention went primarily to children who grew up in 
misery, desolation, and neglect, and who were regarded as morally endangered [22,23]. This kind 
of upbringing would allegedly provide a so-called breeding ground for socially deviant behavior 
and juvenile delinquency. As a result, different kinds of solutions were considered to save these 
so-called “gangs of unsupervised children”, such as orphans, foundlings, and abandoned children [23]. 
As such, a public concern emerged to protect society, as well as these “children at risk”. The underlying 
assumption implied that children at risk needed to be protected against their so-called “dangerous” 
and “irresponsible” parents, based on a legal ground of “child protection”, by removing them 
(temporarily) from their parents [22]. This tendency to speak of children and families as being “at 
risk” led to a climate in which the legitimacy of government intervention would be broadly 
accepted [24]. 

Despite the widely acclaimed improvement of our standard of living during the last century and 
countless interventions, we find that the group of “children at risk” has not “resolved” itself. On the 
contrary, in the present day, we observe a countless number of potential risks that children and young 
people can pose or be exposed to. In this context, the sociologist Turmel [25] refers to an important 
shift within the “risk discourse”: from the potential delinquent child as the encapsulated form of the 
“child at risk” towards the “normal child”. He argues that this process started at the end of the 19th 
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century and entails an intensive search for methods, procedures, and techniques to observe children 
and to register the collected data, on an increasingly professional and scientific level [26]. Under the 
influence of two key processes in the domain of education and child rearing, technologization and 
professionalization, the notion of the “normal child” (as in the average child), became gradually 
more central in the course of the 20th century. Therefore, the initial hope of reducing the number of 
at risk children fades away, since the group only grows: the criteria for determining when a child is or 
is not at risk expands, and new categories leading to new risks and risky situations occur. In 
international circles, the notion of the “child at risk” is currently considered as a strikingly ambiguous 
and ever-evolving concept [27]. We see risks and dangers everywhere against which we must protect 
children and young people. As Dekker ([24], p. 18) asserts, “we can easily speak of ‘the century of 
the child at risk’ since ‘the history of children at risk is a story of expansion. It is a story of the birth 
time and again of new categories of children at risk together with new measures and institutions to 
tackle these new risks’”. As a result of these developments within the field of child welfare and 
protection, the assumption is raised during the 20th century that any problematized deviation from 
the norm would be a manageable given. The assumption strongly lives that we can and should 
unravel any risk, which is calculated on the basis of a set of abstract factors [28]. A so-called “control 
illusion”, or what is often called “the scientification of risk” [23], implies that technological advances 
and the deployment of experts make it feasible to control every risk. The result is an excessive 
collective astonishment when something goes wrong after all. This urge for risk management seems 
widespread. As Guldberg ([28], p. 85) writes, “once overworrying is institutionalized, the list of 
potential problems facing children goes on and on”. In that sense, today’s prevailing moral panics 
regarding children and young people have never been so excessive, and several authors emphasize 
that we currently live in a true “culture of fear”. She [28] states in “Reclaiming childhood” that we 
live in a “safety obsessed culture,” in which the “better safe than sorry idea” is ever-present, and 
prevention and control accordingly are keywords in mitigating all possible risks. Hence, in light of 
the reform of youth care in Flanders, it is important to keep in mind that the notion of the “child at 
risk” is extremely complex and ambiguous, since it can be considered and constructed in radically 
different ways in child welfare and protection practices [20,29,30]. As Parton ([31], p. 855) asserts, 
“new and sometimes competing ideas about risk to children and the best ways of addressing these” 
are currently at stake. This construction process might involve major challenges to professional (risk) 
assessment and intervention [17,30]. As Hood ([30], p. 6) asserts, the current concern that families may 
be a locus of risks to children “obviously puts great pressure on assessment and decision making; 
making the wrong prediction about what will happen can have tragic consequences”. 

3. A Child Welfare or Child Protection Perspective 

In the field of child welfare and protection, several authors [18,32,33] have identified differences 
between child protection and child welfare orientations. From a child protection perspective, the 
focus typically lays on investigative procedures to legitimize rather intrusive interventions, whereas, 
from a child welfare perspective, problems are located in the broader social context in order to realize 
child welfare [34]. In relation to the issue of dealing with risk, the child protection perspective gives 
priority to protecting children against abuse. The goal is to prevent damage to children, and to reduce 
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the risks of harm. Social work practice therefore is defined mainly as an investigation, conducted to 
detect potential harm in family life situations. By contrast, a child welfare approach is “characteriszd 
by a tendency to understand acts, or circumstances, thought of as harmful to children, in the context 
of psychological or social difficulties experienced by families” ([18], p. 934). 

In the Belgian context, this child welfare perspective is firmly rooted in social policy, in which 
child welfare and protection are perceived as a “comprehensive array of policies that form a 
pyramid” ([35], p. 205). From an organizational perspective, this is manifest in a range of 
interventions; from a broad array of indirect preventative child welfare services (such as a range of 
family support oriented services) to, at the top of the pyramid, more specific and reactive child 
protection services. Hence, a leading principle in child welfare and protection in Belgium is 
subsidiarity, “which basically refers to the idea that more investments at the base will reduce the need 
for interventions at the apex” ([35], p. 205). As such, the child welfare perspective in services is 
strengthened in order to prevent the intake of children and youngsters in the system of child 
protection services [33]. The rationale is that child protection services and practices are seen as 
more intrusive and expensive than the services and practices that are underpinned by this child 
welfare perspective, and therefore should be avoided where possible [34]. In the context of the 
large-scale social policy reform of Integrated Youth Care, entering child protection services is 
currently only possible through two specific organizations, which function as gatekeepers (since 
they have the mandate to intervene in a more mandatory way or to make references youth judges): 
the Youth Care Offices and the Confidential Centers for Child Abuse and Neglect. The Youth Care 
Offices provide support to social workers in cases of risk situations and the Confidential Centers 
for Child Abuse report and investigate particular suspicions of child abuse. In these practices, the 
concept of “societal necessity” is introduced as an underlying ground that legitimizes intervention. 
Dealing with societal necessity means coping with alarming risk situations or environments when 
someone feels the need or formulates the expectation that youth care is exigent for the minor and/or 
his family [35]. 

Although one might argue that child and family social work is principally driven by a child 
welfare logic, it is equally valid to observe that a mainly protectionist approach has been implemented. 
First, welfare-oriented organizations in the field of child welfare and protection are driven by a logic 
of prevention, in a sense that these organizations are oriented towards the prevention of the use of 
social service delivery itself, rather than towards preventing social problems and the broadening of 
social support (e.g., housing, poverty work). The prevention of child protection interventions in 
Belgium has been historically a key idea in the development of the child welfare and child protection 
system and has become more influential during the latter half of the twentieth century, so that scarce 
welfare state resources could be directed to where, in theory, they were most needed. While hoping 
to make the child protection system redundant and residual, social policy also aimed to reduce the 
number of referrals to non-directly accessible child protection services [22]. Hence, although the 
welfare approach is still very dominant in the policy framework, this welfare approach is very much 
driven by a logic of protection. Thus, child welfare organizations perform their functions from a 
negative perspective that prioritizes the prevention of more intrusive interventions, rather than the 
provision of support [30]. 
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4. Integrated Youth Care 

This preventative rhetoric of risk recently acquired a central role in the framework of Integrated 
Youth Care. This is a cross-sectorial policy program of the Flemish government, which aims at a 
coordinated approach for helping troubled children and young people and their families [36,37]. 
This reform resulted from the activities of a Parliamentary Ad Hoc Commission on Youth Care 
during 1998. As the result of this think tank, it was stated that the fragmentation of child protection 
and child welfare services, reflected in the striking gaps and overlaps in the provision of services, 
was leading to conspicuous ineffectiveness and inefficiency. Launched as a large-scale policy-driven 
organizational reform of child and family services in the Decree on Integrated Youth Care of 2004, 
the development of Integrated Youth Care required the inter-sectorial reorganization of a wide 
diversity of ambulant, as well as residential, welfare services for children and youngsters (0–18 
years-old), covering seven different sectors, to improve the effectiveness and efficiency of child 
and family services [38]. The central aim of Integrated Youth Care was summarized as “rendering 
an integrated assistance to the minor and/or the minor and his/her relatives to safeguard their scope 
to develop and to improve their well-being” ([39], p. 11). As such, social policy makers decided to 
aim at organizing the existing supply of social work services into clear-cut “modules”, which 
define what services and organizations do, how they do it, and for whom [40]. This is directed at 
the realization of a transparent and inter-sectorial joining-up of networks of social service delivery 
to serve customers, based on the establishment of a flexible and demand-driven integration of 
social work modules in service delivery. This organizational reform also stipulates that the 
activities of different child and family services are geared to each other, in order to cover existing 
gaps and to prevent overlaps in service provision [41]. 

In this reform, child welfare organizations are urged to take more responsibility in risk situations. 
In the social policy framework of Integrated Youth Care, “risk” is “a situation that threatens the 
development of a minor because his mental, physical or sexual integrity or that of one or more 
members of his family is affected, or because his emotional, moral, intellectual, and social development 
opportunities are threatened, which make youth care socially necessary” ([41], p. 133). From this 
perspective, prevention is likewise focused on the individual child rather than on preventing or 
tackling broader social problems [42]. 

5. Dealing with Risk: The Beginning or the End of Dialogue 

Hence, in the framework of Integrated Youth Care, child welfare and child protection workers 
are increasingly required to deal with complexity and risk, and are increasingly required to make 
decisions about potential threats as “risk positions individuals and governments and citizens  
in relationships dominated by suspicion, and attitudes and moralities of protectionism and 
responsibilization as an inherent part of their job” ([17], p. 1066). In that light, risk assessment and 
management have become part of ongoing processes of professionalization in the complex world of 
child welfare and protection [43]. Given increased demands for public accountability, approaches to 
risk assessment and management currently vary between standardizations, technical and diagnostic 
tools, checklists and procedures, and more qualitative, open-ended, and dialogic ways to assess and 
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interpret the potentiality of risk [44]. However, as mentioned in the introduction, there is currently 
no clarity about the question of how social workers can act in meaningful ways when considering 
and dealing with risk in their interventions, and how they can possibly “speak back to fear”. As 
such, how social work in Integrated Youth Care will deal with risk and which kind of logic will drive 
them is an important issue: one may adopt either a logic of risk avoidance, where accountability for 
what social workers are doing is situated outside practice, or of risk taking, where accountability 
for what social workers are doing is positioned within the practice [45].  

5.1. Risk Avoidance: The End of Dialogue 

It is stated that the contemporary societal obsession with danger and risk minimization [13]  
has reoriented social work towards managing and securing their practice against risk, instead of 
responding meaningfully to the needs of children and families [17]. Whilst much of the practice of 
professionals in child and family social work is necessarily based on the development of a mutual 
understanding and trust through client contact, the assumption of risk has resulted in an expansion 
of risk management practices. Management systems develop regulatory systems and routines intended 
to standardize practice and thereby limit variations in practice [46]. Most of these strategies are 
based on a restricted approach to risk that emphasizes hazard assessment and safety issues. There is 
limited evidence of broader integrated approaches to risk management [2]. The practice of risk 
control changes the type and nature of child and family social work from one of trusting relationship 
built over time to technological interventions characterized by risk-based classification, assessment, 
and short-term intervention [14]. The shift towards social work as a possible instrument of 
surveillance and control can also be situated within a changing discourse on responsibility. In 
neoliberal contexts, responsibility tends to evolve as a downward spiral [47], as it is increasingly 
shifted from the state to the individual [48]. In this development, “more responsibility for the 
individual (citizen)” rather needs to be interpreted in terms of a responsibilization of the individual 
in which the conditions of being responsible are clearly formulated by the state [49]. The state 
defines a social problem, and the individual is expected to play a central role in the solution for that 
socially constructed problem. Who is not willing to be “responsible”, will be forced (and even 
punished); who is not able to be “responsible” will be helped. In this, the state presents itself as a 
companion of the individual (citizen), but at the same time it defines what needs to be regarded as 
responsible behavior [50]. The security that risk technology suggests is seductive [44]. However, if 
we look at risk and danger in such a defensive way [51], accountability for the actions of social 
workers is placed outside the concrete situation, because these risk assessment instrument reduce 
decision-making options and minimize discretion [43]. The growing trend to establish tools, 
procedures, and protocols seem to indicate that social workers can resolve the complexity that is 
typical for social work and can protect themselves against radical criticism when things go wrong 
with children in families. Important in this context, however, is the awareness that an anxious 
professional remains a powerful professional: his fear drives the policy space into a risk avoiding 
direction [15] and paradoxically, “risk avoidance carries the danger of creating new risks, both by 
heightening social workers’ anxiety and vulnerability, and by prompting them to identify new areas 
of risk in users’ lives, which can lead them to adopt a more controlling approach” ([45], p. 227). 
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5.2. Risk Taking: A Starting Point for Dialogue 

Social workers might also deal with risk more reflexively [30,49,52]. Here, accountability for 
the ways in which social workers are dealing with risk is judged on the basis of the engagement of 
social workers in the concrete situations in which they intervene. “Rather than try to calculate the 
incalculable, social workers need to regain their former status as experts in uncertainty” ([45],  
p. 228). This implies that social workers do more than implement a strengths-based perspective and 
organize a dialogical assessment. For instance, to objectify risk situations in Integrated Youth Care 
in Flanders, a methodology is promoted that aspires to objectify “risk security”: Signs of Safety. 
This so-called “objective” diagnosis is seen as a prerequisite for good care. Nevertheless, this 
assumption is not necessarily evident. First of all, proper care does not inherently coincide with the 
quality of the diagnosis, but also depends on the quality of the engagement towards young people and 
their families [21]. Second, child welfare work is about commitment, being present, and the 
development of a shared responsibility of social workers and parents [30]. This also involves the 
engagement to challenge the dominant risk discourse and to question one’s own constructions and 
ideas. According to this approach, risk assessment is viewed as a starting point for dialogue instead 
of an end of dialogue. According to McLaughlin [13], risk assessment in social work is not a 
precise actuarial model in which the probability of unwanted outcomes can be precisely determined. 
It goes beyond that. Each individual is also influenced by their interactions with the organization in 
which they work and the wider society in which they live [13]. Most risk instruments ignore the 
importance of moving beyond procedures to examine the detail of how practitioners enact risk 
technologies [53]. According to Ferguson [8], realizing high quality in child protection involves the 
skillful management of actively engaging with children and their environment. The relational 
aspect of practice creates a range of practical and moral dilemmas that are difficult to systematize [48]. 
Hence, while professionals are concerned about hazard and harm, they also recognize the need for 
risk-taking [2]. This implies that the possibility of error and mistake, and also of public debate, 
about the assessment of risk is essential on an organizational as well as on an inter-organizational 
level in social work services, because even mistakes—which are often kept hidden—can serve as 
an opportunity to learn. As Roose [54] argues “social workers need space to make mistakes and the 
opportunity to have open-minded discussions about these mistakes because, paradoxically, in many 
cases, it is the only way to develop a responsive approach to the client and to enable social workers 
to find new ways to face the complexity of problems. The irony of situations, and particularly of 
mistakes, might enable social workers to consider mistakes as a point of departure for further 
actions” ([54], p. 12).  

5.3. An Example: The Use of Consultation 

As an example of the different perspectives that social workers can develop in dealing with risk, 
we refer to the role and use of the practice of “consultation”, as one of the core missions of the 
Youth Care Office in Flanders. The main aim of the Youth Care Office is to provide consultation to 
social workers and youth care services in risk situations, where social workers no longer feel 
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comfortable in dealing with situations of risk within their own practice. Hence, they can ask the 
Youth Care Office for support and advice in dealing with the situation [25]. 

We notice in practice that social workers make use of this possibility of consultation in different 
ways. Some use it defensively [51]. This practice is sometimes used, for example, in the hopes of 
legitimizing the ending of the engagement towards the situation and the passing of the case to other 
social work services [21]. Thus, accountability is placed outside the concrete situation as the end of 
dialogue [43,45], as the demand for a consult is mainly used to prevent the possibility of error [55]. 

Consultation is, however, also used in more reflexive ways, aimed at broadening the engagement 
in situations of risk [30,49,53]. Here, accountability is placed inside the concrete situation and the 
perception of a situation as risky is viewed as a starting point for dialogue. Social workers accept 
their responsibility for risk taking and have a great commitment to each specific situation, including 
the commitment to question their own construction of risk. As such, child and family social work 
involves travelling into the unknown. Rather than understanding risk in social work as only danger 
and in terms of fear of blame for things going wrong, the consult might support the social workers 
to recast notions of risk in more positive terms of opportunity, courage, resilience, skill, and 
creativity [8].  

6. Concluding Reflections: From an Anxious to a Reflexive Professional? 

In this contribution, we argued that a more protectionist approach, driven by a focus on risk, has 
become increasingly central in Flemish practices of child welfare and protection. However, we also 
argued that social workers can deal with this development in diverse ways, be it defensive or 
reflexive. In that vein, Fargion [32] refers to the features of a child welfare approach, in which 
professionals are mainly seen as strong and reflexive professionals; whereas a child protection 
perspective implies that professional discretion is limited and social workers are easily distrusted. 
We argue that the dominant discourse on risk requires reflexive rather than anxious professionals. 
Anxious professionals work according to a logic of risk avoidance rather than maximizing their 
engagement towards complex situations, which is typical for the reflexive practitioner, who works in 
the vein of a logic of risk taking.  

In present-day, this is not the case in Flanders, as the media and the profession seem to respond 
to tragic incidences in a more serene manner than in other countries, such as the UK and the 
Netherlands [56]. Nevertheless, social workers in Flanders are in fact influenced by these 
developments. Albeit, in our view it is deeply problematic that the debate on dealing with risk in 
Flanders mainly refers to the management of child welfare and protection and to the development 
of objective and technical methods to deal with risk (such as signs of safety [57]). The attention 
currently goes to the questions of whether risk can be avoided, how the transition from child welfare 
to child protection can be prevented, or, if unavoidable, how the transition can be organized [30]. 
Little or no attention goes to the underlying question from which child welfare and protection are 
realized: what are our ideas about risk and about good social work? What do we consider to be a 
strong professional? What kind of responsibilities for whom does this involve, etc.? Hence, a 
thorough debate on risk-taking stays under the radar. 



57 
 

 

Although social workers in reality construct multiple manners to speak back to fear [7], we 
argue that dealing with risk should not be reduced to a debate about organizational or methodological 
issues. Therefore, we argue that a child welfare perspective should be implemented as radically as 
possible. This discussion should go beyond the plea for more child welfare organizations to prevent 
protectionist interventions. It also goes beyond a focus on individual social workers and organizations. 
It should include a diversity of questions with respect to the underlying perspective of child welfare 
and protection practices, and should ultimately refer to questions concerning the kind of society we 
want to live in and the place of social work in the welfare state. 

In our view, social work needs to consider its responsibility to interrupt the conservative ethos 
of negative constructs of risk, and enable its capacity to take risks in favor of the client, driven by 
the question of how to deal with risk without answering risk-related dilemmas with fear [17]. 
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The Child Protection System from the Perspective of Young 
People: Messages from 3 Studies 

Carme Montserrat 

Abstract: This article reports findings and reflections based on the results of three different 
research projects conducted between 2008 and 2013 and focusing on the perspective of young care 
leavers in Spain. The overall aim was to examine these young people’s perceptions and evaluations 
of how they were treated while in the public care system, mainly residential care. Reviewing these 
qualitative studies, the most common and relevant issues highlighted by young people were related 
to the following themes: (a) entering care; (b) stability and emotional bonds in care; (c) education; 
(d) friends; (e) labelling, stigmatization, rights and opportunities; (f) autonomy and responsibility 
versus overprotection; (g) contact with parents, siblings and extended family; (h) maltreatment in 
care; and (i) leaving care. One of the main elements used in their assessments was comparison  
(i) between their previous situation within their birth family and the quality of care experienced in 
the residential home; and (ii) between what these young people commonly refer to as “normal children” 
and children in care. Recommendations deriving from their advice and opinions are also debated. 

Reprinted from Soc. Sci. Cite as: Montserrat, C. The Child Protection System from the Perspective 
of Young People: Messages from 3 Studies. Soc. Sci. 2014, 3, 687–704. 

1. Introduction 

“In order to improve, services need consumer feedback, and there are ethical, practical, 
therapeutic and legal reasons for consulting children and young people as the primary 
users of foster care” ([1], p. 16).  

Since the introduction of a democratic constitution and its recognition of social rights in 1980, 
Spain has developed a welfare state for the universal provision of education, health care and  
pensions [2]. Initially classified under the category of conservative-corporative regimes [3], this 
Mediterranean welfare state has incorporated aspects of different regimes in varying combinations; 
for example, it has a universal system of health and education but offers weaker provisions for 
vulnerable and excluded groups [4,5]. Similarly to other countries, in Spain social actors like 
non-governmental organisations (NGOs) are gradually replacing the state institutions traditionally 
responsible for protecting individual rights and needs [6,7]. 

The tradition in Mediterranean states is for the family to play an important role in caring for 
dependent members such as children. However, families receive little support from the state, and 
there is low social expenditure on children and families, leaving Spain some distance from countries 
like Norway, with its strong expansion of the public childcare system. According to this author ([6], 
p. 19), in Spain it is the family which is the de facto “key welfare provider”, with an important share 
of both material and non-material intra-familial transfers. This strong focus on the importance of the 
family within the Mediterranean culture does not translate into more provision for families and 
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children in the form of state support. The expenditure on family and children in Spain is one of the 
lowest in the EU-27 [8]. 

The Spanish welfare model does not include any benefits or financial support for further 
education or attaining independence for young people from the general population reaching adult 
age, with the exception of study grants, which are scarce. In 2013 in Spain [9], only 22.1% of young 
people under 30 were living outside their family home, this figure being 25.4% for Catalonia. 

Regarding the child protection system, residential care bears a considerable weight and there are 
great difficulties in placing a child in a non-kinship foster family compared with other Western 
countries. The figures for Spain are around 45% for residential settings, 45% kinship care and 10% 
non-kinship foster families [10]. 

This article focuses on Catalonia, where there is a policy regarding care leavers since 1994, 
making it almost unique among the Spanish autonomous regions (from 1980 onwards, as a result of 
the decentralization process, Spain was divided administratively into 17 autonomous regions, each 
with its own government, parliament and a range of administrative powers, including social 
services). In May 2010, the Parliament of Catalonia approved the Childhood and Adolescence Rights 
and Opportunities Act (14/2010). This new Act represented an important step forward for care leavers. 
Article 146 concerns transition to adulthood, with a set of measures that includes supported housing, 
financial support, legal guidance and employment for 16 year-olds leaving the care system and who 
accept support on a voluntary basis [10]. 

The Care Leavers Department (ASJTET) has entered agreements with several NGOs as providers. 
Referrals to this service are usually from the child protection team, residential homes or local social 
services, which compile a written proposal and plan for action and review. This plan must be agreed 
with the young person and ASJTET, who implement it jointly. The professionals responsible for 
working directly with the young person are usually social educators. In many cases, professionals 
who help with labour market integration are also involved, and depending on the request, sometimes 
also psychologists and social workers. In many situations, a lawyer is also present due to the legal 
guidance that may be required. For those living in accommodation supported by the Department, the 
social educator becomes an important person in their life and one of their key means of support, also 
emotional, in the process of becoming independent. 

2. Positive Parenting: Does It Happen in the Child Protection System? 

In 2006, the Council of Europe published the Recommendation (2006) on policy to support 
positive parenting and encouraged states to recognize the importance of parental responsibilities and 
the need to provide parents with sufficient support in bringing up their children. Member states were 
recommended to take all appropriate legislative, administrative and financial measures to promote 
this. For this purpose, the Council of Europe defined “Parents” as the persons with parental authority 
or responsibility; “Parenting” as all the roles falling to parents in order to care for and bring up 
children, centred on parent-children interaction and entailing rights and duties for the child’s 
development and self-fulfilment; and “Positive parenting”: as the parental behaviour based on the 
best interests of the child that is nurturing, empowering, non-violent and provides recognition and 
guidance which involves setting of boundaries to enable the full development of the child ([11], p. 2). 
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According to this concept of positive parenting, parents should provide children with warmth and 
support by spending quality time with them; trying to understand their life experience and behaviour; 
explaining the rules they are expected to follow; praising good behaviour; and avoiding harsh 
punishment. This also means embedding children’s rights within policymaking, such as creating 
possibilities for children to make their opinions heard and participate in political decision-making on 
matters concerning them. In Spain, as in other countries, following the campaign launched by the 
Council of Europe, the Ministry of Health and Social Policy has been publishing documents and 
guidelines to foster local authorities implementing positive parenting programmes [12]. 

However, the term is mainly used with regard to parents and how to enhance their role. The 
question I wish to address here is whether the state is providing positive parenting for children in the 
care system. Some authors [13] asked whether the corporate state can in fact parent. The interesting 
aspect of the English term “corporate parenting” is the inclusion and extension of this concept within 
the role of the state. According to these authors, several factors are required to make the state a better 
parent. One of these is that the legal and administrative framework has to be appropriate and adapted 
to children’s needs, improving collaboration and coordination among services to provide optimal 
outcomes for children. Another requirement is to ensure that the care offered by the state is of a high 
quality: the selection of placements, carers and types of interventions should ensure the child’s 
wellbeing. Another requirement regards support for care leavers, particularly when they are adolescents, 
and the need for a wide range of post-care services.  

3. Research where Children Give Their Opinion 

What do young people say about the treatment they received while in the protection system? 
Was it positive parenting? According to the authors [14], the key to protecting and promoting 
children’s well-being is the ability to understand their situation from their point of view. Professionals 
must be trained and endowed with the skills that parents usually work with to ensure that they 
know how to talk to children, while taking into account any disabilities and cultural differences that 
may exist. A first aspect they should take into account is not pathologizing children’s situations of 
living in adverse family contexts. Another author [15] also show that children do not like psychologists 
concerning themselves with aspects of their health or development while not focusing on being 
able to help them solve the problem they have at home. Children can present a wide range of 
physical symptoms and emotional changes. Very often they are treated on the basis of this without 
addressing the underlying issue, and this does not lead to very good results. We should therefore be 
striving to avoid their pathologization and work more towards recognizing their resilience, as many 
of them improve when they are removed from the situation of violence. 

Some authors [16] show that children do not always want to talk about what is happening to 
them with a professional or with their foster carers as they are afraid that their family will find out, 
or of the negative consequences it might have for their parents or other family members. However, 
often they also fear not being believed because they have lost trust with others, or even if they do 
believe them, they will not be able to help. They also fear being labelled, rejected and treated 
differently, at school for example. They tend to use informal support and talk to extended family, 
friends and pets. This fact is often overlooked and underestimated by professionals. It is very rare 
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that they actually seek the help of professionals: they find many differences in the language they 
use, and professionals can fail them, or not listen to them or understand them. According to 
children, there are key problems in their relationships with professionals, who either do not believe 
them, do not speak to them directly or do not act to give them help when they ask for it. One of the 
main pleas made by these children is for things to be explained to them, verbally or in writing, in a 
language appropriate to their age, as well as providing them with security and above all confidentiality. 
They highly value their experience being respected, acknowledged and valued. 

Previous research [15] stated that children who have experienced domestic violence when 
protected begin to realize what they have lost, but without underestimating the value of feeling 
secure. They start to think about their home, belongings, toys and collections, their friends, their 
school, their pets, their extended family, and see that all of these multiple losses were not caused by 
them. The situation is very different for those who have been able to maintain some parts of their 
life. Indeed, children’s behavior and feelings once they are protected varies widely, from those who 
are happy and calm, to those who are sad, enraged, violent or fearful. Children want to feel safe 
and have someone to talk to: professionals can play an important role in both of these areas. 

One aspect that stands out in interviews with children is receiving informal help, which is very 
important to them but unfortunately not valued by professionals. For example, the role of siblings, 
together with whom they can build helping relationships and coping strategies. If this is maintained 
and fostered, it is a source of emotional support which does not require substitution. Also the role 
of friends, who tend to be the people they would rather trust, do not label them and can be someone 
they can confide in. And finally the role of the extended family, if professionals were aware of the 
importance of these bonds, they would take them into account in their interventions. Professionals 
should understand the role of friends, siblings, extended family and community better in the lives 
of children in order to improve their interventions. 

A study on family foster care [17] lists the following key issues from the point of view of 
children: they like to be heard, both by professionals and by carers; they like to be informed, to 
choose their foster family, make a prior visit to the foster home; have good relations with carers, be 
with more children in the same household, have regular interviews with the same social worker, 
have a say in the contact they have with their family, and stay in the same school. The issue of 
visits is open to debate, as in many cases children are forced to make visits they do not want to 
make and are only calm when they know that this will not happen, or contrarily, they would like 
more contact and cannot have it [15]. Previous research [1] highlight that children, even when they 
are in foster care, share the same basic needs as other children, in the sense that they want the 
following: to have a normal family life, a sense of progress and success, respect for their individuality 
and culture, basic information about their rights, a good education, to be able to express an opinion 
on their carers, and finally to be able to choose the frequency and type of contact they have with 
their biological family. 

The other issue they highlight is that children do not like there to be uncertainty about their  
future [18]. They like to be consulted regarding possible decisions in the reviewing of their case 
and are unhappy when they feel they are not heard. They show concern at having a change of carer 
without being previously consulted and criticize professionals harshly for not being honest with 
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them about the reasons for the change. To this, [19] add the negative perception that children have 
when they have a change of carer, as it affects their whole personal and family life, school (it often 
also involves a change of school), there can be a change of doctor, and they lose many of their 
possessions, all leading to a loss of identity. 

Some authors [20] show that the experience of long-term, stable foster care may be very positive 
and can provide children with emotional security and a sense of permanence. Previous research [21,22] 
highlight the key factor of stability and underline the importance of children having stable living 
conditions either in their own family, through adoption or in permanent foster care, avoiding 
changes within the protection system to ensure high quality care, and assessing the results of this.  

The issue of when and how they return to their birth family is also controversial, this having a 
negative impact on children when it fails and they have to re-enter the system or stay at home in 
difficult conditions. According to this author [23] this happens because there is often a restricted 
view of the pathways children in care have: either to return home or be adopted, when these 
options do not generally meet the needs and wishes of many children. 

Reviewing evidence on the effectiveness of child welfare intervention, these authors [24] 
showed that some evidence is available regarding the views of children as users of services, and 
that these are particularly relevant in areas relating to out-of-home care, providing understanding  
of both processes and outcomes; however, according to these authors, few of these studies also 
incorporated more objective measures. In the same publication, some authors stressed the value  
of contributions deriving from the views of children and young people living in situ ations  
of vulnerability. 

4. Method 

In our research team we conducted three studies in Catalonia between 2008 and 2013 which 
included the views of young care leavers regarding their passage through the protection system and 
the treatment they received. These studies were based on the following theoretical frameworks:  
(i) the perspective of quality-of-life research, where the views of all stakeholders are deemed 
important, including those of young people; (ii) the perspective of children’s rights, in terms of their 
voice being heard on issues that affect their life; and (iii) eco-systemic theories that avoid linear 
causalities and share a multifactorial approach to the phenomenon. 

Although these three studies were from three different research projects, as discussed below, the 
results give cause for us to draw up recommendations for improving the protection system in terms of 
childhood policies, professional practice and research. Thus, the aims of this article are to examine 
the treatment received by children in care based on the perceptions and opinions of young care 
leavers and to ascertain what suggestions they have for improvement. 

The three studies had different goals but all shared a part where young people were asked to 
reflect on their passage through the protection system and give some advice in this respect. These 
studies had been reviewed focusing on the qualitative part of interviews and focus groups conducted 
with young people, and particularly on their assessment of the time they spent in residential homes, 
this being the common denominator that united them. The overall characteristics of each study are 
presented in Table 1. 
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Table 1. Characteristics of the three studies analysed. 

Acronym 
&Title 

YIPPEE-YP Leaving Care: 
Pathways to Education in 

Europe 

PE- Success Factors for  
Children in Residential Care 

FEPA-Care Leavers: Evolution  
and Future Challenges 

Year 2008–2010 2009 2012–2013 

Funded by 7FP-EU 
Private Foundation (Plataforma 

Educativa) 
Private foundation (FEPA) and 

Catalan Government 

Aims 

To investigate the educational 
pathways of young men and 
women from a public care 

background in five EU countries 

To identify the success factors of 
children and adolescents cared for 

in residential homes 

To analyse the experiences while 
YP were in care, their education, 

family and social support received, 
health, housing and leisure time. 

To identify facilitators and 
obstacles to transition to 

adulthood. 
Method * Qualitative method Qualitative method  Qualitative method 

Sample *  
(In 

Catalonia) 
In-depth interviews (YP) N = 35 

Semi-structured interview with 
young people (aged 21–31) N = 

15 

4 focus groups with care leavers N 
= 49 

In-depth interviews with care 
leavers N = 15 

Reference [25,10] [26] [27] 
* For the purpose of the article only qualitative samples of young people were listed. 

The young people included in the three studies were aged between 18 and 22 in the Yippee and 
FEPA studies, and up to 31 in the PE study. They had all been in residential homes (the Spanish 
YIPPEE participants as well), although some of them had also been in foster families. They were all 
in a residential home while they were adolescents and a large number of them had used the care 
leavers support services. The YIPPEE sample (N = 35, mean age = 19.5) were selected on the basis 
of their academic ability, a criterion which did not exist in the other two studies. In addition, 
requirements for being part of the YIPPEE project were that they had been in care a minimum of one 
year and in the protection system at the age of 16. Regarding gender 68.6% of the sample were girls 
and 34.3% were born abroad. 

In the PE study, the requirements for being interviewed were: that they had spent at least a year of 
their life in residential care; that at the time of the interview at least 5 years had already passed since 
they had left the residential home; and that they were adults at the time of the interview. Of the 
sample (N = 15, mean age = 27.1), 26.6% were girls and 6.6% were born abroad. 

In the FEPA study, the requirement for young people to participate in the study was that they had 
left the system at 18. Of this sample (N = 49 participants for the focus groups and N = 15 for the 
interviews, mean age = 20.5), 48.8% were girls and 67.2% were born abroad. 

Regarding the qualitative analysis, in each of the three studies authorisations were obtained from 
the Catalan government, including an agreement to respect confidentiality. Focus groups and 
interviews were conducted with the free and informed consent of participants and were recorded. All 
the material was transcribed and a content analysis was conducted following the steps [28]:  
(1) pre-analysis; (2) exploration of the material; and (3) processing, inference and interpretation of 
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results. A first reading of the material was done in order to familiarize with the content and establish 
operational criteria for the analysis (segmenting the text into comparable units and choosing a means 
of encoding for recording information). In a second phase, the categorical content analysis led us to 
use textual data to fragment text and group it into categories. To ensure the reliability of the 
categories—interjudge reliability—the process of categorizing the data was performed 
independently by two of the team’s researchers [29]. We used the qualitative data analysis 
programme NVivo. 

5. Results 

In the analysis of the three studies, one common aspect that stands out is the way young people 
evaluate their experience in the protection system - they tend to establish two bases for comparison: 

• The situation which they call “normal” children versus children in care 
• The situation they were in when living with their birth family versus the situation when  

in care 

Their evaluation therefore depends on the experience they have had with children from the 
general population, the severity of the situation experienced in their birth family and the quality of 
care in their placements. The comparative element is essential. 

This means that we find two premises in the studies mentioned above:  

- They value having been protected by the system and think that if they had stayed with their 
parents it would have been much worse (see quote), while also acknowledging that living in 
the system has its drawbacks and limitations, which children from the general population do 
not usually have. 

“I’d rather be in a home than with my family” (FEPA, girl) 

- They feel different in some aspects when compared with the general population but also 
similar because they are immersed in the same youth cultures, while some of them feel 
different from other children in care, seeing them as having more problems and conflicts 
than them. 

Following on from this, below is a list of key themes drawn from the three studies:  

 Entering the protection system 
 Stability and emotional bonds in the protection system 
 Their education  
 The importance of having friends  
 Labelling, stigmatization, rights and opportunities  
 Autonomy and responsibility versus overprotection  
 Contact with parents, siblings and extended family  
 Maltreatment in care  
 Leaving the system 
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At the end of this section, I include some of the advice that young people give which match those 
given by children in residential homes and professionals who work there. In Table 2 we can observe 
the frequency and percentages for each theme among the three studies analyzed mainly from the 
individual interviews with young people with a care background, and also from focus groups. Despite 
some differences across studies, the most themes highlighted were related to pursuit of stability and 
emotional bonds, the importance of their education, the importance to be heard in the issue of contact 
with their family, and the support they need when leaving care. The other issues that stand out are the 
way they enter care, the importance of having friends, avoiding stigmatization and respecting their 
rights, and the importance of achieving autonomy and responsibility. Finally some of them 
mentioned the issue of maltreatment in care. 

Table 2. Frequency and percentage for each theme within the 3 studies. 

 

YIPPEE PE FEPA 
Interviews 3 Focus  

Groups N = 35 N = 15 N = 15 
(f) % (f) % (f) %  

Entering the protection system 26 74.3 11 73.3 10 66.7 1 
Stability and emotional bonds  

in the protection system 
35 100 13 86.7 13 86.7 3 

Their education 35 100 12 80.0 13 86.7 3 
The importance of having friends 33 94.3 10 66.7 8 53.3 1 

Labelling, stigmatization,  
rights and opportunities 

26 74.3 8 53.3 7 46.6 2 

Autonomy and responsibility  
versus overprotection 

27 77.1 14 93.3 10 66.7 3 

Contact with parents, siblings  
and extended family 

33 94.3 14 93.3 15 100 3 

Maltreatment in care 7 20.0 2 13.3 1 6.7 1 
Leaving the system 34 97.1 13 86.7 15 100 2 

5.1. Entering the System 

Many of them (between 66.7% and 73.4%, depending on the study) agree that entering the system 
was traumatic: happening suddenly, without being consulted and with very little information on 
where they were going, why and what would happen. 

On the other hand, in all three studies there are those that complain about the delay and slowness 
of the services in intervening in their case and protecting them; they say they were suffering 
situations at home that could have been avoided. 

The other issue is the negative experience of those who had to pass through emergency centres, 
which are enclosed, have very rigid, restrictive rules and are full of problematic children. 

“I went to an emergency centre and was told it would not be for long, and not to worry, 
okay? ‘You will be here only a very short time, don’t worry’ ... because it was horrifying! 
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It was a jungle! Horrible! It was a jungle! There were really bad fights...! and I said: 
‘My God, where have I ended up?’ For me it was a total shock” (YIPPEE, boy) 

But despite all the criticism regarding how they entered the system, they do value having been in 
it and are grateful towards the educators and carers they had and who gave them an opportunity in 
life; some of them—particularly young girls—think about returning this service by volunteering or 
studying a subject related to care (social education, nursing, teaching, etc.). 

5.2. Stability and Emotional Bonds in the Protection System 

Most (between 86.7% and 100%) agree in stressing the importance of having a stable reference 
adult (a mentor, for example) involved in their upbringing; many of those who have lived in 
residential homes specifically complain about the lack of more stable reference adults and say it is 
difficult to establish a trusting relationship when they are in residential homes with numerous places, 
different educators and changes of shift. They also complain about changing residential home or 
foster family, and when their carers are not very involved in their work, have low or negative 
expectations of children in care and poor parenting skills. 

What do they ask of their carers and the professionals who work with them? In the three focus 
groups they talked about patience, empathy, personalized care and flexibility, a strong 
commitment, trust, acceptance, support, that they love them and treat them as “if they were their 
own children”, high expectations and demands. 

“That they understand them, that they know that the kids need them. That they have a 
little empathy; that children need the mother or father figure they did not have. 
Educators need to be trained to be this figure” (FEPA, boy) 

They also acknowledge the other adults (teachers, parents of friends, godparents, etc.) who during 
their childhood became key people on their life journey. Another aspect to highlight is that they do 
not complain about the number of years they were in care if they were stable; in fact they consider  
it fortunate. 

“I got up, had breakfast, went to school, came back and, studied. I studied and had 
extracurricular activities, dancing and swimming, and that was all and it was fine, and I 
was very happy” (YIPPEE, girl) 

5.3. Their Education 

Between 80% and 100% of young people agree that they do not like changes of school, which 
makes them lose the pace of learning and their friends. They also mention the insufficient support 
they receive to continue studying, like when they need extra classes, a quiet place suitable for study, 
their carers having continued contact with the school, and confidence and expectations in their 
academic achievements; in some cases this is what made them reject the academic pathway. These 
young people agree that children living with their parents tend to have a lot more pressure to study 
and that this is a priority for parents, who want their children to go far in education. From what they 
say during the three focus groups, care placements clearly differ enormously in terms of 



70 
 

 

compensating for their situation and the support given by tutors, as well as the type of school, where 
they are often stigmatized but also had some good experiences and results. They generally agree that 
school is not prioritized as much in care homes as it is by families, although more so than when they 
were living with their parents. 

“They don’t expect kids like us to have an academic career either, very few make it” 
(FEPA, boy) 

“I think if I had been forced a little more in secondary education, now I would be very 
grateful.” (FEPA, girl) 

There was a clear difference between the young people in the first study in 2008 and those in the 
last in 2013, in that the former were working part or full-time and those from the 2013 study were 
mostly studying and almost none had work, either because they were continuing their studies or 
because they had no job and spent their time doing some form of training, in some cases non-formal. 
In the latter case, they currently considered this non-formal education to be a waste of time in that it 
did not respond to the labour market, as shown in the following example. 

“They’re short courses that are no use afterwards (the non-formal education track). Most 
of the kids from the residential homes are doing these courses and at 18 have problems 
finding work” (FEPA, boy) 

Examples like going to visit their parents or psychologist during school hours are constant 
complaints by the young people, indicating that school is not prioritized in practice, and it was 
highlighted particularly for those much younger. 

5.4. The Importance of Having Friends 

Friends, when they can have them, represent a basic and major source of emotional and practical 
support. As many of them say (about 53.3% to 94.3%), at times they replace their family, which is 
why changes in school and care placement cause so much harm. 

“Friends take the place of siblings, it’s the only family I have. They take the place of a 
family member.” (FEPA, boy) 

They also help them to continue with their studies because they often constitute the group with 
which they do school work and study for exams. Also, having friends allows them to meet their 
families, who are sometimes a direct source of support and learning. Finally, it is also with friends 
that they share free-time activities, including organized ones. 

Another point highlighted is the dilemma of whether to make friends within the residential home 
or not. Some are clear that they should not, as it stigmatizes them and brings problems. Others, 
however, consider them fellow travellers, like siblings. 

“At the home they always tell you, meet other people who are not from here..., but you 
get to spend so many hours with the girls that... well, for me, my best friend, is from the 
home, she’s like a sister. But, of course, I also meet up with other friends” (YIPPEE, girl) 
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5.5. Labelling, Stigmatization, Rights and Opportunities 

Between 46.6% and 74.3% of young people interviewed recognize that entering the protection 
system represents either the start of feeling labelled as “conflictive” or as “poor thing” or a 
continuation or worsening of what they were labelled when they lived with their family. The weight 
of labelling is especially heavy when they live in a residential home, because although most of them 
try to hide it at school or at work, it is very difficult to keep it a secret: they have to carry a special 
permit to go to sleep at a friend’s house, their educators—who are sometimes nuns—accompany 
them to school (see quote), they seldom invite friends to the home, they have little say in how they 
use their time and even less opportunity to improvise. They cannot appear in the class photo posted 
on the school website, and cannot ride a bike or prepare a snack in case they hurt themselves. 

“Because you get in the van, and it has the name of the home on it... and your friends ask, 
“Whose van is that? ... Is it your dad’s?”... They come to pick you up at the door, in front 
of the school, just when all the kids are coming out, … no, we have a company” (PE, girl) 

Everything that happens to children living in residential homes is an example of things that do 
not only lead to labelling but represent a significant loss of opportunity and individual freedom.  
On the other hand, those who experienced a situation of great suffering at home in particular 
acknowledge that the care system has given them opportunities they did not have and has given 
them back their rights.  

Often they have to fight the label in order to show that although they are children from a home 
they are not going to be criminals, drug addicts or abusers, which is the message they receive from 
adults and the media. 

They agree on the desire to prove that they will not be like their parents. They believe that when 
they are 18 they will be able to get rid of the label of “child in care” and be like anyone else. This is 
why most of them do not talk about this part of their past either where they study or at work. 

5.6. Autonomy and Responsibility versus Overprotection 

The issue of adolescents in care working towards personal and social autonomy stands 
out—between 66.7% and 93.3% of young people talked about that-, and it makes them very angry 
when they are not able to be responsible for and participate in their own process. They also agree that 
there is a large gap between being overprotected up to the age of 18 and then completely unprotected 
from this age onwards. Within the three focus groups, they all agree that they should start working 
towards autonomy in early adolescence. 

“For example, autonomy was encouraged at my residential home, some days we 
cooked ourselves, we did our laundry, so in a home they get you prepared, if you are 
not prepared to do this kind of things then you might as well go back to your family 
because in supported housing for over-18s you are not going to survive.” (FEPA, girl)  

“In my residential home, for example, they gave us absolutely everything so afterwards 
when I left I was completely disoriented, the truth is I didn’t know anything at all. They 
practically did everything for us...” (FEPA, boy) 
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5.7. Contact with Parents, Siblings and Extended Family 

Another issue that has also come up in all three studies and about almost 100% of interviews and 
focus groups is the young people demanding to be heard and have their opinion valued regarding  
the contact they want to have with different members of their birth family. One of the things they 
emphasize is that a negative consequence of there being limited time to see family members is that 
they stop seeing members of their extended family, as the short time they do have is sometimes taken 
up by only their parents. This also happens to those in non-kinship foster families. The other major 
complaint is a rupture in the relationship with siblings because the care system does not have a place 
for all of them together, particularly pointed out by young girls. Their relationship with their parents 
is also controversial, as they feel it is always the adults who decide. 

“Every weekend I went home to my family. And then what did I do? Wasted time. 
Actually you start a routine, you go there and if you're not alright, you know you're 
going to have a bad time, you waste time, I don’t know” (YIPPEE, girl) 

Once they have left the home they feel they can decide what contact to have with the family: for 
some of them family relationships then become more fluid and for others they become more distant 
or interrupted. The dilemma for them is often whether they need to show responsibility towards 
their family (financial support, especially among immigrants, emotional or practical support) or to 
end the relationship, generally feeling alone. This leads them to reiterate the feeling that they can 
only really rely on themselves. 

“I rely on myself. I start something and even if I get tired of it and I feel like I can’t go 
on, I carry on. Sometimes I cry because I want to do many things and I can’t, I don’t 
have the money, or I need someone to listen to me and who I can trust” (FEPA, girl) 

5.8. Maltreatment in Care 

Although this issue was a minor one in the three studies (between 6.7% and 20% of young people 
talked about that), it is worth noting that it appeared in all three, and both in residential care and with 
those who spent time in foster care. The point they agree on is that when a situation of abuse or 
neglect arises within the protection system, it is very difficult to get help because of the difficulty of 
getting the information to decision makers and being believed, and they are also slow to act. 

“There was a monitor ... who dislocated my shoulder... he threw me on the floor and 
everything... very roughly, I had to be taken to the doctor’s (...)” (YIPPEE, girl) 

5.9. Leaving Care 

There is much agreement (between 86.7% and 100% of young people interviewed) that leaving 
the care system provokes strong feelings of fear and insecurity, often worse than those experienced 
when entering it. They are forced to make decisions that most people of that age do not have to take: 
what to do about their family, school, work and where to live are all key issues that must be resolved. 
One of the most repeated phrases is you wait so long for the time to come that you can leave and 
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when it arrives, you don’t want to. It is in this sense that they request not to be left alone and to 
receive help with housing issues, education, economically and emotionally. The support services for 
care leavers are rated very positively, although they know they will have to work very hard and only 
have recourse to them until they are 21. 

“I would be really bad if they had not given me the opportunity to have a flat. I hope 
they never close it down” (FEPA, girl) 

“It’s like a bridge, they prepare you. You have two years and you need to make 
progress and do something. If you are mature enough for this opportunity, you will take 
advantage of it. Otherwise, you’ll lose everything” (FEPA, boy) 

Young people are aware that there is a group that is left outside the aid available to care leavers 
and demand the range of services be diversified in order to reach more young people leaving the 
protection system: young care leavers with disabilities, mental illness, behavioural and other 
problems; and also that there be an increase in the supply of flats for young people aged 16 to 18. The 
issue of leaving care is especially hard for young people who came to Spain without their families.  

5.10. Advice from Young Care-Leavers 

The advice these young people would give to adolescents who are still in a residential home is to 
take the opportunity to study, establish a positive relationship with educators, control their behaviour 
and learn to be responsible for themselves, and to take the opportunity to go to live in protected 
accommodation (post-care), if offered. The words take advantage of and opportunity stand out. 

“That they don’t be silly, don’t run away and lose the opportunity to get a flat. And that 
they continue to study. There is time for everything, they can hang out with friends, but 
they must study. At first I didn’t like the home at all, I wanted out, but in the first 
months of having a flat, I wanted to go back there... Because you can’t take these girls 
into the future to see. If you could, they would realize” (FEPA, girl) 

“That they make the most of their time, do everything they are told to do, take the 
opportunity to learn. That they make the most of everything to come out well-prepared.” 
(FEPA, boy)  

The advice they would give to educators in the residential homes is to have a lot of patience, listen 
to the adolescents and be empathetic, treating them differently, obliging them to study and not 
overprotecting them. 

“The most useful thing is asking me how I am and helping me think about myself (...) 
encouraging me a lot and listening to me” (FEPA, boy) 

“That at the residential home they try not to give them everything already done, that 
they have to earn it, because if they don’t it’s like a bubble, they don’t know what’s out 
there. Clothes don’t come from heaven and don’t wash themselves. That the children 
begin to value things earlier” (PE, girl) 
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6. Discussion 

Firstly, the most themes highlighted by young people with a care background were related to 
improvements needed in the pursuit of stability, the importance of their education, the importance to 
be heard in the issue of contact with their family, and support the leaving care process. Secondly, 
they also remarked improvements regarding the way they enter care, the importance of having 
friends, avoiding stigmatization and respecting their rights, and the importance of achieving 
autonomy and responsibility. Finally some of them mentioned the theme of maltreatment in care.  

Listening to young people and learning from their experiences in order to try and improve the 
services that provide care for them is essential for professional practice and policy design, while also 
constituting a conceptual and methodological challenge for research. Young people continuously use 
comparison to evaluate the treatment they receive and to view their glass as half full or half empty. 
We also find this comparative element in authors who have studied child poverty and suggest that it 
is one of the factors that influences children when they display feelings of exclusion [30] and low 
levels of well-being [31], this perception of inequality being based on peer-group comparison. 

The issue of stability in care and at school has taken on great significance in recent years in much 
of the research focusing on protection systems [20,22,23], but resolute policies are required to 
reverse the statistics. There is clear evidence that a lack of stability affects their school situation and 
social inclusion, leading to increased loss of control over their own lives. They are not able to plan 
aspects such as what they will do over the coming months with friends, their leisure activities, their 
holidays, resulting in a loss of trust in adults. Linked to this is the opportunity to have a key adult 
carrying out effective parental duties, and we have seen that what they are asking for coincides with 
that which appears in positive parenting recommendations [11,12]; they say treat us as you would 
your own children. This requires work in terms of awareness raising, training and commitment, 
which is not always well paid. 

With regard to school, two ideas stand out; they repeat the idea: make and help us study like 
parents do with their children, don’t abandon us as a lost cause. Some authors [25,10] emphasize the 
desirability of their completing compulsory education and being able to continue into 
post-compulsory education (not dead ends or pathways outside the education system), since only by 
ensuring equal educational opportunities will we be working towards their social inclusion. 

The issue of contact with parents, siblings and extended family is paid particular attention by 
these young people, who think they are not consulted, are forced to go on visits they do not want to 
and are denied some contacts that would be beneficial to them. This is a complex issue, but one 
which will not be resolved by keeping them marginalized [1,15]. In addition, it is an issue that 
involves not only the subject of visits but also that of family reunification, which, if done at all, must be 
done properly [20,22,23]. In Spain, with the exception of one study [32], there are no official data on 
time spent in the system and percentages regarding where they go after leaving or success rates 
regarding family reunifications, making the work of professionals extremely difficult with regard to 
knowing the effects of their intervention. 

In addition, leaving the system is a key period and all necessary support must be given to  
them during the following years, as if not all the prior work that has been done with the young person 
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can be ruined, an issue that has been studied by authors [33]. Young care leavers highly value the 
support given to them and having a legal framework and public policies aimed at this group is a 
necessary step. 

Numerous studies also argue that entry to the protection system is traumatic and that both the levels of 
information children receive and their direct participation must be improved in this respect [1,17]. 
This particularly calls for more training for social workers regarding which strategies to use to reach 
children, talk with them and have them participate in decision-making. 

Reducing actions that lead to a greater number of stigmatization processes is an urgent and much 
debated task. These young people sense they have fewer rights and opportunities than other children, 
with overprotection often being the norm, although it is not known whether this is for the children or 
educators’ benefit (if a child gets hurt, the parents can be accused). There is a difficult balance 
between protection and participation, particularly when it comes to children in care, and it should be 
debated thoroughly and solutions outlined [34]. 

In addition, these young people do not tire of saying that relationships with friends are very 
important to them, and it is clear this should be taken into account if we consider that studies on 
psychological well-being show the domain of interpersonal relationships to be the one which has the 
most influence on adolescent well-being [35]. 

Finally, on the issue of maltreatment in care, it should be noted that there is a complete lack of 
records and data on this phenomenon in Spain; we only know about it due to severe cases that 
appear in the press, which hinders both knowledge of the issue and decision-making by professionals. 

The findings of the current paper should be interpreted with caution due to its limitations: it is  
not a systematic review; we used only three studies to describe and discuss the state of the art of the 
topic of improvements needed in the child protection system. Despite the above, the repetition and 
consistency of the issues highlighted across the three studies, do reinforce our findings in line with 
international research. 

7. Conclusions and Implications for Police, Practice and Research 

If we listen to young people regarding their passage through the protection system, according to 
the findings it would be recommended urgent improvements on the following points: 

• It is necessary to promote positive parenting programs from carers and educators; that is, to 
improve the quality of care 

• It is important to work towards the priority and support for education of children in care, 
involving and promoting stable and interconnected interventions between departments. 

• It is necessary to increase the work done in residential homes towards children and 
adolescents’ autonomy and their taking of responsibility, as well as the participation and 
central role of children and adolescents. 

• Strengthen close and stable bonds i.e., reference adults and mentoring, is a key issue in the 
child protection systems, as well as to promote stability in their pathways. 

• Be aware to avoid stigmatization processes as much as possible and to raise expectations 
towards this population group. 
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• Regarding leaving care, it is important to provide more information for adolescents still in 
care homes regarding the type of support they will have when they leave, diversifying the 
supply of services to reach more young people leaving the protection system, and enhancing 
these young people’s informal support networks. 

• Provide support for professionals working with these young people regarding the work of 
managing emotions. 

• Improve data collection and performance evaluation systems for young people. Quantitative 
studies and particularly longitudinal research should be developed in the future. 

As we have seen, some of these issues are reflected in other research projects and some of them 
have long enjoyed consensus among researchers and professionals. The question, now that we have 
known them for some time, is what are the obstacles to addressing them? This in itself is the great 
challenge for the future. 
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Addressing the Clinical Burden of Child Physical  
Abuse and Neglect in a Large Metropolitan Region:  
Improving the Evidence-Base 

Shanti Raman, Michelle Maiese, Katrina Hurley and David Greenfield 

Abstract: Children at risk of abuse are more likely to be hospitalized and utilize health services 
according to international research. In a large metropolitan health region in New South Wales, 
Australia, there was little known of the clinical burden of child physical abuse and/or neglect (PAN), 
or of systems for clinical assessment of children presenting with abuse/neglect. We aimed to identify 
the number of children presenting with suspected PAN to emergency departments (EDs) and 
paediatric services in this region, to determine enablers and barriers to assessment for children with 
PAN presenting to frontline services, and to identify best practices to address gaps. We collated 
available data on children presenting to EDs and paediatric services with suspected PAN in 2007. We 
interviewed 36 health professionals from nine hospitals and 12 statutory child protection professionals, 
across the region before undertaking relevant document analysis. Of 64,700 paediatric ED presentations, 
a quarter were due to injury; 2%–5% of these were due to maltreatment. Clinician estimates and 
assessments of PAN varied widely; health and welfare workers identified major practice gaps, as 
well as good local practice. We identified feasible minimum standards for improving clinical 
assessment and follow-up for children presenting with PAN, given the right organizational support. 

Reprinted from Soc. Sci. Cite as: Raman, S.; Maiese, M.; Hurley, K.; Greenfield, D. Addressing the 
Clinical Burden of Child Physical Abuse and Neglect in a Large Metropolitan Region: Improving 
the Evidence-Base. Soc. Sci. 2014, 3, 771–784. 

1. Introduction 

Child maltreatment (CM) is a major public health problem the world over [1–3]. In Australia, as 
with many nation states in the western world, CM is periodically the focus of sensationalist media 
attention and public outcry. In New South Wales (NSW), the state with the largest number of 
reported CM cases in Australia, a far-reaching review of child protection systems was carried out in 
2008 and recommended major changes in the ways CM was responded to across agencies, including 
health services [4]. The NSW government’s response to the child protection review, promised a 
greater shared responsibility for ensuring the wellbeing of children at risk, a major component of this 
responsibility resting on health services [5]. We know maltreated children are at risk of adverse 
health consequences [6], they are also more likely to be hospitalized and utilize more health services [7]. 
While systems to support the recognition of and response to CM are crucial, numerous studies in 
western countries have documented that CM is poorly reported and counted in healthcare 
administrative systems [8]. 

Several international studies have shown that children who have experienced abuse are often seen 
in an emergency department (ED) before the diagnosis of the abuse is made [9–11]. The authors of 
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the six-country study on CM trends and policies which included Australian data, argue that there 
needs to be much better recording and analysis of CM data, including record linkages between 
hospital admissions and child protection services, as such data can provide valuable information  
about cumulative risk of maltreatment-related hospital admission, or contact with child protection 
agencies [12]. A seemingly obvious intervention would be effective screening for CM in EDs; 
however, the Cochrane review on interventions in EDs to increase detection of confirmed child 
abuse found that there was inconclusive evidence on effectiveness due to the scarcity of quality 
studies [13]. There have been many attempts to improve clinicians’ performance in EDs with respect 
to CM [14,15]; Woodman et al.’s review suggested that none of the markers (infancy, type of injury, 
repeated attendance) were sufficiently accurate to screen injured children in the ED to identify those 
requiring paediatric assessment for possible PAN. They concluded that clinicians should be aware 
that among injured children at ED a high proportion of abused children will present without these 
characteristics and a high proportion of non-abused children will present with them, suggesting 
comprehensive assessment rather than screening as the appropriate modality [16]. A large-scale 
Dutch intervention study looking at improving detection rates among doctors and nurses in ED found 
that ED staff experienced many barriers, particularly communication with parents of children 
suspected of being abused [17]. Few studies have looked beyond systems of identification in acute 
health services to actually improving systems of care and follow-up of abused children in a holistic 
manner. While there are many studies reporting wide variations in reporting CM concerns by 
different professional groups [18], there has been little attention paid to the inter-disciplinary 
professional practice in clinical assessment of CM for example. 

In a large metropolitan health region in NSW, with a substantial child and youth population that  
is culturally diverse and has significant sub-populations at social and economic risk within its 
boundaries [19], there were no epidemiological or health services data available on how many acute 
presentations of child physical abuse and/or neglect (PAN) were managed across hospital systems. 
Anecdotal reports suggest that there are high-risk localities within the region with disproportionately 
high numbers of child protection reports. In 2009, following directly the NSW government response 
to the child protection reforms, a quality improvement project was undertaken to determine the 
clinical burden of child PAN in this region, and to examine the assessment and care for children and 
young people presenting with suspected maltreatment to frontline clinical services. Prior to the project 
commencing, there was no clear understanding or documentation of what capacity there was within 
frontline clinical services to conduct or manage PAN assessments. Specifically, we aimed to 
quantify the number of suspected child PAN presentations to EDs and paediatric services, determine 
the current systems and processes for assessment and care of suspected PAN within frontline clinical 
services—including identifying enablers and barriers—and to develop feasible strategies to address 
the identified gaps. 

2. Methods 

This was a multi-method study; the data collection methods were secondary document analysis 
and semi-structured interviews allowing triangulation of findings [20]. 
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From each of the nine hospitals in this health region with EDs where children and young people 
can be assessed and managed, we obtained estimates from the Clinical Information Departments, of 
children (under 16 years) seen with suspected PAN through 2007. These hospitals are all district 
level hospitals for paediatrics serving local populations that are quite distinct; three of them are 
tertiary teaching hospitals. All acute presentations are to EDs. We therefore analysed only data 
collected in EDs. Data was extracted by a data analyst from the Clinical Information Department of 
the largest hospital in that region, from the HASS EDIS database that was in use for ED clinical 
information throughout the hospitals in that region in 2007; this year was chosen as it was the last 
year in which consistent data was collected in ED and able to be extracted. The data analyst had been 
working extensively on the HASS EDIS dataset with the data entry clerks to ensure completeness of 
clinical information. A standardized data extraction form was used to extract data on the number of 
paediatric presentations to ED and the number of injury admissions to the paediatric ward.  
For paediatric ED admissions and injuries, we identified several ICD-10-AM clinical codes that  
may have been used for physical abuse and/or neglect. Codes included a child at risk, child 
abuse/non-accidental injury, physical abuse/assault, neglect/abandonment, and accidental 
ingestion/poisoning: these were identified following discussion with data entry clerks in ED and the 
Clinical Information Department. 

We carried out in-depth semi-structured interviews with senior clinicians, i.e., doctors, nurses and 
social workers from EDs, paediatric wards and social work departments (as relevant) from each 
hospital that assesses children in the region. Participants were purposefully chosen; heads of the 
relevant departments were informed of the quality improvement project by email and were requested 
to nominate the most suitable clinicians for the in-depth interview. Questions covered estimates of 
numbers of suspected PAN cases seen, referral and assessment protocols and pathways, follow-up 
mechanisms, barriers and enablers to appropriate assessment and care. Interview schedules were 
pilot tested in two sites and subsequently modified. Interviews were conducted face to face by a 
doctor and a social worker from the project team. No clinician declined to participate; some had to 
reschedule their interviews due to other commitments. Each interview lasted between one and one 
and a half hours; all interviews with clinicians were conducted between August and December 2009. 

Telephone interviews were carried out with the managers of the relevant statutory child protection 
authority, the departments of Family and Community Services (CS), in the early part of 2010. The 
managers of 12 local departments were provided information by email about the project and asked to 
nominate the most appropriate respondent; many were already aware of it via inter-agency meetings. 
Questions explored pathways and protocols used (if any) by caseworkers in arranging medical 
assessments for children with suspected PAN, barriers encountered, and suggestions for improvement. 
Representatives from one CS agency could not be interviewed despite numerous attempts. 
Transcription occurred as soon as possible after the interviews. 

Analysis 

Data from the Clinical Information Department on ED presentations was entered into an Excel 
spreadsheet and simple descriptive analysis of the data was carried out. We analysed the information 
from interviews using thematic content analysis [21], specifically searching across the content of 
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interviews of clinicians and child protection workers to find repeated patterns of meaning. Paediatric 
presentations for suspected abuse and or neglect were compared to total paediatric presentations to 
ED and paediatric wards in 2007 and correlated with clinician estimates of PAN presentations, thus 
triangulating data analysis. 

A multi-site ethics approval was obtained via the lead Human Research Ethics Committee at 
Royal Prince Alfred Hospital. 

3. Results 

In 2007, there were 64,700 paediatric (children under 16 years) presentations to EDs across 
hospitals in the region out of a total of 323,949 presentations (20%); 15,573 (24%) of paediatric 
presentations were for injury. Table 1 lists the available data on children presenting to hospital sites 
with suspected PAN in 2007, hospitals are listed A–I in order of paediatric admissions, A being the 
busiest. Hospital A had the highest number of injuries presenting to ED, 125 with CM concerns, 4% 
of injury presentations and 1% of all ED presentations. Hospital B had 118 paediatric injury 
presentations with CM concerns, 5% of injury presentations and 1% of all paediatric ED presentations 
followed by Hospital C and Hospital D with 3% of injury presentations having identified CM concerns. 
All other hospital data had concerning injuries listed as 2% of paediatric injuries. In all hospitals 
except for Hospital E, paediatric injuries with CM concerns were approximately 1% of ED presentations. 

Table 1. Correlation of paediatric injury presentations with clinician estimates of  
child maltreatment.  

Facility 1 
Total 

Paediatric ED 
Attendance 

Injury 
Presentations  

n (%) ** 

Injury 
Admissions  

n (%) ** 

ED Injury with 
CM Concerns  

n (%) ** 

Clinician 
Estimate of 

PAN 

Audit of 
Paediatric ED 
Presentations 

A 12,989 3012 (23) 202 (2) 125 (1) 8–12/month Yes 

B 11,477 2538 (22) 389 (3) 118 (1) 
30/year to 
30/month 

No 

C 8112 1926 (24) 117 (1) 65 (1) 24–52/year No 
D 7850 1892 (24) 109 (1) 56 (1) 10–50/year No 
E 7431 993 (13) 51 (1) 19 (0) 60–70/year Yes 
F 6957 1521(22) 85 (1) 37 (1) 12–50/year No 
G 4141 1528 (37) 1 * 27 (1) 6–24/year Yes 
H 4052 1373 (34) 77 (2) 32 (1) 4–12/year No 
I 1691 790 (47) 12 (1) 18 (1) Minimal Yes 

Notes: 1 Facilities A–I listed according to number of paediatric admissions, greatest to least. A, B, C, D, E, 
F, H are district-level paediatric services, Hospitals B, D and I are tertiary level services; * No in-patient 
paediatric ward available; ** Percentage presented in whole numbers only for clarity. 

There were 36 clinicians across 9 hospitals that were interviewed (13 doctors, 13 nurses and  
10 social workers), as well as 12 managers from the relevant statutory child protection agencies, see 
Table 2. Responses are reported against specific themes and categories below; direct quotes are not 
provided so as to preserve anonymity of respondents. 
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Table 2. Respondents to in-depth interviews. 

Facility 1 Medical Nursing Social work 
A 1 Paediatric, 1 ED 1 ED, 1 Paediatric 1 Paediatric 
B 1 Paediatric, 1 ED 1 ED, 1 Paediatric 1 Paediatric 
C 1 Paediatric, 1 ED 1 Paediatric 1 Paediatric, 1 ED 
D 1 ED 1 ED, 1 Paediatric 1 ED 
E 1 Paediatric 1 ED 1 Paediatric 
F 2 Paediatric 1 Paediatric 1 paediatric 
G 1 ED 1 ED 1 ED 
H 1 Paediatric 1 ED, 1 Paediatric 1 Paediatric 
I 1 ED 1 ED 1 ED 
CS   12 

Note: 1 Facilities A–I listed according to number of paediatric admissions, greatest to least.  

3.1. What is the Clinical Burden of Child Physical Abuse/Neglect in This Region? 

Clinician estimates of the burden of child PAN presentations ranged from very few per year to 
many per week (see Table 1). There was considerable variation in the estimated presentations of 
PAN even within hospitals between disciplines. No clinician or service had any data on CM or PAN 
presentations; this was felt to be a major drawback of data collection systems. Clinicians reported 
that the current electronic information system used in ED was not useful for auditing or estimating 
the numbers of presentations for a range of clinical concerns. Audits of paediatric presentations to 
ED were carried out by four hospitals in the region (Table 1). Managers from statutory agencies 
likewise had no recorded data on the number of medical assessments carried out for child PAN cases; 
their estimates ranged from three to 24 per year. 

3.2. How are Child Physical Abuse/Neglect Assessments Conducted? 

Table 3 lists the personnel involved in-hours for PAN assessments in ED. There were differing 
accounts on the personnel involved, including use of social workers. When clinicians were asked 
about whether there was a written procedure within their service for children with suspected PAN, of 
those who said yes (n = 14), six were outdated or could not be located. Three sites used a paediatric 
injury risk assessment process or protocol for identifying when injuries could be attributed to CM. 
Table 4 lists the procedures undertaken in hospitals in the region following the clinical assessment. 

3.3. What Child Protection Training Does Your Staff Get? 

As a response to the question “what sort of training does your staff get in child protection?”, most  
(32, 89% of respondents) said that staff within their service had completed the two-hour mandatory 
training; 26 respondents (71%), said their staff had completed one-day mandatory child protection 
training. Responses to this question did not vary between the clinical groups. Participants listed a 
range of other child protection training sessions they had attended; only one respondent (medical) 
was aware of and had attended a clinically oriented training session. 
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Table 3. Who conducts child physical abuse/neglect assessments? 

Facility 1 In Hours 
Social 

Worker 
Involved 

A Paediatric Registrar 2 supported by paediatrician Rarely 
B Paediatric Registrar + paediatric SW * + Community paediatrician Always 
C Paediatric Registrar or junior doctor ± Paediatrician support Rarely 

D 
ED Doctor + Paediatric Registrar with ED Consultant Support  

± SW ± RN ** 
Rarely 

E Paediatric registrar or junior doctor Always 
F Paediatric registrar supported by paediatrician Sometimes 
G ED doctor Never 
H ED doctors or Paediatric junior or Paediatrician Rarely 
I ED registrar + RN ** + SW * supported by ED Consultant Rarely 

Notes: *Social Worker; ** Registered Nurse; 1 Facilities A-I listed according to number of paediatric 
admissions, greatest to least. A, B, C, D, E, F, H are district level paediatric services; 2 Registrar:  
trainee Pediatrician.  

Table 4. Procedures followed after child physical abuse/neglect clinical assessment. 

Facility 1 Medical 
Report 

Follow-up 
(Proportion) 

Who follows up CP Policy Used 

A Yes Yes (75%) Orthopaedic, Ambulatory 
Paediatrics, Paediatrician 

No (Doctors)  
Yes (nurses) 

B Yes Yes (100%) Paediatrician, or child at risk clinic Yes, not used clinically 
C No Yes (100%) Paediatrician, ED clinic Yes, not used clinically 
D No Yes (don’t know) Paediatrician, CPU, CS No 
E No No CS Yes and helpful clinically 
F No Yes (>50%) Local paediatricians, CS Aware, not used 

clinically 
G No Yes (if transferred) All transferred to hospital A Not aware 
H No Yes (most) Paediatrician or GP Aware of policy not used 

clinically 
I No Yes (75%) Hospital elsewhere Aware, not used 

Notes: 1 Facilities A–I listed according to number of paediatric admissions, greatest to least. A, B, C, D, E, 
F, H are district level paediatric services; CP Policy: Child Protection policy; CS: Community Services; 
CPU: Child Protection Unit (forensic service based in a tertiary Children’s Hospital). 

3.4. What is Working Well? 

• Team approach: Multidisciplinary teams with social worker involvement often had staff with 
a “passion” for child advocacy. Particular local teams with good working cultures were 
identified and commended on their collaborative working relationship.  

• Availability of protocol and policy: Clinicians, who knew about the existing child protection 
policy, were able to find it and use it when required. Being able to locate the policy online was 
particularly useful. 
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• Positive working relationship between health and statutory services: Some teams had 
established relationships with their local CS, this facilitated ease of reporting CM concerns 
and improved referral pathways between CS and hospitals. 

• Good communication channels: These were reported in certain facilities or teams and 
included internal and external pathways. Teams with a culture of consultation with senior staff 
were acknowledged. For child protection managers, being able to consult a paediatrician and 
having a key contact person at each site to facilitate the referral process was a major bonus. 

3.5. What are the Gaps in Systems Currently? 

• Inadequate awareness, recognition and follow-up of CM among frontline clinicians: Social 
workers were more likely to point out that there was inadequate awareness and recognition of 
CM in the acute setting. While responses for whether some form of follow-up was provided 
varied (Table 3), most hospitals had inadequate psychosocial staff, i.e., social workers to 
provide appropriate follow-up for children identified as at risk. 

• Children with CM concerns not prioritised in EDs: This was a frustration not just for child 
protection caseworkers but also for social workers. Caseworkers felt that children should not 
have to wait for a medical assessment, given their traumatic experiences. 

• Poor communication between hospitals and CS: Busy clinicians, particularly doctors and 
nurses, pointed to poor information provided to clinicians by caseworkers, lack of feedback, 
and case coordination provided by CS. 

• Workforce issues: Lack of trained and qualified staff was a significant issue, particularly 
social workers in some hospitals and medical staff with paediatric experience. Workforce 
constraints contributed to the lack of multi-disciplinary assessments carried out. Limited 
after-hours availability of access to social work, radiology and paediatric expertise was a 
concern in the smaller district hospitals. 

• Marked variability in quality: This was highlighted not just by child protection managers but 
also by clinicians. There were variations across hospital sites of quality of PAN assessments, 
timeliness and quality of medical reports. 

4. Discussion 

This clinical practice improvement project in metropolitan Sydney was carried out to inform 
planning and coordinate frontline clinical services to adequately respond to CM. Our study shows 
that children make up a sizable proportion of emergency presentations in metropolitan Sydney; a 
quarter of all presentations are for injury and a significant minority is attributable to CM. Clearly, the 
acute hospital setting is one where maltreated children do present to; data from the United States has 
shown that 10% of all children presenting to an ED are victims of CM and, without identificat ion, a 
third will be injured again and 5% will die from subsequent injuries [22]. In general, however, there is 
low-quality evidence on the accuracy of instruments for identifying abused children in the acute 
setting [13,23]. Beyond merely attempting to quantify the clinical burden of child PAN presenting to 
acute services, we also identified positive and negative interagency working practices and developed 
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minimum clinical standards for assessment and care of this cohort of children in this region  
(see Box 1) [24]; from the results of this project and guided by the available international evidence. 

Box 1. Minimum standards for the clinical assessment of children presenting with 
suspected physical abuse and/or neglect to frontline services. 

 All paediatric injuries/poisoning presenting to ED are triaged using Paediatric Injury  
Sticker or equivalent 1 

 All children presenting with suspected significant PA/N or referred by CS, are assessed by a paediatric 
trained doctor, social worker, ± nurse as appropriate 

 All clinical assessments to follow PA/N clinical protocol 2 
 Assessments to be discussed with most senior Consultant 
 If child protection report is to be generated, it needs to be counter-signed by Consultant 
 Child Protection Medical Report to follow standard format 3 
 Clinical photography if needed to be organised via the hospital audio-visual service 
 PA/N protocol and report to be filed in the medical record 
 Clearly defined pathway in existence between child protection services and frontline health services in 

the region for children presenting with PA/N 
 Paediatric and psychosocial follow-up to be available to all children identified with abuse and neglect, 

across the region 
 All frontline clinical staff (i.e., doctors, nurses and social workers) working in ED and Paediatric 

Departments have completed core child protection training 
 Clinically oriented child protection training to be scheduled annually in continuing education 

programs in all ED and Paediatric Departments across the region 
Notes: 1 The existing paediatric injury/poisoning risk assessment sticker has been incorporated into an 
online risk assessment tool in ED; 2 The Suspected Child Abuse and Neglect (SCAN) clinical protocol is 
available on the intranet across the region; 3 A template for the Child Protection Medical Report is 
available on the intranet across the region; ED: Emergency Department; PA/N: physical abuse and/or 
neglect; CS: Community Services, the State child protection service. 

The obvious presence of children and families in our acute frontline services notwithstanding, the 
real burden of PAN presentations is still unclear. In 2007–2008, there were over 34,000 substantiated 
child protection reports made to the Child Protection Helpline in NSW; one-fifth of these reports 
were for physical abuse [25]. In our study, data from paediatric ED presentations coded with CM-type 
concerns in 2007 ranged from 20 per year in one facility (with low paediatric presentations) to 125 in 
the facility with the largest paediatric population. Clinician and child protection managers’ estimates 
of PAN presentations to frontline services varied widely from four per year to one a day. From the 
available quantitative data on paediatric injury presentations, PAN-type concerns account for 
approximately 3%–5% of injury presentations and 1% of all paediatric ED presentations in our study. 
Early detection rates of child abuse in EDs vary widely among different countries (Netherlands: 0.2%, 
Italy 2%, the United Kingdom: 4%–6.4%, United States: 10%) due to varied screening tools, different 
settings and access to health services [9,14,26–29]. While our study suggests that in metropolitan 
Sydney, in busy district hospitals, physical abuse/neglect accounts for at least 1% of ED presentations; 
this is likely to be an underestimate and perhaps not the right question. 



87 
 

 

This study showed that there was wide variation in response to children presenting with suspected 
PAN presentations to frontline services. There is variation in who assesses them, whether protocols 
are used, follow-up offered and medical reports done. Some of this reflects the resourcing of each facility 
in terms of trained paediatric staff, some of this reflects variation in clinical practice. Comprehensive 
guidelines do exist for clinicians responding to children with suspected maltreatment [30,31]. We 
know that a medical examination is an important component in the assessment of child abuse as it 
provides information to support or refute an allegation and helps to identify the health and welfare 
needs of vulnerable children [32]. The significant variation in paediatric and psychosocial follow-up 
offered to children with suspected maltreatment is of concern, given the high risk of recurrence of 
maltreatment, especially within the first month of the index event [33]. Clinician interviews matched 
well with the experiences of child protection managers, who also reported a great variability in the 
quality of assessments, timeliness of assessments and quality of reports. Only four facilities routinely 
audited paediatric presentations to ED; these included the busiest and the least busy ED with respect 
to paediatric presentations. We therefore identified critical problems not just in medical assessments 
of CM in the acute setting but also inter-agency responses. Much of the work done on inter-agency 
responses to CM have focused on improving professionals’ abilities in information sharing and 
reporting of concerns [18,34]. Impressive work has also been done in the United Kingdom to 
standardize peer review processes for paediatricians as an essential component of the medical 
evaluation of CM [35]. The authors of these peer review standards acknowledged however that there 
was a role for making peer-review meetings both multidisciplinary and multi-agency [35]. 

Within the last two decades, there have been many attempts to improve clinicians’ performance in 
EDs with respect to CM [14,15], including adapting guidelines from other national systems [29].  
In this metropolitan region, Ziegler et al.’s review of children presenting with fractures in Hospital 
A, found poor identification of CM, poor documentation and follow-up of patients [11]. As a result 
of this review, the hospital ED put in place a paediatric injury-screening tool, subsequently adopted 
by two other hospitals. Two of the busiest hospitals use this screening tool and have higher 
proportions of children with injuries identified as being due to CM (4%–5%), thereby suggesting the 
tool improves risk identification. Leventhal et al.’s study of fractures in young children in the US 
does suggest that there has been a significant reduction in the proportion of abusive fractures from 
the 1980s to the 2000s, due to early recognition of less serious forms of CM and availability of family 
intervention [36]. A recent paediatric injury study from Queensland, Australia, using linked hospital 
and child protection service records, found a high proportion of children with unintentional injury 
codes had CM concerns, thus suggesting that hospital clinicians needed targeted training to ensure 
children at risk were being detected by the child protection system [37]. 

According to our respondents, most clinicians within their teams had completed their mandatory 
child protection training. In a previous study we conducted in this region on knowledge and practice of 
doctors and nurses, we found that although most clinicians reported some child protection training, 
more than 70% of ED nurses felt their training was inadequate, compared with 19% of ED doctors [38]. 
Studies have shown that child protection training improves the ability of clinicians to report 
suspected CM [39], whereas clinical experiences and training in CM improve the preparedness of 
doctors to identify and evaluate patients for abuse [40,41]. A systematic review of child protection 
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training and interventions found evidence to support the use of procedural changes that improve 
documentation of suspected CM but an absence of rigorous evaluation of training programs and 
their impact [42]. We would suggest that mandatory training in child protection, such as is currently 
available, is not sufficient on its own to provide a quality response to children presenting with 
suspected abuse or neglect to frontline services. 

In our study, several respondents were able to highlight good examples of local clinical practice, 
which involved good teamwork and good relationships with on the ground agencies. Health workers 
and child protection workers identified several gaps in practice and within their organisations and 
systems. The practice gaps identified were threefold, that is: inadequate awareness and recognition of 
physical abuse/neglect among frontline health staff; variations in assessments undertaken; and 
variation in use of procedures and protocols. A systematic review of effectiveness of professional 
and organizational interventions aimed at improving medical processes, such as documentation or 
clinical assessments by ED healthcare providers, found that moderate-quality observational studies 
suggested that education and reminder systems increase clinical knowledge and documentation but 
these findings were not supported by a multisite randomized trial [43]. System problems included a 
lack of priority given to suspected CM cases; different staffing arrangements across sites; ineffective 
data systems to capture PAN presentations to health services; inadequate follow-up systems for 
identified CM cases; unsatisfactory communication within and between agencies. 

5. Conclusions 

Tony Morrison promotes the idea of a “strategic leadership of complex practice”; i.e., collective 
forms of knowing and reflecting that learn from frontline staff accessing practice narratives as well 
as performance numbers, to achieve a systemic analysis of the state of practice and how it can be 
improved [44]. We believe that we have tried to do just that—arrive at an in-depth understanding of 
the pointy end of the complex inter-disciplinary practice involved with responding to child maltreatment 
within frontline clinical services. We described the clinical burden of child PAN presenting to 
frontline services in metropolitan Sydney, providing the best available estimate of numbers of 
children presenting with suspected abuse/neglect. We described professional practice with respect to 
CM across agency and professional boundaries, as it currently stands. We highlighted isolated 
examples of good practice but also pointed out areas for improvement. A twofold challenge exists: to 
improve service quality within the health system, and to enhance coordination across health and 
welfare agencies. Based on the findings and international guidelines, we formulated minimum 
standards for the clinical assessment and care of child PAN in our own region [24], which are 
currently feasible given the right leadership and organisational support. A vulnerable child and youth 
population is dependent upon these recommendations being addressed adequately. 
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Socio-Educative Process: Training Needs among Biological 
Families in Spain 
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and Alicia Navajas 

Abstract: In Spain, an average of 480 children per 100,000 is receiving some type of temporary care, 
and the reunification process is typically lengthy. Providing the biological family with specific 
training as part of the reunification process is key to solving this problem. Although previous 
research and social policy have emphasized the importance of such training to reunification, the 
training has not been fully implemented in Spain. This study investigates the specific training needs 
during the transition phase of the reunification process in which the child prepares to return home. The 
data were obtained from focus groups and through semi-structured interviews with 135 participants: 63 
professionals from the Child Protection System and 42 parents and 30 children who have undergone 
or are currently undergoing reunification. A qualitative methodology and Atlas.ti software were used 
to analyze the interview content. The results indicate three specific training needs: (a) understanding 
the reasons for reunification and the reunification phases; (b) empowerment strategies; and (c) social 
support. These findings suggest the best practices for formulating specific support programs for this 
population during the reunification transition period. 

Reprinted from Soc. Sci. Cite as: Balsells, M.A.; Pastor, C.; Amorós, P.; Mateos, A.; Ponce, C.; 
Navajas, A. Child Welfare and Successful Reunification through the Socio-Educative Process: 
Training Needs among Biological Families in Spain. Soc. Sci. 2014, 3, 809–826. 

1. Introduction: The Situation in Spain 

According to the official 2012 data, there are a total of 39,754 open cases of children receiving 
government protection in Spain or an average of 480 Spanish children per 100,000 [1]. These data 
indicate a slight downward trend since 2004, for both open cases and the number of guardianships. 
Unlike other countries, in Spain, residential care is used in 75% of placement cases and is the primary 
resource for children who are placed in out-of-home care. Another particular characteristic of 
Spain is the predominance of kinship foster care among foster care cases: kinship foster care is 
provided in 85% of family placement cases [2]. Additionally, foster care stays in Spanish 
residential institutions are typically lengthy. López and Del Valle [3] indicate that the children who 
stay the longest are primarily those between 9 and 12 years old who present emotional and/or 
behavioral problems (42% of the children under care receive psychological support) and whose 
parents have serious psycho-social problems. 

Another factor that is evident from official statistics about measures for child protection in Spain 
is the absence of unified data about the number of minors who return to their nuclear family. This 
lack of uniformity in data is because each autonomous community is responsible for recording the 
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information. Consequently, Spain lacks official data about the number of children in care who return 
home with their biological family, and little research about this topic exists. 

Organic Law 1/1996 on the Legal Protection of Minors, passed on 15 January 1996 [4], calls for 
the prioritization of family reunification. It declares that children have a basic right to development in 
their family context and states that in the case of separation, the primary objective should be to 
facilitate reunification with the biological family. The Spanish autonomous communities were 
charged with implementing this law and are allowed use placement alternatives that accord with their 
own priorities [5]. In its report about Spain, the United Nations’ Committee on the Rights of the 
Child [6] is also betting on the revaluation of the biological family and for interventions in child 
protection that support the preservation and reunification of families. Among other measures, it 
foresees providing parents with support mechanisms sufficient for fulfilling their responsibilities in 
raising their children and giving priority to the family itself for a process of reunification, despite 
the fact that legislation gives priority to family reunification. In fact, some studies have indicated 
that although family reunification is the most common idea among practitioners, it is not 
implemented in practice [7]. 

To encourage the reunification process, the Child Welfare Information Gateway [8] recommends 
training programs designed to empower families. Many researchers support this recommendation 
and tend to suggest the implementation of socio-educational programs for teaching parenting  
skills [8–10]. Other authors broaden this vision by also recommending training that addresses the 
specific needs relevant to each stage of the reunification process [11,12]. Spain is at the beginning 
stages with respect to training programs. The international tendencies and research undertaken by 
different teams at Spanish universities have enabled the production of programs called third 
generation [13,14], where the main aim is to promote the quality of family functioning as a system 
through comprehensive long-lasting, multi-domain, multi-context interventions and through 
socio-educational group interventions with the whole family (parents and children) [15]. The 
Spanish parental education programs [16] are oriented towards promoting family communication 
that improves both the quality of the family system and parental skills. What predominates is the 
need to create an atmosphere that favors educating children in which organization is imposed over 
chaos [13] and in which the factors of protection that identify the capabilities are the best points of 
reference for a family intervention [11,16,17–19]. Nonetheless, in plans for family reunification, 
concrete objectives are addressed for the recovery of parents and improvement of the family 
context, but the introduction of specific training programs is not common practice. 

This background situates reunification as one of the principal challenges for research and 
practice presently facing the Spanish system of protection. 

2. Literature Review 

In the Child Protection System, family reunification refers to the process through which children 
who have experienced abandonment, neglect or abuse return to the home of their birth families after 
a mandated separation period. It involves separating the child temporarily from the family and 
placing him or her in foster care and/or a residential placement. The reunification process begins the 
moment the child is separated from his or her parents. After the separation occurs, if reunification is 
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the goal, the parents maintain contact with their children through visits in which they also receive 
training to become eligible for the child’s return. Wade et al. [20] studied reunification in depth. 
Specifically, about the reunification decision and the consequences for maltreated and neglected children 
after four years of being away from home. In this study, there are some key points to highlight, such as: 
(a) the rates of admission, planning process, pathways and destinations of children to care vary by local 
authority; (b) the social workers based the decision to return home on improvements of problems that 
had led to the children’s admission and on the level of risk to the safety of the children were considered to 
be acceptable , and (c) it observed more stability for those children who had been the entire time in foster 
care than those who had returned home; over half of the children who went home (59%) had made at 
least one return to care. As Wade et al. [20] explain, stability is not the only factor to take into account to 
evaluate the reunification; we have to consider the well-being of the children at home. The return home 
of the children is more likely to be stable when decisions to reunify maltreated children are based on clear 
evidence of change in parenting capacity, the reunification has been well planned, and there is a strong 
provision of support services to assist parents and children. When this happens, the stability and 
well-being of the maltreated and neglected children is higher, and for this reason long-term care can be a 
positive option for maltreated and neglected children, contrary to common belief. 

Previous studies indicate the need to support the biological family with the fundamental aspects of 
reunification in each stage of the process; specific needs vary by stage. 

This paper studies the phase—months and days—during which the children prepare to return 
home. Once a decision has been reached that the children may return home based on the positive changes 
achieved by the family, specific needs arise that must be addressed for a satisfactory reunification. 

Some family intervention or support processes were previously excessively structured from the 
perspective of deficit, based on the deficiencies or limitations of those involved. The perspective of 
potentialities that considers the possibilities of some factors of protection or simply of some personal 
resources that can and should be strengthened was not always considered. Professional work 
consists not only of reducing the limitations and weak points but also of increasing the capabilities 
and strengths that are found in most people, even those in negative situations [21]. 

The ecological–transactional model [22] allows for observation of both risk and protection 
factors that interact dynamically on the various ecological levels suggested by Bronfenbrenner [23]. 
From this model, one may analyze the paths of families overcoming challenges and developing in 
the face of adversity typical of a situation of mistreatment and abandonment. The identification of 
these protection factors allows an intervention to potentiate the resilience of families that must cope 
with a process of reunification and move from an “ideal” model of family functioning to a “resilient” 
model [14]. Parental capabilities; the economic, family and social context; and attention to childhood 
needs are three areas that entail protection factors for families capable of facing great adversity. The 
empowerment of families so that they can develop these protection factors is a trend in more recent 
interventions: “The relevance of the construct of family resilience for this sample supports the 
application of this theoretical material within family-centered practice” ([24], p. 209). 

However, the scientific literature is also beginning to identify the specific needs of a process of 
reunification—those that are substantial for a family that is in the process of recovering guardianship of 
their children. From this perspective, the ecological–transactional model and resiliency theory may 
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provide a deductive argument for the need to focus on the following key factors in successful 
reunification: understanding the motives for reunification and the reunification phases, empowerment 
strategies, and social support. These three needs must be considered throughout the reunification 
process. However, during the transition to the family context, they become particularly important 
due to their influence on the successful reunification. 

2.1. Understanding the Motives for and Process of Reunification 

Reunification becomes possible when the family has satisfactorily undergone the change process 
that enables the child to return home. The commitment, willingness and desire of the family to accept 
and make the necessary changes contribute the most to promoting reunification and family resilience 
during this process [24]. The British proposal “The Framework for the Assessment of Children in 
Need and Their Families” [25] identifies three areas in which these changes should occur: (a) the 
family context, social support received and environmental factors; (b) parental competence in 
providing adequately for the child’s needs; and (c) improved quality of life and child welfare. This 
interpretative model suggests that adequate change during the reunification process should be 
measured in these three related areas. Parental recognition of these essential changes and 
requirements is the first step to reunification [26]. According to Balsells et al. [12], developing an 
awareness of these changes is a gradual process. Families initially see the reasons for the separation 
as contextual, but in the reunification phase, they begin to realize how their improved parental abilities 
make reunification possible. Therefore, awareness of the problem grows over time. However, 
according to the same authors, not all families are able to visualize how they will ensure the 
well-being and quality of life of their children at this stage of the process: they lack empathy and 
vision regarding the improved welfare of their children [11,12]. 

Another factor identified in the literature as relevant to the success of reunification is knowledge 
about the reunification process. Parents should become familiar with the different adaptation 
situations that may arise after the child returns home. At first, parents may idealize living together, 
leading to a harmonious “honeymoon” phase [15,26,27]. This idyllic stage can deteriorate over time 
and be interrupted by unresolved reunification problems or other issues that may lead to a crisis. 
Therefore, Del Valle and Fuertes [28] argue that parents should be prepared by learning about these 
phases and obtaining adequate resources to resolve a potential crisis. 

2.2. Empowerment Strategies 

The scientific literature indicates that family empowerment, particularly through identity 
reinforcement and the development of a group identity, is necessary as families prepare to be reunified. 
When a family considers itself a group, it makes a greater effort to stay together [24,29,30]. As 
children prepare to return home from temporary care, several strategies are used to reinforce the 
feeling of connection, such as increasing visitations and parental involvement in important events [10] or 
providing parental capacities [31,32]. Other authors have identified positive intrafamily communication 
as an element that increases the success of the reunification process [32,33]. Similarly, the family’s 
relationship with support professionals is also crucial, and the literature emphasizes the importance 
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of promoting trust through exchange rather than creating a relationship informed by power  
dynamics [34,35]. Parents value honesty, consistency and respect from professionals [36]. 

Family members’ ability to manage emotions also supports empowerment. Parents should recognize 
and address their children’s contradictory feelings, which may include conflicts of loyalty or 
dissatisfaction with their return home [30]. Parents may also experience mixed feelings, including 
happiness and fear, before the child’s arrival. They may therefore benefit from emotional management 
training [37]. Managing these specific emotions is necessary in this stage of the process. 

Because of the novelty of living together as a family, parents should develop conflict resolution 
skills to help the entire family adapt to the habits and attitudes adopted by the children during their 
placement [30]. Festinger [38] adds that in such moments, it is crucial for parents to understand the 
evolution of their children’s behavior and adapt to their new needs. 

2.3. Social Support 

Several authors have used the Bronfenbrenner [39] model to emphasize the importance of 
supporting families involved in child protection measures. The research indicates the importance of 
both formal and informal support during the reunification process. 

Authors such as Lietz et al. [40] assert that formal support from child protection professionals is 
essential to making and maintaining the changes necessary for successful reunification. Cole and 
Caron [10] state that maintaining relations with professionals that are based on trust and respect helps 
families adequately adapt to the services and determine whether they are receiving sufficient support. 
Rodrigo et al. [41] add that all family members should be able to identify and apply the professional 
support offered by various institutions and maintain their earlier contacts. 

Previous studies of informal support indicate that these families typically have weak social 
support networks. Therefore, many authors suggest that efforts be made to identify and maximize 
families’ informal support resources [42,43]. Informal support facilitates reunification, as families 
rely on outside help to strengthen the family unit and prevent relapses [44]. Informal support can also 
help the family unit during the moments of stress and anxiety that occur during reunification, 
facilitate behavior change and prevent abuse and neglect in the family system [40]. 

Consistent with the literature reviewed above, the protection services that connect families to  
formal and informal support networks obtain better qualitative results in studies of the reunification 
process [41], leading many authors to recommend that professionals be involved in identifying and 
maximizing both informal [42,43] and formal support resources [24,34,45,46]. 

3. Methodology 

3.1. Objective 

This research aims to deepen the field’s understanding of the specific needs of families undergoing 
the reunification process during the transition period prior to a child’s return home from temporary 
care. It examines parents’ various socio-educational needs during the months prior to reunification. 
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The ultimate goal of the study is to contribute to the development of training programs designed to 
support the family reunification process. 

3.2. Participants 

The most important feature of the sample was its ability to provide a multi-informant perspective. 
Data were obtained from three population groups: professionals, parents and children. 

The participants were contacted through child protection welfare services in four regions of Spain 
(Catalonia, the Balearic Islands, Galicia and Cantabria). The research team and the welfare staff 
selected the families to participate in the study. 

To participate in the study, the participants were required to be (a) professionals working in 
various capacities within the Child Protection System who had experience with foster care or 
residential placement; (b) parents with varying characteristics (age, family structure, etc.) who had 
already been reunified with their children or would be reunified in the subsequent two months, were 
involved in a reunification plan and were willing to cooperate and collaborate with the professionals; 
or (c) children and young adults between 12 and 20 years old with no mental or physical disabilities 
who had left placement services (residential or foster care) more than one year ago. Only those 
children whose parents had also been selected could participate in the research. 

The total number of participants was 135, of which 63 were professionals, 42 were parents and  
30 were children. 

The professionals had experience in residential placement or foster care (33 with birth families,  
16 with residential care and 5 with kinship foster care). Thirty-three worked as social workers, 10 as 
educators and 20 as psychologists. The majority was women (74.60%), and the remainder men 
(25.40%). (See Table 1 for participant details). 

Table 1. Characteristics of the participating professionals. 

Characteristics Professionals (N = 63) 
Gender 
Women 47 (74.60%) 
Men 16 (25.40%) 
Age 
25–35 16 (25.80%) 
36–45 29 (45.16%) 
Over 46 18 (29.04%) 
Training 
Social educators 20 (31.75%) 
Pedagogues 10 (15.87%) 
Psychologists 20 (31.75%) 
Social workers 13 (20.63%) 
Intervention type 
Biological family 37 (58.73%) 
Residential care 16 (25.40%) 
Family care 10 (15.87%) 
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Among the parents, 34 had been reunified and four were still involved in the reunification 
process; 76.19% were women, and 23.81% were men. (See Table 2 for participant details).  

Table 2. Characteristics of the participating parents. 

Characteristics Parents (N = 42) 
Gender 
Women 32 (76.19%) 
Men 10 (23.81%) 
Family situation  
Reunified 37 (88.09%) 
Undergoing reunification 05 (11.91%) 

Among the children and young adults, 21 had been reunified and nine were still undergoing the 
reunification process. They ranged in age from 12 to 20; 53.33% were girls, and 46.67% were boys. 
(See Table 3 for participant details). 

Table 3. Characteristics of the participating children and adolescents. 

Characteristics Children and Adolescents (N = 30) 
Gender 
Girls 16 (53.33%) 
Boys 14 (46.67%) 
Age 
6–11 05 (16.66%) 
12–17 17 (56.67%) 
Over 18 08 (26.67%) 
Family situation 
Reunified 21 (70.00%) 
Undergoing reunification 09 (30.00%) 

3.3. Tools 

A focus group and semi-structured interviews were used to gather the data. Three tools were 
developed: (a) a questionnaire for gathering participants’ personal data (name, age, place of 
residence, names of children, type of placement, placement duration, etc.); (b) a guide for the focus 
group questions and semi-structured interviews; and (c) a form on which the development of the 
information acquisition process could be recorded (date, duration, place, motives, atmosphere, etc.). 

The scripts were prepared based on a review of the scientific literature on the subject determining 
key elements to be investigated. The questions sought to provide opportunities for participants to 
present their experiences in processes of reunification, including how it occurred, their feelings and 
what assistance they received etc. from the perspectives of the parents, children and professionals 
involved. In the scripts for the discussion groups and the semi-structured interviews, the language 
of the questions was adapted to the contexts and the participants. The data were peer reviewed to 
maintain the reliability and credibility of the data. Thus, if there were some discrepancies in the 
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selection of a word, it was reviewed, and an agreement was reached regarding which words would 
be culturally appropriate in context. 

3.4. Procedure and Analysis 

First, a comprehensive literature review was conducted on the topic to determine which factors 
influence successful reunification during the transition period. A field study was then conducted 
using 22 focus groups and 18 semi-structured interviews, which were recorded with the consent of 
the participants. The confidential nature of the recordings was ensured. For participants who were 
under age 18, authorization and consent were obtained from parents and the Public Administration if 
it had legal custody over them at that time. 

All the information recorded was transcribed, and the literal transcription was analyzed using a 
system of coded categories that several researchers designed and developed by applying the  
“bottom-up” strategy. An exhaustive process of content analysis was conducted to define categories 
and subcategories. Bottom-up content analysis was applied in several stages. The first stage of 
analysis was textual, selecting paragraphs, fragments and significant quotes from the transcription 
papers. The second stage was conceptual, to identify categories and subcategories that could be 
interrelated. Both stages were conducted and subjected to peer review, and categories and 
subcategories were defined when data reached saturation. To achieve analytic reliability, three focus 
groups were initially analyzed by five judges (team researchers) to ensure that the categories were 
unambiguous and not mutually exclusive. Second, a system of double judges analyzed each 
hermeneutic unit. Each pair of judges had to read the analysis and codification individually, after 
which a consensus was found if any discrepancies surfaced. Finally, the codification was cleared 
using the software. 

The Atlas.ti 6.1.1 software was used for the qualitative data processing. A Hermeneutic Unit 
Editor was created in which the literal transcriptions of the focus group (primary documents) were 
included, each category and subcategory was given a code (code) and textual notes were also 
included (memos). A conceptual network (network) was created to analyze the data as a basis for the 
connections established between the codes of the hermeneutic unit and the research. 

The categories and codes included (a) understanding of the reunification process: (a.1) 
understanding reunification motives; (a.2) understanding the reunification process; (b) empowerment 
strategies: (b.1) active involvement; (b.2) communication; (b.3) emotional management; (b.4) 
adaptation; (c) social support: (c.1) formal support within the Child Protection System; (c.2) formal 
support outside of the Child Protection System; and (c.3) informal support. 

4. Findings 

4.1. Understanding the Motives for Reunification and the Reunification Process 

The results indicate that parents’ understanding of the difficulties involved in and the reasons 
behind the reunification with their children changed over time. When they are separated from their 
children, parents tend to blame environmental factors (i.e., lack of economic resources, inadequate 
housing, etc.). Nevertheless, as they anticipate their child’s return, many of them state that both 
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environmental factors and an improvement in their parenting skills contributed to the reunification. 
Therefore, the results revealed a gradual evolution in parents’ understanding of the reasons for the 
separation, broadening their vision beyond contextual factors and adding parenting skills to the 
factors that they believe contributed to their situation. However, many parents fail to understand the 
factors related to the improved welfare of their children. According to Balsells et al. [12], few parents 
achieve this understanding, and even parents who have already been reunited with their children 
continue to focus on the contribution of environmental factors, as this quotation from one of the 
mothers participating in our study suggests: 

“When they realized that they could not send them to another center, they said: So let 
them return to the mother.” (Mother) 

However, the professionals indicate that the majority of parents idealize their child’s return home, 
requiring the professionals to underscore the importance of developing realistic expectations about 
their future lives together. They emphasize that establishing these expectations requires special attention 
and care because false expectations could lead to the reunification’s failure. This description is 
consistent with the literature that identifies the “honeymoon” phase as a stage in which family members 
are optimistic and ignore the natural conflicts of daily life [27,29]. Despite the good relations 
established during this idyllic phase, an unresolved issue related to the separation–reunification 
process or some other type of issue eventually arises, resulting in a crisis that needs to be resolved. 
According to Del Valle and Fuertes [28], observations made by support professionals indicate that 
parents should be prepared by receiving education about the phases of the reunification process. 

4.2. Empowerment Strategies 

Previous studies have indicated the importance of empowering parents to face the situations that 
arise during the transition process. The results of this study suggest that reinforcing group identity 
within the family is a potent empowerment strategy. Identity, stability and the cohesion of the 
biological family [47–49] support family reunification, but research should determine how these 
characteristics can be achieved. Our results reveal that the active participation of parents in the entire 
process strengthens family identity. Parental participation can be achieved by encouraging parents to 
be present during their children’s most important events (visits to the doctor, school meetings, etc.). 
Indeed, professionals particularly recommend such involvement in the later stages of the 
reunification process: 

“If you do not make them participating parties with a right to voice their opinion, there 
comes a time when they stop believing that you are asking them, giving way to a 
sensation of being forced.” (Professional) 

This result is consistent with the literature. Del Valle et al. [30] demonstrate that the involvement 
of parents in their children’s important events is crucial, particularly during the transition process. 
The parents participating in the research expressed that being treated as an active party and including 
all family members in important tasks facilitate the reunification process because they help  
them acquire new strength and unity as a family. This argument is consistent with the findings of  
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Del Valle et al. [30], Osterling and Han [50] and Thomas et al. [49], who also detected associations 
between active participation, group identity and feelings. 

Professionals, children and parents report that communication is an essential element of the 
reunification process. First, the parents and professionals interviewed indicated that communication 
with the spouse is a powerful strategy for overcoming difficulties and reuniting as a family. They 
also identify contact and good relationships with the children as factors that contribute to their desire 
to continue fighting for reunification. This result is consistent with previous studies. According to 
Wilson and Sinclair [32] and Farmer and Wijedasa [33], positive contact between family members is 
crucial because it increases the likelihood of family reunification. 

Similarly, participants also consider communication between professionals and parents to be 
important because it provides the latter with support and an outlet. The narratives of the parents 
revealed what they considered to be the necessary content and characteristics of such communication. 
The content parents primarily desire is information about their children and their situation in the 
placement facility. They valued communication styles characterized by verbal language that 
accommodated their level of understanding and that expressed an attitude of trust and empathy for 
them. In the same context, Ghaffar et al. [36] found that honesty, consistency and respect from 
professionals were highly valued by parents. 

Despite the importance of communication to all participants, the results revealed clear demands 
for improving this aspect of the reunification process. Parents request more regular follow-ups, 
including more personal contact, meetings, home visits and guidance. 

“My child has a learning disability of 38%, and I just found out now, when he is seven, 
that a report published five years ago indicates that my son has a disability.” (Mother) 

The professionals recognize that some information does not reach the parent and that it is 
necessary to conduct more direct work with the families. Milani [34] and Munro [35] found that the 
interaction between the family and the professional is a key factor in successful reunification, 
emphasizing the importance of communication based on mutual trust and not on unbalanced  
power relations. 

Notably, differences were found in families’ communication with the two specialized professional 
roles: family educators (professionals who conduct home visits and work directly with parents and 
children) and technical staff (administration professionals who perform the diagnosis, develop the 
work plan and perform the follow-up). Although the professionals claim that the families’ 
relationship with the technical staff is crucial for reunification, the quality and quantity of their 
communication with the educators is usually better than that with the technical staff. The families 
report that the technical staff seems to have a more distant relationship with them, and they seem to 
be stricter and less flexible than the educators: 

“I think I felt better with the center’s educators. Yes, the technical woman came around, 
and she is a lovely woman, but my doubts, my headaches, my problems, all this has 
been addressed by the educators from the center and not the technical staff.” (Mother) 

During the transition phase of the reunification process, specific emotions, identified through 
research, begin to appear, including stress, pressure, nerves, pain, suffering, depression, fear, feelings 
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of loneliness, aggression, impotence, lack of calm, insecurity, frustration or feelings of guilt. Prior to 
reunification, parents may experience desperation caused by the length of the placement, anxiety to 
finally recover their children, disappointment if the planned dates fall through, and anxiety about the 
lack of information. Parents also experience low self-esteem due to feelings of inadequacy, fear 
about the return of their children, and a sense of being overwhelmed by their responsibilities. As 
explained by Jiménez et al. [37], parents experience a range of feelings from joy to fear as they 
anticipate reunification. Content analysis confirms the ambivalence and contradictory feelings 
parents experience immediately prior to their child’s return. 

The results indicate the importance of acquiring abilities that allow family members to adapt to 
the difficulties accompanying reunification. Parents not only need the abilities necessary to resume 
their roles, but they must also adapt to the children’s developmental stage and to the changes they 
underwent during placement. These two aspects must be prepared for during the transition phase. 
Parents should assume that the children have grown, that they are in a new developmental stage, and 
that their needs are therefore different. Participants stress the importance of having personal 
knowledge of family members and coming to terms with each family member’s personal and 
developmental changes. This result is consistent with the literature [38] and is exemplified in the 
following quotation from a teenager: 

“She still sees me as a little girl; when I was placed in a center, she obviously did not 
follow the stage of ‘now she goes to the park’, ‘now she is trying her first cigarette’, 
‘now she is drinking her first alcoholic drink’; she did not go through these steps 
from…from little girl to teenager and an adult.” (Teenager) 

Parents must assume that new attitudes and routines have become part of their child’s life. The 
adaptation of parental responses to their child’s new lifestyle is an essential part of preparing for 
the child’s return home, as stated by the following teenager: 

“You are in a center, and you have your schedule. Now, you come home; all of a sudden, 
in a week, you are no longer in the center, so you do not go to sleep at nine-thirty; you 
are with your mother, who has never been with you, so you start saying: OK Mom, 
please let me go to sleep later…” [Teenager]. 

4.3. Formal and Informal Support 

Formal support and informal support are two additional variables that facilitate family  
reunification [51]. The families themselves identify both as essential during the reunification 
process. Content analysis corroborates the importance of social support and differentiates between 
the contributions of formal support from specialized childcare services and the informal support of  
social services. 

The results indicate that the support provided by the specialized social services of the Child 
Protection Service makes two primary contributions. Parents use these services to know what 
changes they should make and how to make them. Parents also state that support from professionals 
allows them to express their feelings and feel reassured. This finding confirms the results of  
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Lietz et al. [40], who observed that formal support was a key factor in making and maintaining the 
changes necessary for successful reunification. 

However, the quantity and quality of this support is questionable; participating families desire 
more dedication from support professionals and require more interaction with their children, family 
therapy, and parenting training: 

“More visits, more home visits; I want them to say ‘look, this should be like this, this 
should be taken in this way, this has to go’...” (Mother) 

The professionals claim that they need more resources for their specialized work. The lack of 
experience in and resources for providing biological family support in Spain is reflected in the 
professionals’ discourse: 

“For addictions, child therapy and this type of thing, we do have resources, but the  
issue of the family, family therapy, parenting and these things: this is where we go  
wrong.” (Professional) 

Of the formal resources available outside the protection system, the one that is most sought after 
and appreciated by parents is psychological help. In fact, some believe that without professional 
psychological help, they would not have been able to follow through with the reunification process. 
Biehal [47] and Connell et al. [52] demonstrate that professionals must anticipate the recurrence of 
risk patterns and behaviors after families have been reunited. Therefore, support and follow-ups after 
reunification are essential to preventing the repetition of the events that led to the separation. 

Finally, parents require different types of help from the formal help network, e.g., help in 
managing professional life alongside personal life, economic support, personal help and daily 
childcare. These resources are necessary to resolve serious difficulties, as explained by one mother: 

“Economic support, associations or a place where they could be cared for so that you 
can go back to work.” (Mother) 

In addition to the importance of formal support received from protective institutions and  
services, the informal support received by family members and through social networks is also 
important [53,54]. According to Simard [55], this support is essential to achieving satisfactory 
reunification. Maluccio and Ainsworth [56] found that weak social and community support is an 
obstacle to family reunification. The results of this study confirm the results in the literature that most 
parents undergoing the reunification processes have little informal support [42,43]. Both the 
professionals and parents confirm this. One father states: 

“I was alone, I have no family, I am alone, I was and am alone because, if I had a 
family, I would not have reached this situation.” (Father) 

Those who report that they received informal support primarily received it from their spouse 
(considered a crucial supporter by married participants), family members (grandmothers, siblings, 
sisters-in-law, etc.) or friends. Few parents mention other types of informal support (e.g., religious 
groups and communication technology). The literature indicates that this informal support is 
important and that families with informal support networks obtain better qualitative results during 
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the reunification process [41]. Therefore, many authors recommend that professionals work with 
families to identify and maximize their informal support resources [42,43]. 

5. Conclusions 

This study represents the perspectives of all those involved in the reunification process. The 
combined perspective of parents, children and professionals contributes to a better understanding of 
the phenomenon and reaffirms the existence of specific educational needs during the transition phase 
of reunification. This study identifies further significant relevant needs and increases their specificity. 

Prior research has emphasized the importance of understanding the reasons behind and the 
process of family reunification. This research indicates that parents desire more transparency about 
the needs and welfare of their children during the transition phase. Although parents gradually come 
to understand the reasons behind the separation and reunification, they are largely unaware of the 
improvement in the child’s situation. 

This research also indicates the clear need to develop strategies to help parents adapt to several 
significant changes, particularly developmental changes experienced by their children during the 
placement and changes in their routines and habits. Schofield et al. [57] and Thomas et al. [49] found 
that parental optimism, adaptability, flexibility, trust, security and autonomy were important 
reunification factors for their sons and daughters. They also observed that the adaptability of fathers 
and mothers, their openness to change, flexibility and the acquisition of trust, security and autonomy 
were necessary to overcome possible problems. This study identifies the areas that require further 
adaptation during the transition phase. 

Finally, it is important to emphasize that one of the limitations in the study has been the small 
contribution of child participation. More recent policies and norms regarding childhood have 
moved significantly toward recognizing the right to participation of those involved in matters that 
concern them. This new view also includes research processes and child protection. Working from 
this perspective, children’s voices have been collected in the proposed methodology for examining 
processes of family reunification. However, it can be seen in the content analysis that children have 
difficulty speaking about their experience, reporting little data regarding the information requested 
of them. This may be in part due to the scant tradition in our context of promoting experiments 
with child participation or investigative tools. Future investigations should find strategies that allow 
for greater expression for children and adolescents. 

This study also contributes to the literature by revealing parents’ desire to receive more formal 
support through the specialized network. The results indicate the necessity of meeting the specific 
needs that arise during the reunification process by providing specific support for families. These 
findings have important practical implications and underscore the practices that support family 
reunification and that can be incorporated into training programs. Both the results of this study and 
the literature reviewed lead to the conclusion that “providing adaptation and empowerment tools and 
strategies to parents and children for their return home” is fundamental in a training program for 
families. This general goal can be broken down into three specific objectives: (a) objectively 
planning, with the participation of all family members, the necessary adjustments for reconstructing 
the family unit and the return home; (b) being realistic about the changes undergone by providing 



106 
 

 

reinforcement for all family members who consider themselves part of the family unit; and (c) 
understanding the characteristics of the reunification process. 

To meet specific needs through training, the specific challenges of each stage mentioned by 
parents, professionals and children, in addition to parenting skills, must be addressed. The results of 
this study call for an approach that considers child welfare its primary discourse and objective. 
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Assessment in Kinship Foster Care: A New Tool to Evaluate 
the Strengths and Weaknesses 

Nuria Fuentes-Peláez, Pere Amorós, Crescencia Pastor, María Cruz Molina  
and Maribel Mateo 

Abstract: Placement in kinship family has existed informally throughout time. There are many 
countries in which kinship family care is the most common measure used for child protection. 
However, it is a subject of continuous debate. One of the major issues is that kinship foster care is 
relied upon without carrying out an evaluation study of the family; often the child is placed directly 
with grandparents and uncles simply because they are direct family. This article presents an assessment 
tool to evaluate extended families in order to ensure the welfare of the child. The tool was created as 
a result of the cooperative research of 126 professionals from seven regions of Spain. The tool can 
identify the strengths and weaknesses of families by considering six factors: personal characteristics, 
the coverage of basic needs, collaboration with professionals, the family structure and dynamics, the 
relationship between family, child, and biological family, and, finally, the attitude towards the 
placement. The assessment tool is innovative and introduces the opportunity to consider the skills of 
the kinship foster care family, the needs of support, and which families are unfit to take care of the 
child. To conclude, the tool tries to overcome one of the principal disadvantages of kinship foster 
care: the lack of knowledge about the kinship family. 

Reprinted from Soc. Sci. Cite as: Fuentes-Peláez, N.; Amorós, P.; Pastor, C.; Molina, M.C. Mateo, M. 
Assessment in Kinship Foster Care: A New Tool to Evaluate the Strengths and Weaknesses.  
Soc. Sci. 2015, 4, 1–17. 

1. Introduction 

In Spain, extended family foster care has existed informally throughout history, but it did not 
become systematized and generalized until the Law 21/1987 [1]. Its development since then has  
been considerable. 

As in other countries, kinship foster care in Spain has not been exempt from polemic. Many 
professionals perceived it to be an insufficient option, particularly because of the beliefs that 
mistreatment was transmitted intergenerationally [2–4] and that these are poorer quality foster care 
placements, as well as worries that kinship caregivers may collude with parents outside of the case 
planning [5]. Beginning with these ideas, foster care practice until the early 1990s in Spain attempted 
to avoid kinship foster care with grandparents [2]. 

The difficulties of recruiting unrelated foster families for foster care, the recognition that kinship 
foster care responds to a philosophy of family preservation, the benefits in terms of stability, the 
challenge of providing social support for families with difficulties, and the problem of economic 
compensation tied to other types of foster care are some of the factors that have led to a change in 
attitude, policy, and practice in some countries. This shift has allowed kinship foster care to spread and 
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become more prevalent [6]. The increase has occurred in countries as diverse as Holland [7],  
Spain [8,9], Sweden [10], the United Kingdom [11,12], and the United States [13]. 

Testa and Slack [14] explain that demand for kinship foster care has developed because of the 
reduction in unrelated families willing to assume the challenge of foster care, combined with poor 
economic support and low quality of formal support [15]. Kinship care has evolved differently 
within different countries [5], but the situation of children is similar in all countries: many children 
and youths are in unprotected situations as a result of various parental crises, such as drug 
consumption and economic problems [16], or due to other circumstances such as imprisonment, 
mental illness, and health problems [17]. 

1.1. The Current Situation 

The expansion of kinship foster care in Spain is due to a series of factors [2]. Legal factors, such as 
Law 21/1987 [1], which upgraded family foster care in general, and later Law 1/1995 [18] for legal 
protection of minors, in which Article 46.2 gives priority to family members when deciding on the 
best type of foster care for the minor, have contributed to the expansion. The recent bill for the child 
protection law approved in 2014 clearly explains in Article 20 the nature of foster care in unrelated 
families versus kinship foster care, how a foster family is evaluated (whichever type it may be) 
before formalizing foster care, and that family foster care should be given priority over residential 
care (Article 21). Among other rights of the child, the Law 1/1998 [19] on Rights and Attention to 
Minors states: “It should be prioritized that the minor remain in his or her own environment, such 
that foster care is created within the extended family unless this is not advisable in light of the 
minor’s interests.” This right has been considered by regional autonomous laws that determine the 
preference for kinship foster care over foster care in unrelated families (i.e., Law 14/2010, Rights and 
Opportunities of Childhood and Adolescence). Conversely, keeping the child in contact with his or 
her family, in a context where he or she is recognized and loved and in which maintaining contact 
with parents is easier, is considered to be a good practice. Moreover, the growth of kinship foster care 
in our country is also due to the regularization of de facto scenarios that are desired by extended 
families and save time and money for public administration. Therefore, it is not surprising that 
kinship foster care has become the first choice to consider when a child must be separated from his or 
her parents. 

However, kinship foster care is not always a possibility (there must be family members interested 
in taking care of the children) or desirable (kinship foster care cannot be a second-rate foster 
arrangement in which families lack sufficient standards). The child protection system should be 
aware that this type of foster care also needs support, resources, and professional interventions 
similar to any other type of foster care. Thus, fostering family members should be prepared to 
provide safety to ensure wellbeing, afford all types of necessities, and manage contact and bonds 
with the biological family. 

The study conducted by Del Valle and Bravo [20] in Spain reveals that 85% of family foster care 
is performed among extended family, which suggests much higher levels than in other countries. 
Regarding the characteristics of this foster care, Del Valle, López, Montserrat, and Bravo [21] find 
that 60% lived with grandparents, 32% with aunts and uncles, and the rest with cousins or brothers 
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and sisters. The maternal line dominated in all cases (62%). A total of 36% of foster care was 
performed by only one person, usually the grandmother. The median age of foster caregivers in this 
study was 52.2 years. A total of 59% of the foster caregivers had completed basic education, and 25% 
had no education. Finally, these foster caregivers had an average of 6.6 years as foster parents, and 
34% had two or more foster children. 

As we can see, kinship foster care should not be seen as the easiest type of foster care but as the 
most difficult for a variety of reasons. The characteristics found in Spain [9,20–22] are common to 
kinship caregivers from other countries: kinship foster caregivers tend to be older, have lower levels 
of education, more health problems, and low incomes [23]. Foster caregivers state that they feel 
stress about carrying out their role (raising their grandchildren as if they were their parents,  
facing everything related to biological parenthood) and receive less support than unrelated foster 
caregivers [24,25]. Despite all these characteristics, research shows that children living with kin have 
longer placements, experience fewer unplanned outcomes, and do not suffer from stunted emotional 
development compared to other children; in fact, their development can be even more positive [4]. 

On the other hand, in general, Spanish kinship foster caregivers have not completed a process of 
evaluation and training applied to candidates for foster care in unrelated families [19]. However, in 
recent years, a substantial increase in awareness has occurred among politicians and professionals of 
the need to introduce an assessment and training plan [2,26,27]. 

1.2. Assessment in Foster Care 

There is unanimous agreement that assessment and foster caregiver training plans are key 
elements in ensuring quality fostering [5,26,28]. While it is established practice to evaluate non kin 
foster caregivers and there are clear guidelines, until recently there have been a lack of uniform 
guidelines in terms of service provision to kinship families [26]. The fact that progress is being made 
in the research of kinship foster care has enabled the development of specific guidelines for kin 
caregivers [5]. 

Due to these facts, specific assessment for kinship caregivers is a plausible option [29]. Reviewing 
research helps us identify the elements that are associated with disruptions in foster care and 
therefore could be explored in an assessment of kinship foster caregivers. 

It is even less surprising that a large portion of the best or worst experiences in the adaptation 
process and later development of the foster care are due to the characteristics of the fostering family. 
Research offers some indicators for understanding which family characteristics and processes are 
most associated with continuity and which are more associated with the unforeseen interruption of 
foster care. The characteristics of foster caregivers that have demonstrated a relationship with good 
foster care development are relatively varied, which once again demonstrates that, as in other cases, 
there is not one magical element whose presence alone guarantees continuity and satisfaction 
regarding foster care. Moreover, factors associated with a good foster care process appear to repeat 
from some foster care modalities to others. For example, those modalities described by Redding, 
Fried, and Britner [30] regarding specialized family foster care are very similar to those described for 
foster care in general [31,32]. Here we review this evidence and try to explore whether these occur in 
kinship foster care. 
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Among the characteristics of foster caregivers that should be mentioned are those related to 
motivation for foster care. The motivation to give affection to boys or girls who need it is associated 
with greater satisfaction with foster care [33], which in turn most likely means that the needs of the 
fostered child are considered an essential factor in foster caregiver decision making. This does not 
mean that they cannot also think about themselves and eventually about their children as beneficiaries of 
the experience but that the primary goal of foster care is seen in relation to everything that it will 
mean in the lives of the fostered children. It is important for foster caregivers to have clear roles and 
expectations. According to Triseliotis [32], foster caregivers should have clear motivations in order 
to understand that their role in fostering situations is not to simply substitute for the foster children’s 
parents but to collaborate with them and help them in caring for their children and preparing for their 
eventual return. All of these expectations become very important starting points for the proper 
development of family foster care. Exploring the motivations behind kinship care is imperative. 
Research tells us that kinship foster caregivers usually initiate the demand for care when they 
encounter neglect or abuse and many of them step in to help in informal foster care situations [5]. 
However, although the motivation for fostering is a response to a crisis situation, known or reported 
by the protection system, it is still important to investigate the kinship family that will take the child 
to avoid, as Berridge said [31], children being placed with a kinship family based solely on availability. 

Some sociodemographic factors appear to be significant in the proper development of foster care, 
whereas others appear irrelevant. For example, the age of foster caregivers is relevant; ages between 
45 and 55 are associated with positive results [34]. This fact naturally does not mean that someone 
above or below these ages cannot foster successfully but that the proper development of foster care is 
somewhat less probable for young parents (who may be focused on raising their own children, for 
example) and for older parents (sometimes perhaps lacking the energy necessary to face the changing 
needs of the children). However, the educational level of the foster caregivers does not appear to be 
related to better or worse development of foster care, as there are positive and negative cases with 
parents at different cultural and professional levels [35]. What does appear to have an effect is the 
warmth of the foster caregivers, their orientation toward the child, and the positive interaction 
between both [36]. This is relevant in terms of the general characteristics of kinship foster care; most 
of them are grandparents and with low levels of education. Amongst other reasons, these factors 
justify many of the professionals’ concerns regarding poor quality of kin placements [5]. By contrast, 
studies focusing on kinship foster care, e.g., the Farmer and Moyers study [37], show that this did not 
appear to have adverse effects on child emotional and behavioral development. 

One of the traits of foster care families that has an important role in the fostering process is the 
presence of children in the fostering family. Logically, foster care is best in the simplest circumstances: 
when the children of foster caregivers no longer live in the family home or when those that live there 
are not of the same sex, and above all, not the same age as the fostered children [35]. As Triseliotis [32] 
has noted, when the behavior of the fostered children threatens the stability and the safety of the 
foster parents’ children, the risk of interrupting foster care is high. In this type of situation, foster 
caregivers prioritize the needs of their own children. This aspect is not very developed in kinship care 
due to the characteristics of caregivers: most of them are grandparents. Research indicates the need to 
consider how crowded the home is and how this impacts on the children [5]. 
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Another key trait established by research is inclusive attitudes regarding the child’s biological 
family [28,38] and good cooperation between the biological family, foster family, agency, and 
authorities [35]. This finding is unsurprising if one considers the positive role that visits and 
contact between the foster child and his or her parents have on the wellbeing of the child and the 
quality of foster care [39]. Foster caregivers are in a privileged position to mediate between the 
child and his or her parents when preparing visits and in comments made later. Therefore, foster 
caregivers with positive attitudes and greater respect and consideration for the biological family will 
act as facilitators and help the foster children. Research stresses that children experience more 
problematic contact in kin homes than in non-kin due to different factors (same geographical area, 
less professional support, etc.) [5,39]. 

The task of fostering is very complex, and foster caregivers may not be intuitively prepared to 
adequately face the many highly complex demands they will encounter from the beginning of the 
experience. Conversely, the children arrive at foster care after having passed through a series of very 
negative personal experiences that have left them with behaviors, feelings, expectations, and ways to 
relate that affect their interactions with foster caregivers. To be able to adequately respond to a foster 
child’s needs and problems, caregivers must combine a set of basic skills and receive training in how 
to interpret child behavior, educate and stimulate their foster children, and interact with services and 
professionals. This is clear when professionals talk about non-related foster care and should be the 
same for kinship caregivers. Specifically, kinship caregivers express their needs to manage behaviors 
and improve parental skills [9,28,40]. 

With this in mind, we need to consider the level of support that foster caregivers receive from the 
child protection system. All research reviewed agrees that the level of support received during foster 
care is a key factor, strongly associated with the quality of foster care development [41,42]. The 
reality is that kinship foster placements receive less support [9,24,25]. However, it is not just a matter 
of the support services offered and availability (which is clearly insufficient and comparatively 
scarce); it is also about the kinship families’ attitude towards support received and their efforts to 
collaborate with support offered [5,9]. 

2. Objectives 

This study is based on the requirements of Child Protection Services professionals, whose 
objective is to create a useful and consensual instrument for evaluating extended families that are 
candidates for kinship foster care. The assessment tool attempts to unite criteria, to serve as a 
template for gathering information on aspects of family history and the current situation in the foster 
candidate family, and to determine whether it is necessary to develop a support plan for them. 

3. Methodology 

This project is part of an action-research study for transforming educational and social 
intervention in kinship foster care. It attempts to provide professionals with a new perspective on the 
topic and a new evaluation tool for foster families. 
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From a methodological perspective, a cooperative action-research model has been chosen [43] in 
which university professors and child protection professionals become active research subjects. 
Cooperative research is one form of action research. In cooperative research, everyone involved 
makes a joint effort to create knowledge that contributes to the generation of new ideas. 

Action-research is a participatory and democratic process aimed at developing practical 
knowledge in search of human objectives. It attempts to combine action, reflection, theory, and 
practice through participation with others in the search for practical solutions for improving 
individual and community wellbeing [44]. 

The procedure used established theories to develop an initial survey to act as an evaluation process 
for foster candidate families for kinship foster care. The survey was developed collaboratively by a team 
of 12 experts at the University of Barcelona and Seville based on their previous research used in an 
evaluation of foster care in Spain [45] and the literature review. The survey was composed of 33 
items with which information was gathered and has open questions to add clarification to the items 
proposed in the survey. 

This survey was evaluated by child protection professionals, who placed each item into one of the 
following categories: 

 essential (in other words, totally essential to gather this information immediately for 
evaluating the case); 

 necessary (allowing improvement of the knowledge of the case and helping to refine and 
better understand prior situations); 

 convenient (aspects that could be necessary in some cases but that are usually not used as 
basic criteria), and  

 irrelevant (information that could provide information but is irrelevant to decision-making). 

The survey was built in three phases. First phase: the professionals answered the survey 
individually and later contrasted their opinions with those of their colleagues in the professional 
teams. Every team filled one overall survey as a consensus of the team discussion. This survey was 
sent to the research team. Later, the professional teams received feedback from the research team and 
added any other aspects to specify the items and evaluate them. In the second phase, they discussed 
the convenience of the survey structure and sent suggestions to the research team. Thirdly, the 
research team incorporated the contributions to build the final assessment tool and made an 
evaluation of the new contributions. 

4. Sample 

The sample that participated in the study included 126 child protection professionals grouped in  
20 teams belonging to seven Autonomous Communities of the Spanish state which represent the 
southern, central, and northern regions of Spain: Andalusia, Baleares, Castilla León, Castilla La 
Mancha, Catalonia, La Rioja, and Valencia. 

The professionals included psychologists (49%), social workers (36%), and social pedagogues 
(9%), and the rest held social education and other degrees. All of them belonged to specialized Child 
Protection services. 
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5. Results 

The 20 professional teams agreed to maintain 32 items of the initial survey. The criterion of 
acceptance or inclusion of the different items was that they be seen by more than 50% of groups as 
essential, necessary, and convenient. There was only one item that more than 50% of the professionals 
deemed irrelevant and it was removed (item 29). Regarding the initial proposal and from a 
perspective of cooperative investigation, some groups suggested incorporating aspects to specify the 
items. These aspects went through an evaluation by the groups and those that met the above 
acceptance criteria for 50% of the professionals were added. There was only one aspect that more 
than 50% of the professionals deemed irrelevant and it was removed (religious intervention at item 13). 

The analysis and frequency distribution for contributions from each of the groups regarding the 
evaluation of the items that could comprise the extended family evaluation instrument for the first 
phase can be seen in Table 1. 

Table 1. Level of consensus among child protection professionals during the first phase 
of instrument development. 

 Essential Necessary Convenient Irrelevant NC * 
A. Personal and Sociodemographic DATA      
1. Composition of nuclear family      
Age of foster caregiver (male) 46.15% 38.46% 7.69% 7.69% 0 
Age of foster caregiver (female) 46.15% 38.46% 7.69% 0 7.7% 
Living in the same home with extended family 15.38% 38.46% 30.77% 7.69% 7.7% 
Relationship between parents and foster 
family 69.23% 15.38% 15.38% 0 0 

2. Current address and phone contacts 92.31% 0 0 7.69% 0 
3. Working situation of family members      
Current situation of caregiver (male) 7.69% 69.23% 23.08% 0 0 
Current situation of caregiver (female) 7.69% 69.23% 23.08% 0 0 
4. Nuclear family economic sufficiency 30.77% 61.54% 7.69% 0 0 
5. Time adults have to dedicate to the family  61.54% 30.77% 7.69% 0 0 
6. Current health situation of family members 76.92% 23.08% 0 0 0 
7. Housing characteristics      
Is there sufficient room to foster a child? 38.46% 46.15% 15.38% 0 0 
8. Characteristics of housing environment      
Type of neighborhood 0 15.38% 61.54% 23.08% 0 
Existence of nearby dangers 7.69% 0 61.54% 23.08% 7.69% 
B. Conflict Situations      
9. Coverage of foster child’s basic needs      
Food 61.54% 30.77% 0 0 7.69% 
Clothing 53.85% 30.77% 7.69% 0 7.69% 
Health 61.54% 30.77% 0 0 7.69% 
Education 53.85% 30.77% 7.69% 0 7.69% 
C. Family Structure and Dynamics      
10. Relationship among extended  
family members 
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Table 1. Cont. 

 Essential Necessary Convenient Irrelevant NC * 
Relationship between the members of  
the couple 

76.92% 15.38% 7.69% 0 0 

11. Coping styles for problems  
and difficulty 

     

Coping with difficulties and flexibility of 
caregiver (male) 

30.77% 30.77% 30.77% 0 7.69% 

Coping with difficulties and flexibility of 
caregiver (female) 

30.77% 30.77% 30.77% 0 7.69% 

12. History or record of abuse      
Existence or record of abuse in family 46.15% 23.08% 7.69% 0 23.08% 
Abusing persons 61.54% 7.69% 7.69% 0 23.08% 
Abused persons 46.15% 23.08% 7.69% 0 23.08% 
Existence or record of personal abuse 61.54% 0 0 0 39.06% 
Existence or record of physical abuse 61.54% 7.69% 7.69% 0 23.08% 
Existence or record of emotional abuse 61.54% 7.69% 7.69% 0 23.08% 
Existence or record of negligence  
or abandonment 

61.54% 7.69% 7.69% 0 23.08% 

Existence or record of sexual abuse 61.54% 7.69% 7.69% 0 23.08% 
Existence or record of labor exploitation 53.85% 15.38% 7.69% 0 23.08% 
Existence or record of corruption 61.54% 7.69% 7.69% 0 23.08% 
Existence or record of poverty 46.15% 23.08% 7.69% 0 23.08% 
Existence or record of  
institutional mistreatment 

46.15% 15.38% 0 15.38% 23.08% 

13. Intervention type      
Social 15.38% 53.85% 30.77% 0 0 
Educational 7.69% 61.54% 15.38% 7.69% 7,7% 
Health 38.46% 46.15% 15.38% 0 0 
Police/Legal 53.85% 38.46% 7.69% 0 0 
Community Social Services 15.38% 46.15% 15.38% 7.69% 15.40% 
Child Services or similar 69.23% 30.77% 0 0 0 
Specialized Centers 69.23% 30.77% 0 0 0 
Health Centers 7.69% 53.85% 15.38% 7.69% 15.39% 
Educational Centers 7.69% 53.85% 7.69% 23.08% 7.69% 
Religious Centers 0 15.38% 15.38% 46.15% 23.09% 
14. Relationships between other members of 
extended family 

     

Relationship between members of extended 
family living under the same roof 

46.15% 46.15% 7.69% 0 0 

15. Capacity for organization and cohabitation. 
Administration of resources  

     

Administration of financial resources 15.38% 53.85% 23.08% 0 7.69% 
Stability in organizing daily life 30.77% 53.85% 15.38% 0 0 
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Table 1. Cont. 

 Essential Necessary Convenient Irrelevant NC * 
16. Parenting style of foster caregivers      
Parenting style of caregiver (female) 30.77% 46.15% 23.08% 0 0 
Parenting style of caregiver (male) 30.77% 46.15% 23.08% 0 0 
17. Communication ability between caregivers 
and children 

     

Ability to express affection,  
caregiver (female) 

15.38% 69.23% 15.38% 0 0 

Ability to express affection,  
caregiver (male) 

15.38% 69.23% 15.38% 0 0 

Ability to communicate, caregiver (male) 15.38% 53.85% 30.77% 0 0 
Ability to communicate, caregiver (female) 15.38% 53.85% 30.77% 0 0 
18. Ability of caregivers to set rules and have 
them followed 

     

Ability to set rules and have them followed, 
caregiver (female) 

7.69% 76.92% 15.38% 0 0 

Ability to set rules and have them followed, 
caregiver (male) 

7.69% 76.92% 15.38% 0 0 

19. Relationship with other family members 
and child’s parents  

     

Relationship with extended family 7.69% 38.46% 46.15% 0 7.69% 
20. Relationship with surrounding people 0 23.05% 53.85% 23.08% 0 
21. Level of social integration: community 
participation 

0 15.38% 53.85% 23.08% 7.69% 

D. Relationship between the Foster Family 
And the Child’s Parents 

     

22. Relationship level      
Affectionate relationship between foster 
family and child’s parents  

76.92% 23.08% 0 0 0 

Contact between foster family and  
child’s parents  

61.54% 30.77% 7.69% 0 0 

Acceptance of situation involving  
child’s parents 

84.62% 0 15.38% 0 0 

Degree of collaboration between foster family 
and child’s parents 

69.23% 15.38% 15.38% 0 0 

E. Motivation, Attitude, and Knowledge of 
Foster Care 

     

23. Family’s knowledge regarding what 
kinship foster care is and its types  
and characteristics 

     

Level of knowledge about the type of  
foster care 

53.85% 15.36% 7.69% 23.08% 0 
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Table 1. Cont. 

 Essential Necessary Convenient Irrelevant NC * 
24. Aspects of foster care that the family 
finds easy/has trouble assuming  

     

Aspects of foster care seen as easy  
to assume 

23.08% 46.15% 30.77% 0 0 

Aspects of foster care seen as difficult  
to assume 

46.15% 36.45% 15.38% 0 2% 

F. Expectations for the Child and foster care      
25. Attitude toward possible parent visits      
Attitude of foster family toward visits or 
contact with the child’s parents  

84.62% 15.38% 0 0 0 

26. Attitude toward the departure of the 
child from the home 

     

Attitude toward the farewell 61.54% 23.08% 15.38% 0 0 
27. Agreement of the couple  
toward fostering 

     

Level of agreement among the couple 
toward fostering 

84.62% 7.69% 7.69% 0 0 

G. Collaboration with the Program 
Technical Team 

     

28. Acceptance by foster family of contact 
with other foster families 

0 0 53.85% 46.15% 0 

29. Level of acceptance regarding 
participation in group follow-up 

0 0 30.77% 46.15% 23.08% 

H. Final Synthesis      
30. Global characterization of foster family 69.23% 23.08% 7.69% 0 0 
31. Weak and critical points, limitations, 
and disorders 

76.92% 23.08% 0 0 0 

32. Positive aspects to highlight 53.85% 30.77% 15.38% 0 0 
33. Possibility of improving with help      
Possibilities of improving 53.85% 23.08% 23.07% 0 0 
Type of help or necessary interventions 46.15% 23.08% 23.08% 0 7.69% 

* NC: Not considered by the % teams. 

For the second phase, each professional team received the updated tool (including the added parts 
and omitting other parts) for a second qualitative review. In this review, the groups commented on 
the structure and composition of different sections, and the composition of questions. A content 
analysis was conducted using these comments, reorganizing the sections in a new order and using the 
results to create a definitive version of the instrument for evaluating extended families for kinship 
foster care. 

As a result, we defined the evaluation instrument as a questionnaire comprising six sections of 
open questions to gather a wide range of information about families and their current personal, 
social, and familial situations, among other aspects, to be complemented by professionals working 
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on the case. At the end, it included a section for synthesizing information for decision-making and the 
creation, if appropriate, of an individualized support plan for the case. The sections are as follows: 

1. Personal and sociodemographic data: this section gathers information about the personal 
and sociodemographic characteristics of the families, such as age, the people living together, 
the composition of the nuclear family, the location of the home, and the level of economic 
sufficiency necessary to cover the child’s basic needs. 

2. Coverage of basic needs: this refers to the competence of foster caregivers to meet the basic 
needs of the fostered child (food, clothing, health, education, housing, affection, security); the 
availability of the caregivers to attend to the children’s needs, whether due to health conditions 
or the time they have to offer the foster child; and finally, their integration into the community 
and the support (formal and informal) they have to help them respond to these needs. 

3. Collaboration with foster program professional teams: this aspect concerns the level of 
acceptance by foster families toward professional follow-up, the attitude toward fostering, 
level of acceptance of support from the professional team, and, very importantly, the 
opinions and attitude of the child toward the fostering option. 

4. Family structure and dynamics: information gathered in this section refers to relationships 
between foster family members; histories that could affect current relationships, 
communication, conflict resolution, and daily life organizing competencies; and the skills to 
establish rules and limits and have them followed. These aspects refer to parenting 
(educational) styles of each one of the caregivers. 

5. Relationship between the foster family, the child, and the biological family: this section 
gathers information referring to the existing affective bonds, attitudes, predispositions, and 
expectations between the child and the foster family (parents and other family members). 
This also refers to the contact and relationships with their parents, other siblings, and other 
extended family members. It includes the acceptance of the situation facing the parents and 
siblings and the degree of collaboration offered by the foster family to the biological parents 
and family. 

6. Motivation and attitude toward fostering: this section attempts to discern the motivation, 
attitudes, and knowledge of the foster caregivers regarding fostering as well as the aspects of 
fostering that the family sees as difficult and what position it takes regarding these. 

7. Final synthesis: a global evaluation of the kinship foster family and considering the 
possibility of improving its situation with some type of adjustment or intervention. 

Along with the instrument, a panel of favorable, risk, and high risk indicators for foster care are 
included. The professionals also agreed upon these levels of strength and risk. Next, Box 1 includes 
an example of how these indicators are used regarding the coverage of the basic need for food. 
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Box 1. Example of favorable, risk, and high risk indicators for the item evaluating the 
coverage of needs. 

2. Coverage of Basic Necessities 
Basic need: Food 
Favorable Indicators: 
Each member of the nuclear family has adequate organization to respond to the basic need for 
food: varied and balanced food, appropriate for age and personal necessity. 
The meal is a meeting time for foster family members, facilitating their communication. 
Indicators of Risk: 
The coverage of the basic need for food is insufficient and/or inadequate: poorly balanced and 
unvaried food but caregivers are conscious of this difficulty and seek and accept help. 
High Risk Indicators: 
Inadequate and insufficient coverage of food needs: child only eats one time per day, record of 
eating disorders in the family or physical evidence of poor nutrition: emaciated. 
Caregivers are unaware of disorganization, and if they are aware, do not seek help to improve 
the situation. 

Finally, Box 2 indicates how the final evaluation of the foster family is made regarding its adequacy 
for providing foster care and in developing a support plan to help caregivers face fostering risks  
more securely. 

Box 2. Synthesis of evaluation instrument for kinship foster care families. 

Final Synthesis 
Global characterization of the fostering family (evaluating the adequacy or non-adequacy 
of the family) 
Primary weak or critical points, disorders, or limitations (clear indicators of high risk and 
non-adequacy for fostering) 
Positive aspects and notable strengths 
Possibility of improving the situation with support (specify if support is for the child or 
for the fostering family) 
Factors making change possible 
Type of support or necessary intervention 

6. Conclusions 

Research demonstrates that kinship foster care has benefits for children in terms of stability, 
continuity, and the child’s emotional development, despite its complexities such as the management 
of the relationship with parents, an environment of lower quality, and a greater need for support. 
Results indicate that despite everything, children in kinship foster care do as well or better than 
children who are in non-kinship foster care. It seems that the explanation lies in the stability and 
preexisting emotional relationships prior to placement [5]. 

Starting from this premise, from the perspective of the rights of children and in response to the 
norms that regulate the placement, the first option when there is a situation of neglect or abuse is to 
consider the extended family as a possible foster care option. However, the protection system is 
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required to find out how capable this family is in meeting the child’s needs and providing a safe 
environment. As already indicated at the beginning of this article, kinship foster caregivers in Spain 
until now have not typically completed the same evaluation and training process as unrelated foster 
families [22]. Fortunately, there has been interest in recent years on the part of public administrators 
and professionals in applying a rigorous methodology to the entire process of kinship foster  
care [2,27]. But, do the extended families need different assessment instruments than the unrelated 
foster families? A review of the literature and the results of our research reveal that there are certain 
features that must be incorporated when exploring the suitability of extended families and therefore 
we need specific assessment tools. Adequate assessment helps to guarantee that candidate families 
for these kinship foster care placements meet the necessary conditions for facilitating a process of 
family and social integration for the foster child. 

The research presented has resulted in an action plan agreed upon between professionals in the 
child protection services. Having a structured and consensual plan helps professionals systematically 
gather data and use a common language for exchanging information based on the relevant findings. 

However, collecting information from the most relevant areas is not enough. The discussion of 
evaluating the kinship foster families has pivoted on the standards that are to be measured. Do they 
have to be the same as those for non-kinship foster families? Have they been more lax? What is clear 
is that minimum standards must be met by both kin and non-kin [5,26]. However, it is not enough to 
know if they are adequate or not. Evaluating kinship caregivers requires a comprehensive assessment 
to establish the extent to which the family is appropriate and, more importantly, to help the family 
become aware of their competencies while recognizing their weaknesses. Therefore, using the action 
plan presented here helps obtain an indication of the level of risk. Thus, it can be shown that 
difficulties can be overcome if certain families have support. Conversely, studies may reveal a high 
risk family which is unable to carry out its protective functions and cannot be recommended for 
placement. When the assessment process is observed from this perspective it shows that evaluation is 
more than an end, it is a process of empowering families framed in the continuum of intervention. It 
is not only evaluation, it is also intervention. 

At this moment, this assessment tool is being used by professionals in different Autonomous 
Communities. We do not have systematic data regarding its application, but initial evaluations by 
professionals let us predict that the tool’s objectives, including systematic gathering of data, 
organization of information, and the use of an agreed-upon language among professionals and thus a 
rigorous evaluation of the foster family allowing for decision-making, can be met satisfactorily. The 
challenge now is to perform a systematic evaluation of the assessment tool. Furthermore, in the 
future it will be interesting to further explore the essential elements that contribute to the stability and 
quality of care in kinship foster care, and know whether they are those that obtained the greatest 
degree of consensus among professionals (shown in bold in Table 1). 

Evidently, the methodological challenges of kinship foster care cannot be limited to the 
evaluation phase. One of the contributions of this study beyond those mentioned above is the 
possibility of identifying the support that the family needs to design a specific plan for each foster 
care arrangement. The need for support for kinship foster care, whether through training programs or 
some other type of support or supervision, has been demonstrated in several studies. These families 
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desire support, and its provision represents a guarantee of the proper development and stability of 
foster care [23,45–47]. If the results are good despite the difficulties, we can ensure they are as 
successful as possible by providing suitable support. Perhaps a change of professional mentality is 
necessary: kinship foster care would not be seen as a second-rate foster care option, and would obtain 
resources commensurate with the complex demands of the tasks undertaken. 
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Improving Pathways to Assessment and Care for Infants of 
Substance Abusing Mothers: Are We Getting It Right? 

Joanna Alexander, Shanti Raman, Terence Yoong and Belinda Mawhinney 

Abstract: There is documented correlation between parental substance abuse, child maltreatment, 
and poor outcomes. In two health districts in Sydney, Australia (Site A and B), specialised clinics 
were established to provide comprehensive assessments for infants of substance abusing mothers 
(ISAM). We aimed to determine whether there was a difference in outcomes between infants who 
attended clinic versus those who did not; and to identify differences in the pathways to care 
between sites. We analysed child protection reports and available health markers of all ISAM 
referrals in 2011. We held stakeholder meetings with services involved with ISAM in both sites; to 
describe service components; strengths and weaknesses of pathways. Fifty-five per cent (11/20) 
attended clinic in Site A; 80% (25/31) in Site B. Three-quarters of ISAM had at least one referral to 
child welfare; child protection service involvement was more common in those who attended. 
Immunisation status was lower than the national Australian average; approximately half were seen 
by community nursing services. Gaps in services, lack of database, and differences in pathways 
between sites were identified. Attending clinics correlates with child protection service 
involvement and may afford health protection. Transparent communication, service integration, 
and shared learning can improve outcomes for this vulnerable group. 

Reprinted from Soc. Sci. Cite as: Alexander, J.; Raman, S.; Yoong, T.; Mawhinney, B. Improving 
Pathways to Assessment and Care for Infants of Substance Abusing Mothers: Are We Getting It 
Right? Soc. Sci. 2015, 4, 192–204. 

1. Introduction 

There is an extensive body of literature worldwide confirming the strong correlation between 
substance abuse and child maltreatment [1–3]. In keeping with the international research, a recent 
Australian study reported that maternal disclosure of substance use is greatly associated with 
increased rates of involvement with statutory child protection services [4]. Infants of substance 
abusing mothers (ISAM) have poorer developmental, behavioural, and social outcomes [3]. A 
number of variables coexist and influence the environment of the child in this situation, including 
parental effectiveness in providing nurturing care [5–8]. Engagement with health services can be a 
protective factor in maintaining child safety and child wellbeing, suggesting that child health 
engagement decreases child protection risk [9]. 

In two metropolitan health regions in Sydney, Australia (Site A and Site B), there has been more 
than a decade long program to support mothers with substance abuse concerns through the pregnancy 
and early childhood period. A multi-disciplinary service with Drug Health, Community Health, 
Maternity services and Social Work involvement was set up and operated in these health districts 
from 2005 onwards. In 2007, a specialised multi-disciplinary paediatric clinic, was set up to provide 
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comprehensive paediatric, developmental and psychosocial assessment and support for ISAM. 
Referral to the clinic was primarily through perinatal identification of at risk families, by antenatal 
health care workers (social workers, drug health workers, neonatologists) and also through 
identification of children with child protection concerns, usually referred by Community Services 
(CS), the statutory child protection service. A previous audit looking at the cohort of patients 
attending this clinic suggested that despite early identification, uptake of services was not occurring 
in the early years of life [10]. Anecdotal reports suggested that there was poor attendance at clinic, 
across both sites, in spite of many reminders by administrative staff and others. There were also 
concerns voiced by clinicians that ISAM were falling through gaps within the system, and that 
various components of the hospital and community services working with this client group were not 
communicating effectively. Poor clinic attendance and ongoing child safety and wellbeing concerns 
prompted a clinical service improvement project to improve the quality of service provided to ISAM. 
Our overall aim was to examine the quality of the Community Paediatric service provided with a 
view to improving the quality of the service. Specifically we wanted:  

(1) To determine if there was a difference in health and social outcomes, between those who 
attended clinic and those who did not;  

(2) To determine if existing pathways translate to proactive engagement with the health service;  
(3) To identify differences in robustness of pathways and functioning of services between the  

two sites;  
(4) To identify service improvement recommendations that are feasible, appropriate and 

relevant to ISAM, their families and the stakeholders who provide health services to this 
vulnerable group. 

2. Methods 

This quality improvement project was a mixed methods study utilising both quantitative and 
qualitative components. 

2.1. Quantitative Component—Audit 

A retrospective analysis of the electronic medical record was undertaken of all referrals to clinic 
between January and December 2011, for both Site A and B. Available data was collected for ISAM 
who attended clinic as well as for those who did not attend. Clinical measures including 
immunisation status, attendance at hospital emergency departments (ED) and engagement with the 
child and family health nurse (CFHN); and child protection reports to Community Services (Risk of 
Significant Harm over the statutory threshold) and child wellbeing referrals to the Child Wellbeing 
Unit (Risk of Harm under statutory threshold) were determined. Immunisation status was identified 
as an important measure of a good health outcome and was verified using the Australian Childhood 
Immunisation Register (ACIR). Health service encounters including ED visits and CFHN encounters 
were sought using information available on the electronic medical record (CERNER) for the two 
local health districts covered by site A and B. Both child protection reports and wellbeing referral 
data was drawn from the Child Wellbeing Unit database, “Well Net”, which contains information 
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about children from across the state of NSW, enabling access to child protection reports even if the 
families have moved out of area. As this was an audit of the baby’s medical records, information 
about what services the mother received for her substance abuse or mental health issues was  
not available. 

2.2. Qualitative Component—Stake Holder Engagement and Interviews 

A meeting of key stakeholders from Site A and B was held prior to and after the quantitative 
component (audit) of the study. Stakeholder membership included representatives from Drug Health, 
Community Health, Maternity, Neonatal, Paediatric services and Social Work services. Both 
individual and group interviews were conducted. The purpose of the Stake holder meetings was to 
describe the service components of the perinatal drug health and maternity service through to 
Community Paediatric pathway, to identify strengths and weaknesses of the current processes, and to 
develop and enhance those pathways following the results of the audit. 

2.3. Analysis 

2.3.1. Quantitative 

Data collected from CERNER, ACIR and Well Net was entered onto an EXCEL database.  
A Pearson chi-squared test for two independent samples was used to calculate the difference in 
proportions between the sites and between patients who attended and those that did not (p value = 2 
sided significance). 

2.3.2. Qualitative  

Information was compiled from a series of stakeholder interviews held between  
March 2012 and August 2012. This included personnel from Site A (12 interviewees) and Site B  
(10 interviewees). The information from the key stakeholder interviews was analysed using thematic 
content analyses. 

2.4. Ethics 

A National Ethics Application proposal was developed describing both the quantitative and 
qualitative methodology of the project, which gained approval, by the lead Human Research Ethics 
Committee at Royal Prince Alfred Hospital. 

3. Results 

3.1. Quantitative Component—Audit 

In Site A in 2011, a total number of 56 women were seen through the drugs in pregnancy 
coordinated care program (DAPCC); the women were being seen through three separate centres in 
the local health district. Similar data was not accessible for Site B. The last available database (2008) 
from Site B had 101 women identified through the Perinatal and Family Drug Health Service 
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(PAFDHS); a significant majority of these were cannabis smokers. A total number of 51 ISAM were 
referred to ISAM clinic in the two sites. There were 20 appointments made for ISAM in Site A and 
31 made for those in Site B. Of the appointments made 11 (11/20—55%) were attended at Site A, 
and 25 were attended at Site B (25/31—80%), significant difference between attendance at two sites 
(p = 0.05). Mother’s ages ranged from 18 to 42 years at site A with a mean of 28 years and from 20 to 
41 years at site B with a mean of 30 years. 

The referrals to Site A were from a variety of sources, whereas referrals to the Site B clinic came 
entirely from the hospital neonatology team. Mothers of ISAM disclosed using a variety of 
substances in their antenatal visit, and approximately 30% of the infants referred to clinic had 
documented evidence of Neonatal Abstinence Syndrome (NAS) (Table 1). Three-quarters of ISAM 
had at least one child wellbeing unit referral at the time the study was being carried out (2012). 
Active involvement from Community Services was more common in those who attended clinics, at 
both sites (Table 2). Immunisation rates across both Sites were lower than the national Australian 
average, for those who did and those who did not attend clinic (Table 3). Half of ISAM, at both sites, 
had no documented electronic medical record evidence of a child and family health nurse visit. 
ISAM in Site A were more likely to be taken their local hospital emergency department (ED visits) 
for health related concerns, as compared to Site B (Table 4). The analysis of the data contained a 
count of less than five cases in various subgroups; therefore results of statistical significance were 
interpreted with caution. Table 5 shows demographic data across both sites. 

Table 1. Drug use identified at Site A and B. 

Drug Use  
Site A  

n = 20 (%) 
Site B  

n = 31 (%) 
Drug Methadone 8 (40) 9 (30) 
 Illicit/Methadone/Poly drug use 7 (35) 8 (25) 
 THC 3 (15) 4 (13) 
 Alcohol 1 (5) 4 (13) 
 Unknown 1 (5) 3 (9.5) 
 Amphetamine 0 3 (9.5) 
NAS  6 (30) 11 (35) 

Table 2. Child protection concerns for clinic attendees versus non-attendees. 

CP Concerns  Site A  Site B  p value 

  
Attended  

n = 11 (%) 
DNA  

n = 9 (%) 
Attended  

n = 25 (%) 
DNA  

n = 6 (%) 
 

Risk of harm reports 0 3 (27) 2 (23) 6 (24) 2 (33) 0.8 
 1 8 (73) 7 (77) 10 (40) 2 (33)  
 Unknown 0  0 9 (36) 2 (33)  
CS involvement Active 6 (54) 4 (44) 15 (60) 0 0.02 * 
 None 4 (37) 4 (44) 3 (16) 4 (67)  
 Unknown 1 (9) 1 (12) 7 (24) 2 (33)  
OOHC placement  4 (36) 1 (12) 8 (32) 0 0.05 * 

Notes: * significant; CP: Child Protection; CS: Community Services; OOHC: out of home care. 
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Table 3. Immunisation status of clinic attendees versus non-attendees. 

Immunisation  Site A  Site B  p value 

  
Attended  

n = 11 (%) 
DNA  

n = 9 (%) 
Attended  

n = 25 (%) 
DNA  

n = 6 (%) 
 

Immunised Fully 5 (45) 4 (44.5) 17 (68) 2 (33) 0.9 
 Partially 5 (45) 3 (33.5) 6 (24) 3 (50)  
 Not 1 (10) 2 (22) 2 (8) 1 (17)  

Table 4. Health encounters of clinic attendees versus non-attendees. 

Health Encounter  Site A  Site B  

  
Attended  

n = 11 (%) 
DNA  

n = 9 (%) 
Attended  

n = 25 (%) 
DNA  

n = 6 (%) 
CFHN involvement Any visit 4 (36.5) 6 (66) 15 (60) 2 (33.5) 
 0 visits 7 (63.5) 3 (33.5) 10 (40) 4 (66.5) 
 <10 visits 4 (36.5) 4 (44.5) 9 (36) 2 (33.5) 
 >10 visits 0 2 (22) 6 (24) 0 
ED visit 0 6 (54.5) 3 (33) 0 0 
 1 5 (45.5) 6 (66) 0 1 (16) 

CFHN: Child and Family Health Nurse. 

Table 5. Demographic details of clients referred to clinic. 

Demographics  
Site A  

n = 20 (%) 
Site B  

n = 31 (%) 
Attendance  11 (52) 25 (80) 
Cultural background Anglo 12 (60)  
 Indigenous 5 (25)  
 Culturally/linguistically diverse 3 (15)  
Referral Social Work 13 (65) Neonatal team 
 PAFDHS 4 (20)  
 CFHN 1 (5)  
 CS 1 (5)  
 Carer 1 (5)  

3.2. Qualitative—Information Gathered from Stakeholder Meetings 

3.2.1. Barriers to Pathways to Care for ISAM 

Issues Common to Both Sites 

• Non-disclosure of substance use in pregnancy by mothers 
• Substance abusing women reluctant to engage with services 
• Lack of clear mechanism to monitor ISAM progress using current health records 
• Overlap of risk categories such as mental health concerns, teen mother, intimate partner 

violence  
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• Lack of clarity of case management responsibility for the infant between health and statutory 
child protection services 

• Children placed in foster care outside the health district are likely to be lost to follow up 
• Work force issues including recruitment and retention of skilled staff 

Site A 

• Lack of designated senior medical clinician involvement and leadership (especially for 
obstetrics and neonatal services) 

• Limited involvement of child protection services with families at significant risk 
• Lack of health services engagement with Indigenous Medical Service in the antenatal and 

postnatal period 
• Discontinuation of multidisciplinary health and support service involvement after delivery  

of baby 
• Poor linkages within Community Health services 

Site B 

• Multiplicity of meetings with risk of multiple care plans 
• Lack of use of a unified database by all teams involved with ISAM families. This makes it 

difficult to capture the true extent of substance abuse in pregnancy and to track ISAM 
progress through the health system 

• Senior drug health nursing position vacant 

3.2.2. Facilitators to Pathways to Care for ISAM 

For both Sites 

• A skilled and committed workforce with a multidisciplinary model for perinatal psychosocial 
assessment and care 

Site A 

• The presence of senior Drug Health Nurse with access to database on drug health attendees 

Site B 

• Engagement of and leadership from senior clinicians (e.g., Obstetric and Neonatal Services) 
• Involvement of neonatal medical staff through antenatal, perinatal and postnatal periods 
• Strong engagement with Indigenous Medical Service 
• Ongoing connection between neonatal team and ISAM Clinic 
• Perinatal Family Conferencing: an innovative program involving a multi-disciplinary health 

team with CS engagement for pregnant women with substance abuse who are at risk of losing 
their infants to alternative care 
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4. Discussion 

Infants of substance using mothers are a particularly vulnerable group in our society [1]. 
Psychosocial factors surrounding mothers prior and throughout pregnancy, the intrauterine 
environment, the perinatal period and postnatal care are all times of potential risk of harm [8]. 
Targeted care and support for ISAM from conception into their first few years of life is required for 
this group to optimise health and well-being outcomes [10]. Our study focused on examining the 
quality of care provided by our health service to this vulnerable group given recent anecdotal reports 
of poor attendance to these clinics, with the aim of improving the quality of this service. We found 
that there were differences in pathways and a significant difference in engagement between sites for 
ISAM. Analysis of audit data suggested that child protection service involvement and being in out of 
home care (OOHC) appears to increase clinic attendance; we saw no evidence to suggest that 
attending clinic resulted in babies being placed in OOHC. Attending clinics may decrease hospital 
visits and provide some health protection. Importantly this project identified both facilitators and 
barriers to service delivery for ISAM, and also identified health indicators that can be improved for 
ISAM, such as immunisation status, community nurse engagement and acute hospital visits. 

In conducting this project, we discovered that the true extent of substance abuse in pregnancy  
was not known, particularly in Site B. Data was available for the number of mothers in Site A in  
2011 who attended the perinatal drug health service (total of 56), but similar data was not readily 
available for Site B. The Australian 2010 National Drug Strategy Household Survey found that 
12.3% of females between 20–39 years of age, had used an illicit substance in the previous year [11]. 
Data from the United States suggest that illicit drug use is 7.4% among pregnant women aged  
18–25 years [12]. When considering the birth rate at Site A for 2011 (approximately 2500 births), 
rate of substance abuse identified for our study would be placed at 0.2%, likely to be a gross 
underestimate of the actual burden of the problem, with concerns of non-disclosure of drug use by 
women presenting for antenatal care. 

Attendance rates at ISAM clinic were significantly greater at Site B, proving that anecdotal 
reports were indeed true and that engagement with the clinic was better at this site. Identification of 
the facilitators and barriers to care between both sites highlighted the differences in pathways to care 
and may shed light on the possible reasoning behind the differing attendance rates. Typically this 
group is difficult to engage in post-natal care [7]. Nehra’s study found that, in the general neonatal 
population, factors that significantly improved compliance included having patient contact after 
discharge, and also giving early intervention referral. In that study patients that were referred to 
follow up clinic and contacted by a fellow after discharge, were 85% more likely to attend follow up 
appointments [13]. The families at site B were engaged early, with all ISAM being followed up by 
the hospital neonatal team even if they did not develop NAS. ISAM were then referred by the 
neonatal fellow to ISAM clinic, where they were seen within a few weeks of discharge from the 
neonatal team. At Site A, following discharge from hospital, referral was made for an assessment at 
six months of age to the ISAM clinic. Although at Site A there was earlier engagement with nursing 
and general paediatric teams, communication between these teams and ISAM clinic was not integrated 
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or structured as at Site B, where the community clinic occurred on site at the NICU within a few 
weeks of discharge from the NICU team. 

Powell discusses the issue of “did not attend”, reported as a marker of the quality of the interface 
between primary and secondary health care (in our case between hospital services and community 
health), an important issue when establishing engagement with health care services for families. She 
also discussed that patient explanation including forgetfulness, fear, anxiety and a misunderstanding 
of the system compound non-attendance. The issue of being “lost to follow up” as opposed to “did 
not attend”, would also need consideration for our group, with the possibility of mothers having 
difficulty navigating the system, or ISAM being placed in foster care out of area. Reports from key 
stakeholders did suggest that families at Site A were less knowledgeable about the community 
paediatric service than at Site B which may have added to the lack of early post-natal engagement 
with this group. Interviewing the families to gauge their understanding for the need and purpose of 
ISAM clinic would further clarify this question. Overall non-attendance carries a significant cost in 
terms of health care expenditure, but more importantly can veil child maltreatment particularly in the 
form of neglect for vulnerable families [14]. 

Neonatal abstinence syndrome is a syndrome of drug withdrawal with nonspecific signs and 
symptoms that may appear in babies following in-utero drug exposure. The risk is greatest with 
opioids although other drugs such as methamphetamines have been implicated [15]. The prevalence 
ranges from 40%–60% and appears to be increasing [16–18]. Risk factors for developing NAS in 
ISAM include mothers with a previous mental health admission, low skill levels, Indigenous status 
or smoking during pregnancy [19]. Our cohort showed a prevalence of 30% for NAS, lower than 
reported prevalence in the literature, although our group across both sites included mothers who did 
not report use of opiates (37%). We are not able to account for this lower than expected rate by 
omitting mothers in the non-opioid group. Interestingly 9 of the 19 infants in our cohort who had 
documented NAS, had no documented evidence of opiate use by their mothers on electronic medical 
record (alcohol, cannabis and amphetamine use reported only), highlighting the issue of 
non-disclosure amongst this group, and/or the limitation in the use of the current electronic medical 
record to document drug use during pregnancy. 

With respect to child protection concerns, our study findings correlate with the existing literature 
as to the association of this group with child maltreatment. O’Donnell reported that NAS infants 
were at greater risk for having a substantiated child maltreatment allegation and entering foster care 
with increased risk for maltreatment associated with mothers aged <30 years, having socially 
disadvantaged backgrounds, Indigenous status, and mental health or assault related admission [19]. 
O’Donnell’s study concluded that there was a need for well-supported programs as well as the need 
for sustained long-term support after birth for this vulnerable group. Three quarters of the children in 
our study group had at least one documented report below the statutory risk for harm, this included 
infants with no documented evidence of NAS, highlighting the need to not use NAS as a marker for 
referral to clinic. Dawe reported on the high rates of child maltreatment in families with substance 
abuse concerns, reiterating that drug use alone does not correlate with child maltreatment and that the 
adverse outcomes are intertwined with other associated socioeconomic factors. She presented an 
intensive home based intervention, which targets multiple domains of family functioning with results 



136 
 

 

showing reduction in child abuse potential, highlighting the need for extensive ongoing intervention 
for this group [20]. A project along similar lines is the Perinatal Family Conferencing project, which 
commenced mid-March 2012 at Site B, using a strengths-based model of care servicing women at 
risk of their infant entering OOHC at birth. The intervention includes the integration of skills from 
health and community services, and is already showing positive engagement with this vulnerable 
group [21]. A similar service at Site A may benefit this population in their navigation of the  
health system. 

Being involved with child protection services in our group could be seen as a protective factor 
with respect to health engagement, as those involved with child protection services and those in 
OOHC were more likely to attend clinic. However, being known to or involved with child protection 
services did not correlate with other health indices such as improved immunisation rates. Health 
outcomes for our cohort provided a mixed picture; immunisation rates were lower than national 
average for both attendees and non-attendees (cf. NSW children aged 12–17 months, 90% fully 
vaccinated: [22]. Niccol’s et al., carried out a systematic view of studies reporting on child outcomes 
for children with substance abusing parents in integrated health programs. They concluded that 
current evidence supports integrated programs as having benefits for the child with improvements in 
child development, growth, emotional and behavioural functioning. Integrated services were defined 
as caring, comprehensive, centralised services, which provided a “one stop shop”. This would 
include on site pregnancy, parenting, child related and addiction services that would offer long-term 
(to 18 months) treatment [23]. This is important information in moving forward to providing an 
improved service model for our group. 

Among our group, half had no documented record on electronic medical records of a CFHN visit, 
indicating poor engagement with CFHN services. The importance of the role of the child and family 
health nurse in engaging this particular group has been well documented. CFHN staffs are in a 
unique position to be able to build trusting relationships, offer continuity of care and assist in 
accessing health care systems [7,24,25]. In relation to hospital visits, these were higher in Site A, 
where attendance at clinic was lower and communication between hospital and community services 
specific to this vulnerable group was less structured. Improving integration of services between 
hospital and community-based services may remove access difficulties regarding seeking of health 
care for this population. This may in turn result in the decreased use of the hospital emergency 
department in seeking treatment of health care needs, although additional evidence would be 
required to substantiate this hypothesis. 

Overall from the findings of our study and review of the literature, an integrated system with 
specific engagement of CFHN would be seen as critical in moving forward to providing 
improvement in the quality of service delivered to this population. Communication between all 
teams involved in the delivery of service including Child and Family Health Nurses, maternity, drug 
health, neonatology, paediatrics, and community health would assist in promoting service delivery. 
In addition this would allow for providing a service acceptable to mothers. There is evidence to 
suggest that longer-term multidisciplinary programs (beyond the first year of life), are of greater 
benefit for this group, although there is little in the way of documentation suggesting possible 
avenues to “track” these infants, or which of the many teams involved might be best placed to do this. 
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A unified database with access to all teams involved in care for this group could allow for monitoring 
of progress. Longer term follow up of ISAM is required to determine how protective attending clinics 
are for these children, and in addition further evaluation of parental views of the current system would be 
highly beneficial in providing a user friendly service. These last two key components were seen as 
the main limitation of our study, and would be a direction for future research. 

5. Conclusions 

Key facilitators and barriers to care for ISAM were identified from this service improvement 
project. It was clearly noted that differences exist in pathways and engagement with health services 
for ISAM between sites; with child protection service involvement and being in foster care 
increasing clinic attendance. Overall transparent communication, service integration and shared 
learning can improve service provision for this population. Small service improvement strategies 
have already been put into place as a result of this project. Our fervent hope would be that this 
translates to positive and sustained health and social outcomes for this vulnerable group of infants 
and their families. 
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Current Debates on Variability in Child Welfare  
Decision-Making: A Selected Literature Review 

Emily Keddell 

Abstract: This article considers selected drivers of decision variability in child welfare 
decision-making and explores current debates in relation to these drivers. Covering the related 
influences of national orientation, risk and responsibility, inequality and poverty, evidence-based 
practice, constructions of abuse and its causes, domestic violence and cognitive processes, it 
discusses the literature in regards to how each of these influences decision variability. It situates 
these debates in relation to the ethical issue of variability and the equity issues that variability raises. 
I propose that despite the ecological complexity that drives decision variability, that improving 
internal (within-country) decision consistency is still a valid goal. It may be that the use of annotated 
case examples, kind learning systems, and continued commitments to the social justice issues of 
inequality and individualisation can contribute to this goal. 

Reprinted from Soc. Sci. Cite as: Keddell, E. Current Debates on Variability in Child Welfare  
Decision-Making: A Selected Literature Review. Soc. Sci. 2014, 3, 916–940. 

1. Decision Variability in Child Welfare 

Decisions made in response to the problems facing families have considerable consequences in 
child welfare social work. The frameworks informing such decisions are essentially frameworks of 
social meaning and, as such, are highly influenced by the social contexts within which they occur. 
This context is far from monolithic, as many factors combine in a complex and contingent web of 
influences that converge and conflict. Thus, decisions are the outcome of highly situated categorisations 
of meaning sourced from available discourses in the national, political, organisational, professional, 
theoretical, technological, relational, material and personal environments. Such diverse and 
malleable social interpretations create a very complex context, and one outcome of this complexity is 
variability in decision outcomes. Drawing on a decision ecology approach, this article is a selected 
literature review of current research on several decision elements across the ecological spectrum. It 
discusses how they contribute to decision variability and why this matters [1,2]. It is not a systematic 
review in that it is not the result of a specific literature search and code technique; rather, the 
influences have been selected broadly based on current debates common in Anglophone contexts for 
their “reach” across the ecological spectrum. I argue that between-country variability is inevitable; 
nevertheless, it presents a major opportunity for critical examination of the impacts of various 
constructions of abuse, risk and family and their interactions with political contexts and policy 
orientations. In addition to this, within-country variability also exists. This represents an ethical 
problem, as general consistency at decision points across similar cases represents the universalist 
duties inherent in human rights and duty-based ethics.  
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This article outlines the occurrence of decision variability, considers the ethical questions such 
variability provokes, then discusses a selected range of known contributors to variable decision 
outcomes. Inevitably, this leads to political considerations. Decision variability in child welfare 
social work ultimately reflects inherent tensions in the normative versus radical traditions of social 
work, conflicting methods of risk assessments and perceptions, differing attitudes on child welfare 
outcomes and epistemological conflicts about the nature of child abuse [3,4]. All of these 
aspects—ecological, ethical, psychological and political—are reflected in decision outcomes that 
can vary widely in terms of access to services, recommendations for statutory assessment and 
decisions to remove children and place them in foster care. Why does such variability exist, even 
within countries that have the same policy orientation to child welfare [5]? Is it a problem, and for 
whom? If it is, can it be resolved? This article addresses these questions. It begins by introducing 
decision-making concepts, outlines variability and discusses the ethical consequence of this. It then 
covers a range of selected issues impacting variability broadly organized ranging from the macro to 
the micro: policy orientations, risk, inequality and poverty, evidence-based practice, constructions of 
abuse and its causes and cognitive processes.  

2. Decision-Making: Rational and Consistent? 

Decision-making is not necessarily rational. Kemshall ([6], p. 216) suggests the rational actor 
paradigm, “… fails to acknowledge the importance of macrosociological and historical forces on the 
one hand, and non-rational, individual forces on the other”. She argues instead that all decision 
makers are “situated”, that their decisions are contingent upon the meaning making resources and 
priorities of their social context. Many studies seek to elucidate the complexities and lack of 
consistency in child welfare decision-making in practice. Such studies illustrate decisions at a range 
of points on the continuum from notification to a child protection service, substantiation, decisions  
to assess, to intervene, to remove and to return children. A range of studies show that many countries 
have variable placement or substantiation decision outcomes in response to the same or similar  
cases [1,7–11]. These differences have variously been related to ethnicity, risk perceptions, 
professional background, poverty, worker attitudes towards removal, the specific site office and 
family wishes, while others note that the presence of alternative care resources is also implicated in 
variable decisions [12–17].  

For example, Forkby and Hojer [18] found that decisions to place children in residential care were 
shaped by several factors. Firstly, it was viewed by practitioners as a last resort option, and as the 
outcomes of it were unknown, this resulted in a “damned if you do, damned if you don’t” position for 
the social worker. Removal as containing significant risk of harm has been shown elsewhere to result 
in a “weighing up of harms” by social workers, rather than a simple assumption of removal equates to 
safety position. This is especially so if the underpinning cultural preference is for family maintenance 
rather than removal [19]. Rossi et al. [20] compared the decisions of experts (academics, agency 
leaders, etc., n = 27) and frontline workers (n = 103) in response to real case summaries. They found 
that although all emphasised the same characteristics in the cases, these did not lead to uniform or 
consistent decisions. Instead, there was significant variability between both experts and workers 
spread across the spectrum from: close the case, offer ordinary services, offer family preservation 
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services or remove. Experts were slightly more weighted towards the family preservation options, 
and the most influential case characteristic for removal was a prior record of abuse. Characteristics of 
the decision makers, such as gender or age, had little effect on decision outcomes [20].  

Britner and Mossler [21] compared different professionals’ responses to the same case using 
vignettes. These included judges, guardians, court advocates, social workers and mental health 
workers. They found that the professional discipline determined the decision outcome more than the 
content of the complaint. Social workers and mental health providers relied on information about 
the severity and pattern of abuse, information about services offered in the past and parental 
responses to those services. Judges and guardians ad litem tended to emphasise information about 
“the likelihood of a reoccurrence of abuse and the child’s ability to recount the abuse, whereas 
CASA (court advocate) volunteers rely on information about the stability of the family” ([21],  
p. 317). Arad-Davidson et al. [9] asked social workers about real decisions they had made via a 
questionnaire. They questioned them at two points in time and found that 21% of decisions, mostly 
to remove, had not been implemented in the six-month time period between the questionnaires. The 
reasons given were mostly either parental or child objections, particularly if the child was older or 
the worker was more experienced; however, all children whose mothers were drug or alcohol 
addicts were removed.  

Arad-Davison and BenBenishty [3] in another decision-making study of 200 social workers in 
Israel examined case worker attitudes via a questionnaire and compared them to responses to a 
vignette. Workers’ attitudes towards issues in child welfare (removal from the home of a children 
at risk, the ability of alternative care to foster children’s development, the optimal duration of 
alternative care and parent’s and children’s participation in the intervention recommendation) were 
compared with their risk assessments and intervention recommendations. They found that workers 
could be organized into “pro-removal” and “anti-removal” groups, via the questionnaire. They found 
that the former pro-removal group rated risk more highly and was more likely to recommend 
removal in response to the vignette family. They found that mother and child wishes had no effect 
on decisions and that social worker variables (such as experience) had no effect on which attitudinal 
group into which they could be categorised. Jergeby and Soydan [22] found that when comparing 
social workers’ responses to a vignette between and within countries, that even within countries, 
there was no evidence of standardised responses to the same situation.  

In Aotearoa/NZ, the rate of notification to substantiation ranges from 5% to 48%, depending on 
the location of the site office [23], and a recent qualitative workforce review of child protection 
services noted the difficulties of establishing a clear and consistent threshold between NGO family 
support and statutory child protection intervention [24]. This review concluded that despite the 
assistance of assessment frameworks, decision-making protocols and legislation, that “…these 
sources were open for interpretation when determining whether or not the needs of a child or young 
person met the threshold for Child, Youth and Family assessment and intervention” ([24], p. 34). Also 
noted are the various impacts on social worker’s decision-making in a complex context, including 
public perceptions of the social worker role, the nature and duration of the actual concerns for the 
child, the practitioner’s own skill level and experience, the interface with other agencies providing 
services in local areas and the clarity of organisational messages and drivers ([24], p. 49). 
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Thus, variability in decision outcomes reflects a range of influences across the ecological 
spectrum, far beyond individual characteristics [16]. These include site locations, professional 
discipline, attitudes toward family maintenance, underpinning beliefs about the possible harm of 
foster care and the organizational contexts of practice. These aspects highlight the situated actor 
Kemshall [6] speaks of in contrast to the rational actor, as these factors highlight the contingent and 
socially-influenced aspects of decision-making in real-life contexts. 

The Ethical Consequences of Variability 

Thus, decision outcomes are variable and influenced by cultural variations, some of which are to 
be expected. As child abuse is ultimately socially constructed, it is unsurprising that reactions to it are 
also variable in line with differing national contexts [4,25]. However, comparing why variations 
exist between countries is valuable. It draws our attention to connections between the macro and 
micro realms and enables critical examination of the taken for granted [26,27]. Examining internal 
variability is even more important. Internal variability in decision outcomes represents an ethical 
difficulty that is not easily resolved. Platt and Turney [28] offer a cogent critique of attempts to 
standardise threshold decisions on several counts: firstly, that the complex decision-making context 
involves numerous factors beyond the actual case characteristics or agency decision-making tool; 
secondly, that the worker’s own sense-making processes contain numerous aspects to do with 
cognitive processes, intuition emotion and values; thirdly, that neither linear, rational decision-making 
nor the use of heuristics and biases as “defective” are realistic appraisals of real-life decision-making. 
They also point out that the various types of abuse and varied circumstances it occurs in make 
comparing them in order to make a distinct “line in the sand” impossible. However, all of these 
critiques are directed at the difficulties of standardising decisions in terms of the real-world context, 
but do not address the ethical issues inherent in variability. Certainly, descriptive theories of 
decision-making should be complex and situated, rather than linear and “rational”, yet pointing this 
out does not resolve the ethical issues raised by decision variability.  

I contend that some kind of consistency in decision-making in regards to child protection  
decision-making should be attempted, however imperfectly, despite complexity. Why is consistency 
important ethically? As a statutory agency, the level of protection extended to children and the level 
of respect accorded to the parental rights of parents should not intersect at a line so malleable as to 
make the response of a statutory social work unreliable and arbitrary. If the macro factors 
(orientation) are held equal and the case facts are similar, deontological ethics (that is, that the same 
duties are accorded to all clients based on their existence as humans with intrinsic value) would 
suggest that outcomes should be consistent [29]. Thus, either a child does or does not reach a threshold 
for out-of-home care or access to a therapeutic service. The home is or is not safe enough to warrant 
return. Decisions such as these should have some level of transferability within a nation state, as an 
expression of the commitment to maintaining both the duty of care to protect children equally and to 
respect the autonomy and guardianship rights of parents. Otherwise, the law is arbitrary.  

However, close studies of substantiation and other decision points do not conform to this 
expectation. As explained above and below, this issue is evident in many countries and represents 
several contributing influences. However, first, is this issue the ethical problem I have posed it as? It 
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may be that variability, even within countries, is not quite the ethical problem I have posited. It could 
be argued that the research methods and ethical theories relied on to reach such a conclusion are 
inadequate. For example, most decision-making research is quantitative research limited to variables 
that are measurable and able to be manipulated, for example recorded case data or factors derived 
from factorial surveys using case vignettes. Many real-life variables that impact on decisions are not 
captured in either types of data, for example the in-depth, contingent and case-specific aspects, such 
as the social worker-client relationship, the reactions of both parents and children to the social 
worker, the perceived trustworthiness and caring attitude of the social worker toward the client and 
compliance. These variables are all found in qualitative studies to impact case decisions, albeit 
indirectly [30–32]. From an ethics of care perspective, some decision variability may not necessarily 
be negative, as such variability may reflect the type of relationship a worker and client family have. 
According to an ethics of care perspective (as opposed to a “duty” perspective), ethical decisions 
should not be determined solely by identifying one’s duties, but also by the context-dependent nature 
of the case and the relational or caring obligations that derive from it [33–36].  

An ethical decision in child protection, therefore, could be considered not only one that reflects 
the weighing up of universal duties to protect children and respect the self-determination rights of 
parents or the costs and benefits of possible courses of action (traditional justice approaches), but one 
that is contingent upon the nature of obligations derived from a caring and supportive relationship 
with the family. Thus, it may be that some variability reflects the different relational qualities in a 
case that are not captured by research methods comparing the surface facts of a case, but are ethically 
defensible. This conclusion may have some merit, yet it is not a complete resolution, as the fairness 
question remains, as do concerns regarding transparency. However, it does lend us a more nuanced 
understanding of the ethical component of this issue and leads beyond the more straightforward 
question of what drives decision outcome variability, to when is decision variability ethically 
justified and when is it not. 

3. Policy Orientations 

Therefore, what drives these decision differences? One driver in between-country differences is 
the policy orientation of the nation state. At the macro level, differences abound in the historical 
development of services; for example, Duffy and Collins [26] note that the historical contexts of the 
U.S. and Northern Ireland have led to differing emphases on legal, cultural and political aspects of 
child welfare. Gilbert et al. [5] outline the differences between the policy orientations of nation 
states, deriving three main types: child protection, child welfare and child focussed. Others have 
examined the interrelationship between these orientations and decision reasoning, noting that the 
first leads to a focus on specific acts of abuse, the second locates the cause of problems in family 
needs, while the final one can result in a ‘child-centric’ practice that protects children’s individual 
rights and wellbeing, but may downplay family relationships [37–41].  

Policy orientations can be described as broad “flavour differences” in overall policy  
directions [5,37–39,42]. Within a child welfare orientation, the best interests of the child are closely 
linked to the interests of the family as a whole, and assessments include strengths, as well as 
difficulties. Its purpose is preventive, and the focus within this approach is to “…create those 
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material and social conditions within which all children are given sufficient opportunities to  
reach their full potential” ([43], p. 2; [44]). Thus, a child welfare orientation offers a broad-based 
prevention policy framework, based on a long-term understanding of epidemiology, rather than 
focussing on a single risky event [45].  

Gilbert et al. [5] conversely characterise a “child protection” orientation as one that frames 
problems in individualistic and moralistic ways, directs legalistic and investigatory intervention 
types, promotes adversarial state-parent relationships and results in the use of mostly involuntary  
out-of-home placement. Fargion [43] adds to this description, stating that child protection orientations 
define children’s best interests narrowly in terms of children’s protection, reify ‘abuse’ as something 
objectively apprehendable and utilise standardised assessment tools. Significantly, she claims this 
approach “treats difficulties as signals of risks” ([43], p. 2). A further emerging direction is a “child 
focussed” orientation, one that directs policy focussed on promoting the rights and wellbeing of 
individual children; however, a significant downside of this orientation is that children can become 
viewed as entirely separate from the context of their social relationships [41].  

These three orientations thus shape policy frameworks, but the application of these orientations is 
not straightforward, with “mixed” orientations increasingly common [5,39]. Kriz and Skivenes [46] 
provide an example of this contrast, stating that “the American and English welfare systems provide 
social assistance to the most destitute, with a child welfare system that focuses on risks for children. 
This type of welfare system stands in contrast to the Norwegian social democratic welfare state, 
which provides universal services related to health and social welfare, many of which are aimed at 
families, and with a child welfare system that focuses on children’s needs as well as risks” ([47],  
p. 1867).  

Orientation frameworks shape decision-making by setting out the preferred aims and functions of 
a child protection system within national contexts. Variability often relates to clashes between these 
orientations, not only between nation states, but also within them. Kriz and Skivenes [47] for 
example, found that people in different national contexts, namely California, England and Norway, 
evaluated risk in the same case vignette differently, with Californians evaluating risk the lowest, then 
England and Norway. They found that the child welfare orientation in Norway could be attributed to 
an increase in perceptions of risk by Norwegian social workers, as the threshold for intervention is 
much lower when prevention is framed as a family support service provision aimed at preventing 
out-of-home placement. Of note were significant differences in the perceptions of which factors 
created risk for the children involved, as well as interesting findings that showed that the least 
regulated environment, Norway, produced the most homogenous types of reasoning around risk, 
while the other two contexts were more internally heterogeneous. They argue that this reflects not 
only different risk assessment tools, but also the policy orientations and type of welfare state of  
each nation. Other studies have also tracked the congruence between policy orientations and 
decision-making, for example Khoo et al.’s study of Canadian and Swedish approaches to child 
abuse and Skivenes and Stenberg’s study of social worker responses to domestic violence [38,47–49]. 
Internal variability can also reflect these broad frameworks, as the study by Arad-Davidson and 
Benbenishty (described below) shows that internal variation along these same lines (child 
welfare/child protection orientations) impacts on decision variability about out-of-home care. 
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Another aspect of decision variability is the disjuncture between official policy frameworks and 
how social work is actually practised. As Buckley argues, the two can be quite disparate, with real 
practice differing so markedly from espoused policy guidelines, that she questions whether it is an 
“ungovernable enterprise” [50]. Kriz and Skivenes [51] compared the ways that social workers in 
Norway, the U.K. and England responded as “street level bureaucrats” to their policy contexts, that 
is, they managed the demands made of them by official policy and legal frameworks given institutional 
and financial limitations. This study highlighted that although many countries share similar 
commitments to the principles of the best interests and/or wellbeing of the child, family preservation, 
permanence and safety, that nevertheless, the degree to which governments focus on individual 
principles differs, and importantly, how social workers deal with the sometimes conflicting nature of 
those principles is quite a different matter. Such a high level of discretion can contribute to 
differences in decision outcomes. Pendulum swings in reaction to media reports can also shape 
practitioner responses in a manner that may diverge from official policies, as public opinion that 
swings from criticising too much removal to criticising family preservation attempts can drive 
decisions based on fear of public opinion, rather than in line with stated policy [12,52].  

Orientations, Risk and Neo-Liberalism 

Such studies highlight the culturally-defined nature of responses to child protection issues across 
national contexts, patterned by policy frameworks. These orientations clearly have some influence 
on across-country variability and internal variability as more countries adopt mixed orientations.  
Mixed orientations can be seen in conflicting legal imperatives, such as family preservation and 
children’s “best interests”, but other influences fuelling the fragmentation of ways of approaching 
decision-making may be the influence of neo-liberal ideologies and the impact of risk thinking. Risk 
hyper-sensitivity is particularly likely within a “risk society”. Beck’s [53] analysis of a risk society 
proposed that risk is increasingly perceived as ubiquitous, as people are more aware of risks than 
ever before. Whatsmore, risk is viewed as widespread and potentially catastrophic, and 
simultaneously, people are expected to guard against all possible risks to themselves [54]. Within a 
neo-liberal political system, this expectation is heightened. Neo-liberal ideologies focus broadly on 
reducing the role of government, individualising social problems and “responsibilising” both 
professionals and individuals [55,56]. This results in the spreading of responsibility for child welfare 
across NGOs and statutory services, common in neo-liberal environments focussed on economic 
efficiency and devolution of responsibility. As rates of referral to child protection services increase 
dramatically, intense pressure on child protection systems have led many countries to significantly 
reconstruct their service systems in these ways, particularly in the wake of the fiscal constraints 
imposed by the worldwide recession. Such changes commonly focus on spreading the responsibility 
for child abuse responses beyond statutory agencies and introducing new technologies in attempts to 
make practice responses more systematised and targeted to those most at risk [57,58]. The state’s 
role moves from being a “social state” to a “facilitating state”, merely a coordinator of services, 
rather than a body responsible for their existence, functioning or resourcing [59]. This spreading of 
responsibility among multiple agencies may multiply the various logics and beliefs relating to the 
correct or proper role of statutory social work with children, as agencies have their own cultural 
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beliefs, practices and tools to assess families. It may also produce an uneven impact on the 
practitioner’s level of risk aversion, as an increasingly accountable workforce reacts to the pressure 
to manage risks to the self in different ways, with some workers complying and others resisting [60]. 
Within such a system, the possibility is that social workers become focussed on lowering their own 
risk of future accusations of poor practice, rather than building durable and humane solutions for 
children and their families. Decision-making becomes framed as avoidance of risk rather than 
promotion of wellbeing or self-determination.  

Further, the professional knowledge and relationship focus of social workers are downplayed 
within a context driven by managerial and technical discourses, as are the radical traditions of social 
work [61]. One effect of this is that “this framing of social problems encourages those professions 
working on social problems to adopt an ‘inward-looking’ perspective that minimizes the connections 
between structural change and the manifestation of individual problems” ([62], p. 1023). Another is 
that targeting of “programmes” is considered the only solution to abuse, and universal, supportive 
services are eroded. Abuse itself becomes considered as an individual problem, to which the 
correct and proper response is the correction of parenting practices, rather than considering the 
ways that parent’s interactions with their children are shaped by their material and social resources. 
It can be reasonably concluded that where a social worker is positioned along the radical-normative 
continuum will drive decision variability in responses to risk in the context of neo-liberal states. 

4. Risk and Safety in a Risk Society 

Thus, how risk is conceptualised is another major driver of decision-making in Anglophone 
countries [6,63]. Indeed, risk assessment and its associated “risk logics” have become the focus of 
child protection systems nearly worldwide and, with it, an economic-rationalist assumption that risks 
are measurable, predictable and avoidable [57,64]. Considering risk assessment highlights two 
debates in decision-making: how risk assessment tools are derived and used and whether they 
include strengths or safety perspectives. Houston [65] states differences in ways of conceptualizing 
risk reflect objectivist, subjectivist and critical meta-theoretical paradigms, each with their own 
epistemology, ontology and axiology in relation to risk. One expression of an objectivist approach 
to risk, for example, has been in the development of risk factor science and related risk assessment 
tools. A concern about risk and a perceived need to identify and reduce risk has led to increasing 
research into risk factors, using longitudinal and quasi-experimental methods, to measure the effect 
sizes of different variables. These have been incorporated into risk assessment tools, often termed 
“actuarial” approaches to risk assessment work. While providing valuable information about patterns 
across populations and successful in some studies to predict future abuse, on their own, such methods 
have significant limitations for decision-making [65,66].  

Limitations of decision tools exist for two related reasons—the method of quantification and the 
way they are used in the practice of decision-reasoning. Firstly, in terms of the production of risk 
factors via statistical correlations, they are neither “necessary nor sufficient” to predict abuse in the 
future [67], thus producing a high rate of “false positives” [68]. Secondly humans as decision makers 
are notoriously imperfect at incorporating accurate assessments of probability and effect sizes into 
decision-making [69]. France et al. [70] note this in social work when they state that while 
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statisticians might understand the level of surety or otherwise are able to be infer it from statistical 
correlation, nevertheless, risk factors are often treated as if they can give certainty about future 
outcomes in practice [70]. Gillingham [12] and others have noted that practitioners may subvert the 
intention of structured decision-making tools to get the outcome they desire or use the language of 
risk to legitimate decisions they have already made on other grounds [71]. However, if used 
correctly, actuarial approaches can be combined with consensus or discretionary approaches to 
produce a more complete method of risk assessment than one or the other would alone, with some 
research demonstrating that actuarial approaches are more accurate in terms of the actual risk of 
future notification than professional discretion approaches only [72]. However, using them alone to 
decrease decision variability is undesirable, as many other factors in addition to future risk must  
be considered. 

Either way, in addition to actuarial knowledge, case-specific knowledge, a relationship with  
the family, understanding how risks change over time, theoretical underpinnings and ethical 
commitments are required to be able to make decisions related to particular families [72,73]. This is 
particularly true given that estimations of future harm are just one aspect of decision-making about 
children’s lives. While preferred within modernist economic rationalist paradigms that attempt to 
predict and control uncertain outcomes, the use of risk-factor approaches can fuel practice dominated 
by risk aversion and forensic investigatory-type approaches [64,74]. The development of strengths 
and safety-oriented perspectives have attempted to counter this deficit approach to risk assessment, 
arguing that searching for risk factors alone is neither accurate, fair, nor useful in a context of 
unequal power relations and where the ongoing relationship is the best hope for actual change in the 
family [75–77]. These approaches attempt to resist risk saturation by actively searching for and 
including aspects related to client safety and strengths. Initial research notes the impact on 
decision-making of the Signs of Safety approach as producing knowledge about clients in ways that 
retain moral subject positions for parental clients to occupy. This contributes to shared power and 
parental engagement, creates the opportunities for personal change and leads to decisions that are 
likely to be less risk averse [78]. In terms of decision variability, which tools are specifically adopted 
by different agencies is therefore a significant driver of differences in decision outcomes, as those 
using traditional risk assessment formats and those utilising strengths or safety-oriented tools may 
reach very different conclusions about the level of risk and, thus, the need for intervention. 
Safety-oriented tools are also more likely to open up different pathways for intervention, as they 
focus on creating an intensely collaborative relationship with families and utilising their own 
networks and resources, whereas traditional risk assessment methods, used in the context of targeting 
and resource efficiency, tend to use the assessment to determine who should receive evidence-based 
standardised programmes delivered by a third party.  

5. Inequality and Poverty 

This leads us to consider the role of poverty in family lives, as how the impact of poverty is 
constructed by decision-makers is another major driver of differences in decision outcomes. An 
individualised focus can lead to a narrow evaluation of quantifiable and individualised risks, 
obscuring a major concern with the pervasive over-representation of those most socio-economically 
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disadvantaged in child protection systems. An enduring correlation between poverty and abuse, 
while not deterministic, nevertheless raises questions about the relationship between poverty and 
abuse in terms of causality and ethical questions about child welfare intervention as a reflection of  
inequality [41,79–82]. Paxson and Waldfogel [83] in a large study found that an increase from 10% 
to 15% of children living in extreme poverty was associated with a 22% increase in child abuse. 
Many others have found similar results [84]. However, interpreting these findings in decision-making 
contexts requires careful examination: “The experiences of those trying to parent in a profoundly 
unequal society are not interrogated rigorously enough in current responses, with causation and 
correlation confused in a highly abstract language that renders real people and their lives invisible 
and/or unintelligible” ([41], p. 5).  

In terms of decision-making, the connections between poverty, inequality and abuse are important 
for practitioners to grasp. However, how does one incorporate them in decision-reasoning? There is 
some evidence that social workers can become de-sensitised to poverty as an integral and seriously 
damaging aspect of client’s lives [85]. Other studies have found that poverty made no impact on 
social worker’s decision-making, although other markers of poverty, such as substandard housing, 
did [14]. While Stokes and Schmidt [14] point out that social workers should be considering the 
impact of poverty on the ability of families to care for children, particularly from an anti-oppressive 
standpoint that recognises the impact of macro-structural conditions on families’ lives, Moraes et al.’s 
study [86], while investigating a similar question and with similar findings, came to quite a different 
conclusion. Moraes et al. [86] used a representative sample drawn from the Canadian Incidence 
Study of reported child abuse and neglect. They found that over five indicators (case substantiation, 
provision of ongoing child welfare services, referrals to child and family support programmes, 
out-of-home placement, applications to child welfare court and police involvement), poverty had an 
extremely minimal impact (6%) on the variance in decision outcomes. Nor did a poverty index of the 
family’s circumstances, although, again, living in unsafe housing (perhaps a proxy for poverty) had 
some impact on substantiation of abuse, particularly in cases where there was no physical injury. 
They conclude that there is no evidence in this study that social workers act in a ‘discriminatory’ 
manner in relation to families living in poverty and posit this as a positive finding.  

As Keddell [87] notes, this contrasting interpretation of findings in relation to poverty in  
decision-reasoning is indicative of the intensely contestable nature of the definition of the social 
work role and the tensions practitioners must navigate: one must be aware of the oppressive nature of 
poverty and its impacts on parenting, but at the same time, resist judgemental and negative 
assumptions about parents in poverty. This dichotomy reflects the difference between reflection and 
critical reflection: the former encourages self-examination with a view toward eradicating 
discriminatory stereotypes, while critical reflection moves beyond this to include structural 
awareness of social problems in one’s assessment of a family, so as to recognise the interconnections 
between family practices and structural conditions [88]. These two types of reflection have significant 
implications for decisions where poverty and child welfare concerns converge, as decisions reflect, at 
least partly, the practitioner’s evaluation of the culpability for, or source of, the problems facing the 
family. Without at least some inclusion of structural impacts, culpability lies only with parents. 
Decision variability may reflect these tensions. 
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Despite the radical and critical traditions implicit in social work education, political changes in 
many countries (particularly Australia, New Zealand and the U.K.) towards the individualisation of 
social problems in both welfare reform and child protection systems reconfigurations constantly cast 
social work as a micro-level profession sent to maintain control and regulation of the masses, rather 
than advocate for them [89]. Marston and McDonald [62] bemoan the de-politicisation of social 
work, arguing that recent neo-liberal developments of policy in many Western countries have 
resulted in a significant reconstruction of the social work role and, with it, the replacement of 
“…sociological and political-economy approaches to problems like poverty, and have instead opted 
for behavioural-economic understandings of human behaviour. The combined effect of these 
changes is to cast doubt on the knowledge and actions of social workers as political actors, 
particularly those social workers directly engaged in work that seeks to redress social injustice and 
to influence public policy” ([63], p. 1023). Interestingly, Moraes et al. also draw a link between 
attitudes toward poverty and decision reasoning, hypothesising that in “…nations where poverty is 
viewed as primarily an individual responsibility and income inequality is pronounced, child welfare 
measures may be more intrusive among poor than non-poor families. On the other hand, in nations 
where poverty is viewed largely a societal responsibility and income inequality is more moderate, 
child welfare professionals may be more egalitarian in their decision-making” ([87], p. 167). Thus, 
the challenge for social workers in increasingly neo-liberal climes is to incorporate poverty in 
decision-making beyond simply eliminating negative stereotypes towards poor families, but must 
continue to remain resistant to pervasive social discourses that cast the poor as primarily responsible 
for their own demise [90]. 

6. Evidence-Based Practice 

Likewise, while including known risk factors in decision processes is important background 
knowledge, current exhortations to make “better use of research” can result in a deterministic use of 
risk factors or an inappropriate weighting of them in decision reasoning. Many effect sizes are tiny or 
the relationships between factors indeterminate. For example, Appleyard et al. [91] found in their 
study examining the relationship between childhood abuse, adult substance abuse and victimisation 
of one’s own children that there were traceable relationships, but the effect size was small 
(0.26/0.19). Studies of the impact of young parental age at first birth, a commonly relied on risk 
factor, actually show that effects are mixed. Some show a clear correlation with maltreatment, but 
these effects are also influenced by lower economic status, lack of social support and high stress 
levels [92]. This means that the age at first birth may not be as influential as first thought, or, all of the 
above factors combine for the effect. However, when research is translated for practitioners, it is 
often oversimplified, so that the nuances involved are lost [41]. Thus, the use of research in practice 
can be used inappropriately, as when over-simplification is combined with natural tendencies to 
over-estimate effect sizes, the result can be too much emphasis on negative attributes [92]. These 
issues led Munro et al. [67] to conclude: “The repeated exhortations to child protection services to 
predict and prevent maltreatment, and the associated blame when they fail to do so, should be 
replaced with more modest expectations” ([68], p. 70). Thus, while understanding broad population 
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patterns in relation to risk factors is certainly important background knowledge, its use in ways that 
assume they confer certainty in any specific situation is misguided and may contribute to variability [93].  

7. Constructions of Abuse and Its Causes 

Alongside these macro influences of national orientation and changing conceptualisations of risk 
and evidence, other changes are also occurring in regards to child abuse definitions and understandings 
of the causes and consequences of abuse. Definitions of abuse are played out at the micro level, as the 
idiosyncratic nature of family circumstances and behaviour is often difficult to fit into formal 
definitions of abuse, or if it does, deciding at what point or threshold it is ‘bad enough’ for 
intervention is a slippery fish. As noted, child abuse is a socially-constructed phenomenon in terms 
of its meanings, definitions and social responses [94]. This is reflected in the changing definition of 
abuse for differing purposes, such as for research, practice or legal purposes [95], differences in 
social worker’s responses to the same cases, intense public debate as to the boundary line between 
physical punishment and abuse and beliefs about what constitutes reasonable care or “good enough” 
parenting [15,96–98]. Modern definitions of abuse cover a variety of types, and establishing their 
parameters in real-life situations remains difficult.  

Considering definitions and constructions of abuse leads to a serious consideration of the causes 
of abuse. Many system’s responses, drawing on a neo-liberal paradigm, propose that abuse is caused 
by psychological or criminal tendencies and, thus, prescribe systems of surveillance, control and 
sanction as ways of reducing and preventing abuse [99]. These changes, without responding to a 
wider range of abuse causes, risk factors and effects of abuse, remain partial, only targeting one 
aspect of abuse prevention (surveillance and prediction) and only the most severe types of abuse. 
Such responses assume that definitions of abuse are obvious, straightforward and its solutions are 
self-evident [100]. In turn, decision-making itself is conceived of as correctly “recognising” abuse 
and categorising a family as “abusive” or “non-abusive”, rather than the more difficult holistic 
assessment of child and family needs, opinions and wishes. 

Risk factors, as discussed, cannot predict abuse with any accuracy. Profiling of the most serious 
offenders can result in effective prevention of secondary abuse and sometimes primary. However, 
the vast majority of families referred to child abuse services, as well as those for whom abuse is 
substantiated, have much more complex, diffuse and chronic issues, with strong relationships to 
structural conditions, rather than the innate pathology of individuals [67,101–103]. What is more, 
child deaths are extremely rare events that are not predictable, even when considering a high-risk 
population [93]. In the use of the predictive risk model in Aotearoa/New Zealand that tracked babies 
from birth over their first five years, the top two deciles of risk were 66% accurate; in other words,  
it also identified 34% of those deciles as a “high risk” population that did not go on to become  
abusive [104]. Pritchard and colleagues found that those who killed children had several identifiable 
salient features, such as having a history of violence and being not biologically related to the children 
they killed. They conclude that: “The juxtaposed results indicate that the assailants’ problems are 
essentially psycho-criminological, especially violence, rather than socio-economic, although poverty 
worsens most situations” ([101], p. 1403). However, such cases make up a tiny proportion of those 
referred to child protection services, even of the substantiated cases. In Aotearoa/New Zealand in 
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2012, for example, emotional abuse and neglect made up around 80% of substantiated cases, with the 
remainder physical and sexual abuse [105]. However, substantiated cases (18,595 distinct children) 
were, in turn, a tiny proportion of the total of 148,659 notifications (of which 57,766 were police 
notifications for domestic violence) [24,105]. In Canada, 85% of referrals to their child protection 
service can be categorised as chronic needs, while the remainder are urgent protection cases [106]. 
Thus, practice responses attempt to respond to both high-end perpetrators, who may well have 
individual psychological risk markers for serious physical or sexual abuse, as well as the much more 
common diffuse, chronic situations of a combination of mental illness, poverty, drug and alcohol 
addiction, discrimination and domestic violence [24,107]. Based on an assumption that the former 
type of abuse is what most abuse “is” (influenced strongly by media representations), there is a 
substantial mismatch between systems and services and the actual phenomena of child abuse [52]. 
Wolfe et al. [107] state the problem thus: “Child abuse is an event, not a uniform disorder, and 
therefore it is necessary to consider multiple causes that interact unpredictably. Notwithstanding the 
critical role of the adult offender, child abuse is rarely caused by a single risk factor. Although risk 
signs and indicators are present, it is still very difficult to predict who will become abusive and who 
will not—child abuse may emerge in any given family if the ‘right’ conditions exist. These causal 
conditions stem largely from the interaction of child, familial, and cultural influences, but it is not 
possible to predict with precision when they will occur” ([108], p. 35).  

The variety of psychological and social work theories, as well as theories of human development, 
constructions of childhood and what might constitute children’s best interests also impact on 
decisions about what counts as abuse and harm across the lifespan [108]. For example, conflicts arise 
when considering the line between punishment and physical abuse, which despite being 
criminalized in a number of countries, remains a contested areas as to what amount of force, with 
what intention, to what age child, over what period of time and combined with what other family 
factors constitute abuse; and if so, is it to the level of harm such that statutory intervention is 
required [3]? Likewise, the impact on neglect, particularly of poverty and mental illness, can make 
a finding of neglect difficult if the parent is considered not in reasonable control over the contributing 
circumstances. Each of these (definitions of neglect and physical abuse) may have considerable 
cultural dimensions, with child rearing practices differing markedly across ethnic and cultural 
groups. This leads to a consideration of the way that a variety of types of abuse impacts on decision 
variability. It is only in recent times that the vast array of harms to children have been categorized 
as “abuse”: neglect, physical abuse, sexual abuse and emotional abuse. Some of these are clearer 
than others in terms of the degree of social consensus on harm, including the research evidence. For 
example, Chan et al. [109] found that despite an assumption that professionals would have some kind 
of common, professional view on abuse and its consequences, it was found instead that their attitudes 
towards child abuse reflected their cultural backgrounds rather than a professional consensus. Such 
differences in the interpretation of child abuse illustrate the contested nature of child abuse. This 
must refract through the varied decisions of social workers. 
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Domestic Violence as the New Child Abuse 

A further major recent change in the construction of the child abuse definition has been the 
inclusion of domestic violence as a type of emotional abuse of children [110]. Increasingly, 
convincing research on the harm to children from exposure to or witnessing of domestic violence has 
led to its transformation from an issue primarily affecting adult victims, most commonly women, to 
also having child victims [111–114]. There is also evidence that in addition to exposure, domestic 
violence also has a high co-occurrence with direct abuse of children, with some estimates between 
30%–60% [115]. This has led to interesting developments in the responses of child protection 
systems. In Aotearoa/New Zealand, for example, police callouts for domestic violence where 
children were present prompted a now-mandatory referral to child protection services. Due to this 
change, one third of families referred to child protection services each year come directly from Police 
(see above). As in other countries, this represents a challenge to child protection services, where the 
reconstruction of domestic violence as a new type of child abuse leaves a service more familiar with 
traditional types of abuse ill-prepared to intervene effectively [110,116,117], with either excessive 
criminalization or child removal having significant drawbacks [118–120]. 

Considerable collaboration across services is needed to respond in ways that effectively protect 
children from harm (and women) [121,122]. However as Hester [121] notes, this is difficult when 
child protection systems and women’s protection systems operate within very different paradigms, 
leading to conflict about the most urgent problem faced by families and, thus, how to intervene 
successfully [119]. Simply educating child protection workers about domestic violence, while a good 
start, is insufficient in establishing an effective and systematic response to this phenomenon, where 
both the values and knowledge of child protection and women’s advocacy services are needed to be 
included, combined with case-specific consultation in order for collaboration to be successful [123,124]. 
This issue presents considerable tensions for social workers, for whom the definitions and 
conceptualisation of domestic violence presents challenges for establishing decision consistency. 
How it should be coded (as emotional abuse or neglect), if it should be considered a risk to children at 
all and who is assigned responsibility for protecting children from it, all impact on decisions in 
relation to it. Skivenes and Stenberg [49] compared responses to two vignettes, one a neglect case 
and one a domestic violence case. They note that in response to a domestic violence case, that 
responses between the U.S. and the U.K. were similarly concerned with risk, and this may be due to 
the U.K. swinging towards a child protection orientation; although, in another type of vignette 
offered (neglect), they found much more of an emphasis in the U.K. on a family service or child 
welfare-type approach. They contend that this is due to the type of case and that this may show the 
impact of evidence-informed practice, as knowledge about the effect of domestic violence has a 
more established cross-national consensus than other types [49]. However, they found that despite 
the uniformity of views on domestic violence as constituting a risk factor, that marked heterogeneity 
again appeared in the reports of what action social workers would actually take in response to  
this risk.  

Another issue in responding to domestic violence in case decision-making relates to who is 
perceived as responsible for it. As other research shows, where parents are viewed as culpable, more 
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intrusive decisions follow. A variety of studies show that women are perceived as “bad mothers” 
when they are faced with domestic violence in the child protection system, and this results in a deficit 
mothering discourse that blames them for their predicament. In terms of decision-making, this can 
result in an ultimatum approach from child protection services of requiring women to separate from 
their partners or remove the children [125]. Where women are viewed as both responsible, yet 
holding little real control over the risk presented by their partner to both themselves and their 
children, intrusive decisions become constructed as justified [126]. In a study examining the ways 
child protection workers attributed blame in domestic violence cases [127] found that the presence of 
domestic violence increased worker’s perception of risk to children. Every construct they used in a 
factorial vignette approach showed that workers were more likely to view women as more culpable 
for exposing their children to harm than their partner, even though in every case, their male partner 
was the violence perpetrator. Thus, understanding how domestic violence is affecting decision variability 
requires an understanding of the ways blame, culpability and risk are understood in relation to domestic 
violence, as well as how child protection systems interact with other services in particular locations. 

8. Cognitive Processes and Group Decision-Making 

Finally, the variable ways in which all of these factors are used in decision-making highlight the 
known cognitive problems with decision-making. For example, the tendency of humans to make 
decisions based on the most vivid or recent piece of information [128], the lack of the computational 
ability of humans to consider and weigh up all relevant information, the effect of “frames” (the 
implicit contextual parameters of decisions) satisficing—taking the best available option rather than 
the ideal—and the use of heuristics and biases, particularly the tendency to have a confirmation bias. 
Many of these dynamics can lead to an overconfidence in human judgement, particularly when 
people are forced to make decisions quickly, or the “latent conditions” under which they are forced to 
operate lead to negative decision “shapers” such as incomplete information and high uncertainty, 
systemic feedback errors, improper drivers (such as technical tasks rewarded, rather than family 
outcomes) or a lack of training [69,92,129,130]. However, slower consideration of relevant issues, 
combined with education about cognitive biases, can help reduce their impact [92,131]. Others argue 
that heuristics (short-hand rules of thumb derived from practice experience) are not necessarily 
problematic, but the complex use of short cuts in response to recognised patterns that are often 
correct when used in their specific environmental contexts. It is this proposition on which proponents 
of ecological rationality and naturalistic decision-making essentially rely [28,132,133]. Hogarth [134] 
extends these ideas to consider heuristics as an aspect of the intuitive components of decision-making, 
which together with analytic reasoning, make up decision processes [73]. He argues that the learning 
of “correct” heuristics as one part of developing sound intuitive reasoning must take place in “kind”, 
as opposed to “wicked” learning environments. A “kind” environment is one that “…provides timely 
feedback and allows the tacit or experiential system to shape practitioner responses. In contrast, 
‘wicked’ learning environments provide misleading, or no, feedback resulting in unfounded 
practitioner confidence” ([134], p. 4). 

In terms of decision-making variability, therefore, a reliance on either individual practitioners or 
the immediate ecological context presents challenges for national consistency in decision-making, as 
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individual differences in perceptions, as well as site differences and their varieties of latent 
conditions, frames and whether there is a kind or wicked immediate environment for the learning of 
intuitive heuristics (very similar to “practice wisdom” concepts in social work), may produce 
inconsistency between locations. A child in one town, with its particular mix of available resources 
and site office systems and cultures, should not be afforded a different level of protection than the 
same child in similar circumstances in a different location, nor should the rights of parents be 
impinged upon differently. For example, one reason for the interaction between inequalities and child 
protection involvement may be the lack of supportive family resources in poorer neighbourhoods that 
leave few choices open to both NGO and statutory social workers than to use legal intervention; an 
understandable response and one entirely consistent with naturalistic decision-making, but not an 
equitable one. Establishing a fairer response to threshold decisions would highlight the increased 
need in some neighbourhoods for more family support services, rather than involve statutory services 
that are unwarranted and can be harmful (in terms of intrusive and stressful interventions and the 
uncertain outcomes of foster care) [135–137]. Furthermore, while many social work processes use 
groups to attempt to include a range of stakeholders, the influence of “group think” can also be 
negative, wherein group process can lead to a decision that reflects a desire for consensus rather than 
the best or most accurate decision. Current studies tend to ignore these cognitive processing issues, 
with many practitioners forced by working conditions to make decisions based on scanty 
information, under time pressure and in unstructured group decision-making contexts [24]. This 
impacts on decision variability, as without considered decisions and well-structured systems that 
support them, the internal variables of biases and values, the impact of a “wicked” learning environment, 
or “group think”, can become primary decision drivers, leading to increased variability. 

9. Conclusions 

This conceptual article discusses selected research as it applies to decision-making variability in 
the child protection realm. There are some omissions, as to discuss decision-reasoning is to discuss 
the entirety of the social context, and this is impossible to cover in an article. Nevertheless, this 
article raises many issues currently driving both between-country and within-country decision 
variation in response to child abuse and neglect. It highlights factors ranging from the macro to the 
micro, showing that orientations shape both external and internal variability. They contribute to 
variations in the ways that the causes of abuse are framed and highlight that child abuse remains 
subject to intense contestation as to its nature, consequences and best interventions. The impact of 
responsibilisation in neo-liberal environments, constructions of risk, responses to poverty and 
inequality, evidence-based practice, contestable views on abuse definitions and its causes and 
cognitive and systemic decision-making processes present intense challenges to decision consistency. I 
argue that despite this complex ecological context, finding ways to establish realistic decision systems 
and direct guidance is more desirable than ever. While concepts from either the “situated actor” of 
sociology or the naturalistic decision-maker from cognitive psychology are both useful ways to 
describe how decisions are made in context, neither offers guidance on how decisions should be 
made. To simply say that the environmental and cognitive issues at play are too complex brushes 
over the social justice issues at stake. One idea for developing realistic decision guides may be to 
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develop complex case exemplars with annotation to highlight decision principles that would apply at 
each decision point and provide such exemplars for each type of child abuse, for each age of child. 
Attention to systems to ensure “kind” learning environments that enhance the development of sound 
professional discretion for practitioners, as well as logical decision pathways embedded in 
organisational structures are also imperative. Continuing to emphasise critical reflection in social 
work education and practice is another important aspect of increasing consistency in decision-making, 
as is addressing the numerous organizational systems, cultural and processual elements of 
decision-making. However, in addition to these micro-meso solutions, settling the macro framing of 
child abuse and its ideological dimensions is crucial to improving decision variability. This must 
include the ongoing commitment of social work to address political and macro issues of access to 
resources and the harmful effects of neo-liberal individualisation. Ideally, this commitment would 
result in establishing decision-reasoning processes that acknowledge influences from all levels of the 
ecological approach on problem causation, as well as the ethical commitments that social work espouses.  
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The Productive Uses of Conflict in Child Protection 

Doug Magnuson 

Abstract: Some child protection cases exemplify a certain kind of cooperative interdependence, a 
consequence of the ways in which practitioners and clients are entangled. Client and practitioner are 
“stuck” with each other and need each other to succeed. There is also an intrinsic power imbalance 
that technique, ideology, and skill cannot hide and that has risks for the well-being and success of the 
practitioner-client relationship. There is also a risk to the practitioner of biases caused by successful 
influence. “Productive conflict,” defined as conflict under conditions of cooperative interdependence, 
may compensate for these challenges and lead to “integrative solutions.” In these cases the conflict 
itself is a kind of collaboration. 

Reprinted from Soc. Sci. Cite as: Magnuson, D. The Productive Uses of Conflict in Child Protection. 
Soc. Sci. 2014, 3, 672–686. 

1. Introduction 

Child protection practitioners go to great lengths to mitigate conflict with clients, even though the 
context makes conflict probable. Most researchers do not include conflict between practitioners and 
parents as a variable, even though conflict is a frequent occurrence in everyday practice. In recent 
years solution-focused [1], response-based [2], relationship-based practice [3,4], and similar 
frameworks have been adopted by policy-makers, trainers, and practitioners with the aim of making 
collaboration more likely, and a background assumption is that collaboration and conflict are 
inversely related. That is, as collaboration increases, conflict should decrease. 

Perhaps, but the benefits of conflict are under-theorized in the child protection research literature. 
Practitioners know a lot about it, but they do not receive much help, and in everyday practice  
they may receive the message that conflict is bad; still, experienced practitioners know many cases of 
good outcomes coexisting with serious conflict. Collaboration is a laudable goal, yet most 
practitioner-client relationships are unpredictable, and the emphasis on collaboration, partnership, 
and participation suggest a kind of stability and predictability that does not always fit the  
everyday practice. 

Some researchers over the years have documented these gaps between our ideals of collaboration 
and participation and everyday practice. Bell cited Thoburn, Lewis, and Shemmings, who found that 
only 16 percent of parents described having a “full partnership” ([5], p. 439) with the caseworkers, 
and Bell suggests that the promise of partnership can have the risk of raising parental expectations 
that are often disappointed. Corby, Millar and Young [6] found that professionals and parents 
disagreed widely about the experience of parental participation, with professionals being overwhelming 
positive, while only 18 percent of parents thought it was positive. Parents approved of the idea of 
participation, but they did not feel as if they influenced the process. 
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Trotter said that parents and practitioners disagreed about the frequency of practitioners’ use of 
collaborative skills. “…the clients felt that their practitioners used the skills about half the time, 
whereas the practitioners believed that they used the skills most of the time…” ([7], p. 46). Platt [8] 
summarized several studies of congruence and similarity of perception and reported rates of 
congruence between practitioners and clients from fair to high, although one study that found a high 
rating also found that parents’ expectations of relief from stress were higher than that of practitioners. 
Another study cited by Platt found that half of the mothers in the child protection sample disagreed 
with the findings in the early stages of an investigation. 

Dumbrill says that “Parents reported responding to intervention in three ways: (1) ‘fighting’ 
through openly challenging and opposing practitioners in court; (2) ‘playing the game’ by feigning  
co-operation; and (3) working with services in what appeared to be genuine and collaborative 
relationships” ([9], p. 33). Altman found that professionals had difficulty being honest with clients 
about their true feelings and were afraid of confrontation. In contrast, clients said, “Come out and tell 
me, don’t beat around the bush just tell me. You know, don’t sit there and worry about my feelings. 
Just tell me. You know I might not like what I hear, you know, but I’d rather somebody be honest 
with me” ([10], p. 49). It is easy to misread compliance as cooperation, even seeing it as the first step 
on the way. An additional risk of the differences in role and perception is the gap between how 
services are intended to be used and how they are implemented: “fidelity to practice”. For example, 
Vesneski [11] described how family group decision-making models are too often used without 
private time for the family, the most important feature. 

Rather than seeing these differences as issues of inadequate skill and training, some have argued 
that they are consequences of the structure of the situation and that it is unrealistic to expect them to 
go away. Mayer [12] says that the child protection situation is such that “…the power of the family 
has to be circumscribed and enhanced at the same time”. Similarly, Maiter, Palmer, and Manji [13] 
said that “The imbalance of power in the CPS (Child Protection System)-parent relationship is a 
central aspect of the relationship.” Their parent participants described the positive aspects of 
professionals as caring, genuine, empathetic, exceptionally helpful, listening, non-judgmental, and 
accepting. They did not like practitioners who were “judgmental, cold and uncaring, poor listeners, 
critical and insincere”. 

These are not surprising lists, and they are often presented as “should”. Yet it is possible that  
these are post hoc descriptions rather than causes of good outcomes, a kind of tautology. Another 
example of this tautological conclusion comes from Dore and Alexander who said that the “helping 
alliance” ([14], p. 182) was characteristic of success. But this is a post hoc judgment: It’s a helping 
alliance when it helps, and it begs the question how that success is achieved when a relationship 
modeled on therapeutic ideals is not possible. There may be fewer cases where “helping 
alliances”—in the counseling sense of the phrase—are possible and more cases where other 
interpretations are needed. 

As Reich said, a practitioner’s implicit message to clients is: “We work for the government. We’re 
here to help.” ([15], p. 22). Also Trotter [7] said that practitioners act in the legalistic/surveillance 
helping/therapeutic/problem-solving roles at the same time. This is an uneasy alliance and suggests 
that an easy integration of principles adopted from other kinds of practices, like therapy, is not 
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always possible. Practitioners and theorists have made progress in reconceptualizing collaboration 
and in integrating collaboration into child protection practice. Family group conferencing is one 
good example. Still, in most practice the unequal power relationship will persist, not all relationships 
will be rosy and, especially, imposing the expectations of a warm relationship, at least initially, is not 
always realistic even if it is desirable. As well, some of the research cited above suggests that some 
warm relationships may be characterized by “feigning cooperation” and compliance rather than true 
collaboration. Yet the uneasiness with unequal power relationships is legitimate and well-intentioned. 
One reason to be concerned has to do with what Kipnis [16] called the “metamorphic” effects of power. 

2. How Power Affects the Powerholder 

In a series of studies Kipnis [16,17] and his colleagues studied the “metamorphic” effects of 
power on the powerholder, and their findings can help us interpret the particular and unusual 
characteristics of the practitioner-client relationship in child protection. Kipnis [18] says there are 
two main elements of the metamorphic effects of power: (1) the strength of the influence tactics used 
to persuade, and (2) the subsequent attributions of the influencing agent concerning who controls 
behavior—the target or external forces. The stronger the tactic the more the influencer attributes 
change to him- or herself [19,20]. 

Kipnis studied these effects in a wide variety of settings, including counseling, where therapists 
who used more behavioral technology and more technique were found to (a) distance themselves 
from their clients; (b) attribute changes in clients to their own abilities; and (c) attribute a lack of 
change to the client’s inabilities. Moreover, Kipnis says, “…the very act of successfully influencing 
causes devaluation of the target person” ([16], p. 177). In this dynamic is the potential for 
metamorphic effects in child protection. Even convincing a family to participate in a collaborative 
method such as mediation or family group conferencing is an act of influence. 

I suggest here two additional metamorphic effects that warrant further study. One is that the use of 
empathy in child protection, when aligned with standard interpretations and ideologies, is subject to 
metamorphic effects. Kipnis argued that the use of technique, such as cognitive-behavioral therapy, 
increases the chances of influencers attributing change to the technique and their own skill rather 
than to the competence of the target [21–24]. Empathy, as an attitude, skill, and value in child 
protection, may have a similar effect in that in an odd way it risks mechanizing the work such that the 
practitioner comes to view the client as a victim of poverty, of oppression, of violence, of the system, 
and the client’s own abilities are unintentionally devalued and the practitioner’s abilities to free the 
client from oppression are overrated. This interpretation has been suggested by practitioners. 

It is consistent with Trotter’s [25] work, where he suggests that empathy in non-voluntary work 
has risks of giving approval to client behavior. There is also an intriguing, if undocumented, 
application of the theory to the ways in which organizations attempt to monitor and supervise child 
protection practitioners. There is substantial literature these days [26] debating how much discretion 
professionals do or should have. Of interest to this discussion is that one of the implications of the 
social psychology of power is that organizations themselves, when they manage by rules, may be 
subject to metamorphic effects, attributing success to the organization and blaming professionals for 
failures. Yet again, even when practitioners adopt collaborative practices, the context makes more 
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likely over-confidence in one’s own abilities and the devaluing of clients’ agency. Kipnis’ studies, 
described above, suggest that it is not easily escaped. 

In the light of these challenges of and to child protection practice, is it possible that there is some 
proportion of practice that results in successful outcomes despite few of our preferred characteristics 
of collaborative practice? For example, Rooney [27] cites Cingolani who believed that practitioners 
have been taught to value the therapeutic relationship as the good relationship. Everything else gets 
defined as “not-good”. Perhaps a collaborative relationship understood as a therapeutic relationship 
is not always necessary—even if it would be fantastic if it were possible—and perhaps there is at 
least a substantial minority of child protection cases in which conflict is not a barrier but an impetus 
to better outcomes, in part by compensating for metamorphic effects. Perhaps conflict of a certain 
type is evidence of a different kind of collaboration. In the studies from which this argument is drawn 
professionals and clients reported in interviews and casual conversations some cases in which there 
was a successful outcome, as measured by both client and professional satisfaction, in which there 
was neither much congruence of understanding nor much warmth, augmented by serious and 
sometimes intense conflict. Moreover, this conflict seemed—by all accounts—to have a beneficiary 
effect on the outcome. How can we understand these cases? 

It is possible that some literature on the social psychology of conflict and the metamorphic  
effects of power may help us understand the psychological and phenomenological experience of 
conflict in child protection. More strongly, I argue that in certain cases conflict may be a practical 
and ethical necessity for serving the client well. Conflict, at least of a certain type, may make 
integrative solutions possible. 

3. Background 

Child protection in Canada is a legally mandated profession with the responsibility to investigate 
possible cases of child abuse and neglect. In the Anglo-Canadian liberal political model [28] the  
right of government to intrude on individual and family life is limited, and child protection is a 
boundary-crossing profession: It has a legal mandate to investigate the most private acts of family 
life within a political system where such acts are usually prohibited [29]. Not surprisingly, in this 
context the majority of initial contact with families involves some explicit and implicit conflict. It is 
shocking to be visited by a child protection practitioner. 

The cases that are cited here are from two different but related studies. For a year, the offices of 
two child protection teams were the location of an ethnographic study using observation and 
interviews. Two researchers participated in team meetings and meetings with community partners, 
listened to phone calls, observed case conferences between practitioners, and conducted several 
interviews each day with practitioners about cases and about their thought processes and work 
strategies. In the second study, a researcher selected domestic violence cases from one of the teams 
and then interviewed the practitioners and the clients and collected data from the case files. In each 
setting there were several cases that resulted in successful outcomes but that began with intense 
disagreement and conflict. The theory and observations here are from both studies, although in the 
case of the ethnographies we have data only from practitioners. 
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Fine [30] distinguished between ethnographies that are peopled, postulated and personal. 
Although the ethnography from which these case are drawn was peopled, with extensive, detailed 
data, the format of this essay is postulated, focusing on theory development, supported by a small 
amount of empirical data about cases in which collaborative expectations for how practitioners 
and clients should or do behave were not present but whose outcomes were positive and acceptable 
to client and practitioner. 

4. An Example 

This extended quotation is from a woman who was the victim of domestic violence. The police 
called child protection because the children witnessed the violence—which in British Columbia is 
considered a risk of emotional harm—and because no family member was willing to take in the 
children. Familial reasons for reluctance to take children are often complicated and may be as  
simple as availability but can also be a result of the threat of having to cope with the violent father  
or it may be because cooperating with the child protection authorities is perceived by some to be 
a betrayal. This woman was not the target of the intervention: The perpetrator of the problem was the 
father, who beat her badly in front of the children. The situation would seem to invite a collaborative, 
participative approach. Yet the mother initially rejected the very terms of the relationship. 

It was kind of hard at first actually because I wasn’t in the greatest state, physically or 
in any way really. And I know that, here specifically, a lot of the Native people have 
problems with that—with their families and their children and they like to...I don’t 
know, they pretty much stereotyped me. I specifically said “Do not stereotype me, I’m 
not like the other Native people in this town. I’m not like that, and I have to tell you 
that.” Because of the way she was talking to me, I knew what she was doing and I knew 
what she was trying to put upon me. I told her, “Don’t do that, because I’m not like 
that. I’ve gotten myself into a really bad situation but….” I just told her not to. That 
was a really big thing was that she did stereotype at the beginning me along with the 
other families that she has dealt with in the Native community… 

So can you give me an idea of how she stereotyped you? 

It was—she actually, just the certain terms that she used. She said “Native people” and 
I knew what she said and I said “What do you mean by that?” I asked her about it and I 
asked her to explain it to me and she was like “Oh, it’s not like that.” And I said “You 
just said that.” And I was mad and I knew what she was doing and she knew it. I said 
“Yeah, I may be messed up but you can’t look at me like this. Because she wanted to 
take my kids away from me. And I told her “no.” And they did actually take away my 
kids for like a week and it was really hard for my kids and myself. Like my kids will 
never forget that... I thought that they would be with family but they were actually with 
mandated people. I don’t know how it works out like that or why it works out like that 
but that’s just what happened. And that didn’t bother me because I told her that I was 
going to get my kids back and they’re maybe not with me right now, but I’m going to 
get them back as soon as I can. And I think that it took less than a week for me to get 
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my kids back from them. They didn’t think that was okay, that’s how bad it was, they 
didn’t think that I was okay enough to take care of my kids. But I didn’t care. I didn’t 
want anyone taking care of my kids. 

How did you get your kids back so quickly? That’s a pretty quick turnaround time. 

I told them I was going to take care of my kids and that’s all I told them. I told them, I 
don’t want anyone else watching my kids. I said, “I know I’m not in the greatest state 
but I want to take care of my kids.” and they let me...When we were all done with her 
she apologized to me. And she said sorry to me for doing it. 

And in terms of the violence how did they respond to that? 

...they were really good with that part. They really made sure that we did what we 
needed to do and got where we needed to go and got what we needed done done and 
everything was thoroughly taken care of when it came to that. 

So how did that work? 

I was really mad at her. I told her that I was going to do what I needed to do. And they 
told me that if I was to go to—because I kept saying that I wanted to have my 
children—they said that I would have to go into a transition house to have my kids back 
and I did. 

And so would you have done that anyways do you think or was that something...? 

I don’t know. I don’t think that I would have done that. They made me do it and it was 
a good thing that I did it; it helped a lot. I learned a lot and I got a lot of help with my 
kids. I got a lot of help. Well the whole thing was that it happened and it was going to 
happen again, is what she said....I mean I was pretty messed up. And she told him that 
he needed to get the help that he needed to get and told him what he could do and he 
went and did all of it because he wanted to change. And it all—I guess, with their 
system, it helped things smooth out in that area. 

The client’s portrayal of the situation is fascinating because her children were not removed under 
a mandated protection order; the Ministry provided temporary care because no one else was available. 
The mother was not a suspect. On the face of it, there was no obvious reason for a conflict between 
practitioner and client; they ought to be allies. But this did not happen. One source of conflict in cases 
like this is disagreement about how to protect the children from witnessing further violence, and 
another is how to protect the victim from further assaults—and these were certainly concerns. 

Most fundamentally, though, the mother initially rejected the definition of the situation, including 
the terms of the relationship and any suggestion that she was a typical “Native” or a typical protective 
services client. She insisted that she wanted to reunite with her husband. She rejected sympathy and 
empathy as patronizing and perceived attempts to help as stereotyping. The argument here, based on 
interviews with the client and the practitioner, is that the client’s forceful rejection of the terms and 
the initiation of a conflict is not adequately accounted for by ordinary ways of conceiving collaboration 
and client participation. 
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Her position led to almost everything being negotiated. At this point it was a bargaining 
relationship. Client and practitioner are not allied around mutual goals and collaborative processes.  
For example, even though the children were under a voluntary care order and mom had rights to see 
them and have them back, she says they made her go to a transition house before she could have her 
children back. Whether they “made her” or not, she felt pressured, and she reports that it was a good 
thing. The immediate outcome, important to the practitioner, was that the children and mom were 
safe. An immediate outcome, important to mom, was that she be perceived as being in charge of her 
children. Eventually her husband completed treatment for alcohol addiction, stopped being violent, 
and they reunited. 

5. Influence, Resistance, and Bargaining: Persuasion in Child Protection 

In social psychological studies, the target of a powerholder’s influence is usually in a situation 
where they can leave if it is too uncomfortable. Employees are an example [31]. Families, though, 
who are the target of child protection cannot usually flee, and while they do have available to them 
methods like feigning cooperation, as described above, they also do in fact quite frequently resist and 
bargain in somewhat surprising situations. They may resist because they feel they have no other 
choice. They may resist because they are aggrieved, offended, and sense the loss of dignity. They 
may resist because they are innocent. Power operates in a unique way, because families cannot 
usually escape and the powerholder has an interest in a resolution of the situation. 

In these studies families used compliance, which can mislead practitioners and slow down their 
progress. They make the professional life of practitioners uncomfortable. They try to embarrass 
practitioners for using their authority. They befriend and “warm up to” as an ingratiation strategy. 
They work to delegitimize the practitioner and the Ministry by portraying them in unflattering ways. 
They may charge the practitioner with unethical practices. It can be punishing to practitioners to 
remove a child. Reder, Duncan, and Gray [32] documented some of these strategies, and they also 
described “disguised noncompliance” and “feigned compliance”. On the one hand, clients pretend to 
comply, and on the other they also offer capitulation as a way to get rid of the practitioner. Families 
manage their availability. They move to make it harder to track them. They move activities out of 
public view. Without a doubt, clients have less power. Still, because of their interdependence with 
practitioners, they have a forum for both active and passive resistance. 

The choice of influence strategy by practitioners may indicate something interesting about how 
the ambivalence practitioners feel about their own authority. O’Neal, Kipnis, and Craig [33] describes 
several influence strategies such as foot-in-the-door, door-in-the-face, collegial decision-making,  
one or two-sided arguments, communicator credibility, and dissonance arousal. They say that these 
strategies are typically used by the less powerful to influence powerholders. Practitioners commonly 
use these strategies. They have an incentive to use the least aggressive approaches, sometimes 
because they perceive more direct approaches as raising the possibility of retaliation by clients, using 
strategies noted above. It also reflects the perception by many practitioners that while they have 
ultimate authority, this authority is somewhat dichotomous, with softer approaches on one side and 
more aggressive approaches on the other. 
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This is the location of one kind of gap between practitioners’ viewpoint and families’ viewpoint. 
Under conditions of unequal power, families may perceive weak influence methods as less as an 
offer of collaboration than as a kind of ingratiation strategy on the part of practitioners to gain 
influence to find out what they want to know. Altman [10] reports that clients preferred practitioners 
to be direct and honest and come to the point, for example—the language of partnership and 
cooperation can be deceptive and dishonest. To build relationship, one practitioner in this study 
reported lying about having children. In the dynamics between practitioners and some families, it is 
likely that—in some cases—the offer of assistance will be perceived as disingenuous, and this may 
be a realistic assessment on the part of families. 

These types of persuasion and the context in which it occurs is conflictual, a “negotiated 
relationship” ([27], p. 176), and are better characterized as bargaining than as therapy. However, 
conflict can be constructive or destructive. 

6. Productive and Destructive Conflict 

A key to whether conflict is helpful to the relationship and to the outcome in child protection 
hinges on whether practitioners and clients share a common fate. Morton Deutsch [34] said that 
conflict can be either destructive or constructive, and whether it is destructive or constructive 
depends on whether the structure of social interdependence is cooperative, competitive, or 
individualistic. Cooperative interdependence is present when my success depends upon your success 
and my failure results in your failure. Competitive interdependence is present when one can succeed 
only when the other party fails. Individualistic interdependence is present when my failure or success 
does not depend on your failure or success. In sum, conflict is more likely to be productive and 
helpful under conditions of cooperative interdependence and destructive under conditions of 
competitive interdependence. 

On the face of it, a child protection case appears to be a competitive situation. If I am the client 
who is being investigated, the practitioner—and the State—have far more power, and because of that 
power I may perceive that I have fewer options and that doing what the practitioner—and the 
State—wants is my only option, even when I disagree. I may feel forced to comply, hardly a 
cooperative relationship. Also, the presence of conflict suggests a competitive interpretation. Yet it is 
not the presence of conflict that matters: It is the reward structure, that is, whether the reward 
structure is such that practitioners and families succeed or fail together. 

One of the symptoms of an unusual reward structure in child protection is that families and 
practitioners do not always respond to each other in the way we would expect: Conflict is likely, yet 
there are interesting elements of an interdependence, although of an unusual kind. Second, coupled 
with this interdependence is a situation where an imbalance of power is intrinsic to the context, and 
the stark reality of this imbalance of power may bias our interpretation. 

The child protection relationship with families may need to be reinterpreted with social 
interdependence in mind. From the point of view of the parent, most of the perceived, possible 
outcomes of the investigation are bad. The issue is emotional, often embarrassing, associated with 
other life conditions of which he or she is often not proud, including poverty, drug or alcohol abuse, 
or poor parenting. An audience of neighbors and relatives waits for the drama. From the point of 
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view of the practitioner the situation is no better. It is an investigation, not a counseling visit, and she 
is legally required to look for evidence of bad behavior. There is always the potential to be required 
to remove the child or to demand that the parent change behavior. It is painful to find harm to a 
child. She faces a family that is not happy to see her. She is expected by her agency to “collaborate” 
with the family, but she is expected by the law and society to protect the child at all costs. 

Therefore, we have a practitioner and a family in a difficult position. The practitioner has to act. 
The family may feel “up against it”, and so they resist because they cannot walk way and for the sake 
of their own dignity, it would seem that the parents would want to resist cooperating, to deny any 
problems, and to stake their claim to the right to raise their children as they see fit. Thus families 
and practitioners are stuck with each other. This “stuckness” is a kind of interdependence from 
which neither party can easily extricate themselves and that usually requires them to work together, 
even if that working together is conflictual. As Ansell and Gash say, “…deadlock itself imposes a 
serious cost on both sides of dispute…. high conflict per se is not necessarily a barrier to 
collaborating” ([35], p. 553). 

7. Reframing Success 

I have described some child protection cases as being characterized by a certain kind of 
cooperative interdependence, a consequence of the ways in which practitioners and clients are entangled. 
Client and practitioner are “stuck” with each other and need each other to succeed. There is also an 
intrinsic power imbalance that technique, ideology, and skill cannot hide and that has risks for the 
well-being and productivity of the practitioner-client relationship. The power imbalance is intrinsic, 
and the solution is not to take away the practitioner’s power but to recognize the consequences of 
that imbalance for practice. “Productive conflict”, defined as conflict under conditions of cooperative 
interdependence, can lead to good outcomes and “integrative solutions” that leave both parties 
satisfied with the result. In these cases the conflict itself is a kind of collaboration. 

In this interpretation, the meaning of conflict depends on the underlying goal structure of 
interdependence, as described by Deutsch [34], and whether the practitioner is skillful enough to 
recognize the nature of her interdependence with the family. When the goal structure is cooperative, 
even when created by negative interdependence, there are very good chances that the conflict can 
result in good outcomes that are satisfactory to both parties. Experienced practitioners are often not 
threatened by conflict or afraid of it. They recognize the inevitability of conflict in practice and 
recognize the long-term possibilities that might be enhanced by conflict. One has to be aware that the 
weaker party in the relationship, the family, will feel threatened, and that conflict might serve the 
interests of the family and the interests of a long-term, sustainable integrative outcome. 

How does this happen? The observations and interviews in this study provide a narrative but not 
an explanation, and for this Pruitt and Syna [36] and Deutsch [34] suggest that there are successful 
strategies for capitalizing on conflict and reinforcing cooperative goal structures while seeking an 
“integrative solution” (not simply compromise). If the practitioner recognizes this and does not 
foreclose by making an early decision, which happens fairly often, conflict is a means for buying 
enough time and negotiating the terms of the relationship such that an integrative solution is possible. 
A period of conflict can be useful in preparation for bargaining in these ways: 
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A It provides a period of “posturing” for the purpose of face-saving and establishing credibility. 
Being investigated is threatening, and marshalling resources in one’s own defense is  
an element of defending one’s dignity. This is a point that has been taken up lately by some 
solution-focused theorists. Clients rally their informal support networks around them, and they 
can be skillful at preparing counter arguments and explanations for the events under question. 
Consistent with these principles, conflict may demonstrate to the practitioner the parents’ care 
for and commitment to their family. Parents’ defense of their right to parent may be instructive 
to practitioners. If the practitioner is able to avoid feeling under attack and threatened by 
conflict, and if she is able to allow the family time and space to defend itself, good things may 
result. We have also seen practitioners, as in the example above, tolerate unfair portrayals of 
themselves and accept unfair blame in the long-term interest of sustaining the relationship. 

B Helping each party to clarify their own goals and impressing them on the other party. 
Occasionally it takes time for the client to take seriously the intentions of the practitioner. But 
this principle is most important for the weaker party. A period of conflict makes it more likely 
that the strong party will listen to the weaker party. This is crucial to success, because it 
interrupts the clock-time, linear process of the unfolding of a case. The unpredictability of the 
client may invite—or force—the practitioner to pay attention in a different way and to look for 
new data. In the case cited above, the client and victim of violence refused to accept the 
assumption of the professional that ending the relationship with the perpetrator was the 
ultimate goal. She described the practitioners’ interventions as based on an Aboriginal stereotype, 
and she insisted that her views be taken into account. It may have been a coincidence, but the 
outcome was that her husband successfully completed addiction treatment, she began taking 
classes at a local college, and parents and children were reunited in short order. 

Clarification of goals is crucial here. Practitioners aim to keep children safe, of course, but 
the particulars of “what safety looks like,” in their phrase, take time to work out and investigate 
in the context of a family’s daily life: rhythms, available extended family, material resources, 
capacities, and each party’s assumptions get tested. Clients’ negotiation, in conflict, may 
require practitioners to take a second look. 

C Testing how far the other party can be pushed and impressing on each party that a dead end 
accomplishes little. This is a risky strategy for both parties in child protection, and it is 
probably not recommended. Yet in one case we saw that its use by a family helped it grasp the 
difference between the practitioner’s negotiable and non-negotiable interests. 

D Demonstrating firmness. Interestingly, the bargaining literature suggests that “If one party 
refuses to engage in early competitive behavior, the other will often conclude that the first is 
quite flexible and hence will gain greater faith in competitive tactics.” ([34], p. 76). 
Responding to disagreement and to bargaining positions by being “nice” or giving way too 
soon may backfire by unintentionally encouraging more competitive behavior. An early, firm 
response and careful explication of one’s position may increase the likelihood of later 
collaboration. 
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E Conflict can be enjoyable and satisfying, and we have seen families and practitioners being 
drawn into the drama that results. It motivates clients and practitioners, although only a few 
practitioners will admit it. It is easily heard in any professional office, and it is often easily 
heard in the waiting area of child welfare offices, as families talk to each other and to 
receptionists, and it is seen and heard in interviews. 

F Conflict demarcates groups from one another and establishes group and personal identities. It 
bonds family members to each other. External conflict fosters internal cohesiveness. Deutsch 
[34] calls this “enemy interdependence”. This is quite common among clients, where extended 
family and friends may rally to the defense of the client. Practitioners play the role of “enemy” 
when it can lead to a family rallying to the care of a child and advocating for themselves. 

G Conflict allows for adjustment to new norms, and once the respective power of the contenders 
has been ascertained through disagreement, a new equilibrium can be established and the 
relationship can proceed on this new basis. This is one reason why interpreting conflict with 
the family as “resistance” might be a limited understanding. This is a wide-spread view in 
perspectives adopted from therapy, such as response-based and solution-focused perspectives. 
These characterize resistance as a psychological strategy of preserving dignity. However, 
resistance is not just a psychological dynamic: It is a bargaining and negotiating tool, and 
interpreting it as resistance underestimates the context of bargaining and diminishes the client. 

H “Conflict arouses motivation to solve problems that might otherwise go  
unattended” ([34], p. 361). We have seen this especially with experienced professionals, for 
whom a conflict may help invoke their expertise and experience in helpful ways or help them 
respond in less autonomic ways. Conflict encourages effort to overcome tension and 
frustration, and it inspires a search for creative solutions. 

I Conflict facilitates honesty between professionals and client. Earlier I described how some 
parents report that when professionals make nice at the beginning of the relationship, they are 
more suspicious, not less, and want the practitioner to “get on with it”. The professional is less 
likely to obscure what she wants. 

8. Conclusions 

The woman in the case cited earlier raged against the practitioner and the Ministry, embarrassed 
by their presence in her life, afraid of her husband, and afraid to lose her children. She was abusive to 
the practitioner and libeled the practitioner in the community. She fought hard against the service 
even after her husband beat her so badly in front of her children that her friends did not recognize her. 
Yet she and the practitioner were stuck with each other, and the practitioner was undeterred. The 
practitioner later acknowledged that she did not handle everything as well as she would like, but she 
was honest and direct, and if she erred she erred on the side of being too honest. She told the client the 
bottom line and, most importantly, the client’s battle for herself allowed the practitioner to take the 
time to listen to the possibility that everything could work out, despite the addiction and the violence. 
In the end, the client said, “The practitioner was terrible and also did everything possible to help.” 
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The case is over and has been closed, and the client calls the practitioner occasionally to say hello and 
report how things are going. In spite of the client’s verbal abuse of her, the practitioner came to like 
and respect the client. This is a small miracle. 

The conflict and renegotiation of goals is a kind of collaboration, although not a kind of 
collaboration modeled after any other helping relationship, especially counseling. Conflict in child 
protection seems to disrupt the dynamics of unequal power, temporarily, and it gains for the client a 
space and some time to regroup, to marshal arguments on one’s own behalf, and that process may 
also help the client to come to understand better the practitioner’s point of view. 

Child protection practice has trouble when it only circumscribes the power of the family—being 
too controlling—and when it only enhances the power of the family, ceding authority and putting 
children’s safety at risk. Corby, Millar, and Young said “…there is a need for an approach which 
more explicitly acknowledges the power differentials involved in child protection work, but which 
operates within these constraints of power to more genuinely give parents a voice, even if this leads 
to more open disagreement between parents and professionals. Disagreement can actually be 
construed as a positive part of the process, something to be facilitated…” ([6], p. 489). 

Conflict may engage families with practitioners in such a way that capitalizes on this central 
dynamic. Mayer says that family group conferencing and mediation are two methods that enhance 
the power of the client within the context of child protection. These are wonderful tools, and they 
require serious commitment of time and resources. Conflict between child protection practitioners 
and clients is an everyday activity that enacts, in part, some of the empowerment while not 
pretending that practitioners do not have much authority. It is the interdependence that allows 
conflict to flourish and that takes the sharp edges off the worst consequences of unequal power. 
Clients have real power in these settings; at the same time, practitioners have no intention—nor 
should they—of giving up their mandated authority. Both coexist, and conflict may be a part of 
enacting this collaborative dynamic in productive ways. 

This theoretical exploration is reporting on ethnographic data in a postulated way, with an 
extended discussion of theory about a limited amount of data. Extended study of many additional 
cases in great detail is demanded to better understand this dynamic. Further, this interpretation is 
based on the assumption that child protection relationships are accurately characterized as a kind of 
cooperative interdependence, and this needs verification. Such verification requires data about 
whether or not there really is a common fate shared by practitioners and clients and whether the 
reward structure really does operate in the way described here. 

A further need is to examine the nature of integrative solutions, that is, solutions that meet the 
needs and interests of both the family members and the practitioner and the system he or she 
represents. It would be useful to study how these come about and the kinds of agreements to which 
they come. 

Conflicts of Interest 

The author declares no conflict of interest. 
  



179 
 

 

References 

1. Andrew Turnell. “Constructive Child Protection Practice: An Oxymoron or News of 
Difference.” Journal of Systemic Therapies 25 (2006): 3–12. 

2. Alan Wade. “Despair, Resistance, Hope: Response-Based Therapy with Victims of Violence.” 
In Hope and Despair in Narrative and Family Therapy. Edited by Imelda McCarthy, Jim 
Sheehan and Carmel Flaskas. New York: Routledge, 2007, pp. 63–74. 

3. Gillian Ruch. “The Contemporary Context of Relationship-based Practice.” In 
Relationship-Based Social Work: Getting to the Heart of Practice. Edited by Gillian Ruch, 
Danielle Turney and Adrian Ward. Philadelphia: Jessica Kingsley Publishers, 2010, pp. 13–28. 

4. Gillian Ruch. “Relationship-based Practice and Reflective Practice: Holistic Approaches to 
Contemporary Child Care Social Work.” Child and Family Social Worker 10 (2005): 111–23. 

5. Margaret Bell. “Working in Partnership in Child Protection: The Conflicts.” British Journal of 
Social Work 29 (1999): 437–55. 

6. Brian Corby, Malcolm Millar, and Lee Young. “Parental Participation in Child Protection 
Work: Rethinking the Rhetoric.” British Journal of Social Work 26 (1996): 475–92. 

7. Chris Trotter. Working with Involuntary Clients. Thousand Oaks: Sage, 2006. 
8. Dendy Platt. “Congruence and Cooperation in Social Workers’ Assessments of Children in 

Need.” Child & Family Social Work 12 (2007): 326–35. 
9. Gary C. Dumbrill. “Parental Experience of Child Protection Intervention: A Qualitative Study.” 

Child Abuse & Neglect 30 (2006): 27–37. 
10. Julie C. Altman. “Engaging Families in Child Welfare Services: Workers versus Client 

Perspectives.” Child Welfare 87 (2008): 41–61. 
11. William Vesneski. “Street-level Bureaucracy and Family Group Decision Making in the USA.” 

Child & Family Social Work 14 (2009): 1–5. 
12. Bernie Mayer. “Reflections on the State of Consensus-Based Decision Making in Child 

Welfare.” Family Court Review 47 (2009): 10–20. 
13. Sarah Maiter, Sally Palmer, and Shehenaz Manji. “Strengthening Social Worker-Client 

Relationships in Child Protective Services: Addressing Power Imbalances and ‘Ruptured’ 
Relationships.” Qualitative Social Work 5 (2006): 167–86. 

14. Martha Morrison Dore, and Leslie B Alexander. “Preserving Families at Risk of Child Abuse 
and Neglect: The Role of the Helping Alliance.” Child Abuse & Neglect 20 (1996): 349–61. 

15. Jennifer A. Reich. Fixing Families: Parents, Power, and the Child Welfare System. New York: 
Routledge, 2005. 

16. David Kipnis. The Powerholders. Chicago: University of Chicago Press, 1976. 
17. David Kipnis. “Accounting for the use of Behavior Technologies in Social Psychology.” 

American Psychologist 49 (1994): 165–72. 
18. David Kipnis. “Using Power: Newton’s Second Law.” In The Use and Abuse of Power: 

Multiple Perspectives on the Causes of Corruption. Edited by Annette Y. Lee-Chai and John A. 
Bargh. New York: Psychology Press, 2001, pp. 3–17. 



180 
 

 

19. Bruce Rind, and David Kipnis. “Changes in Self-Perceptions as a Result of Successfully 
Persuading Others.” Journal of Social Issues 55 (1999): 141–56. 

20. David Kipnis. “Can Social Behavior Be Influenced by Events That We Are Unaware of?” 
American Psychologist (1998): 1079–180. 

21. Philip C. Kendall, David Kipnis, and Laura Otto-Salaj. “When Clients Don’t Progress: 
Influences on and Explanations for Lack of Therapeutic Progress.” Cognitive Therapy and 
Research 16 (1992): 269–81. 

22. David Kipnis. “Technology, Power, and Control.” Research in the Sociology of Organizations  
3 (1984): 125–56. 

23. David Kipnis. “Psychology and Behavioral Technology.” American Psychologist 42 (1987): 
30–36. 

24. David Kipnis. “The Consequences of Technological Control.” In Recent Advances in Social 
Psychology: An International Perspective. Edited by Joseph P Forgas and J. Michael Innes. 
North-Holland: Elsevier Science, 1989. 

25. Chris Trotter. “Worker Skill and Client Outcome in Child Protection.” Child Abuse Review 11 
(2002): 38–50. 

26. Eva Hjorne, Kirsi Juhila, and Carolus van Hijnatten. “Negotiating Dilemmas in the Practices of 
Street-level Welfare Work.” International Journal of Social Welfare 19 (2010): 303–09. 

27. Ronald H. Rooney. Strategies for Work with Involuntary Clients. New York: Columbia 
University Press, 1992. 

28. Evelyn G. Khoo, Lennart Nygren, and Ulf Hyvonen. “Resilient Society or Resilient Children?  
A Comparison of Child Welfare Service Orientations in Sweden and Ontario, Canada.”  
In Promoting Resilience in Child Welfare. Edited by Robert F. Flynn, Peter M. Dudding and  
James G. Barber. Ottawa: University of Ottawa Press, 2006, pp. 72–93. 

29. Harry Ferguson. Protecting Children in Time: Child Abuse, Child Protection, and the 
Consequences of Modernity. London: Palgrave MacMillan, 2004. 

30. Gary Alan Fine. “Towards a Peopled Ethnography: Developing Theory from Group Life.” 
Ethnography 4 (2003): 41–60. 

31. David Kipnis. “The Use of Power in Organizations and Interpersonal Settings.” Applied Social 
Psychology Annual 5 (1984): 179–10. 

32. Peter Reder, Sylvia Duncan, and Moria Gray. Beyond Blame: Child Abuse Tragedies Revisited. 
London: Routledge, 1993. 

33. Edgar C. O’Neal, David Kipnis, and K.M. Craig. “Effects on the Persuader of Employing a 
Coercive Influence Technique.” Basic and Applied Social Psychology 15 (1994): 225–38. 

34. Morton Deutsch. The Resolution of Conflict: Constructive and Destructive Processes.  
New Haven: Yale University Press, 1973. 

35. Chris Ansell, and Alison Gash. “Collaborative Governance in Theory and Practice.” Journal of 
Public Administration, Research, and Theory 18 (2007): 543–71. 

36. Dean G. Pruitt, and Helena Syna. “Successful Problem Solving.” In Productive Conflict 
Management: Perspectives for Organizations. Edited by Dean G. Tjosvold and David W. Johnson. 
Edina: Interaction Book Company, 1989, pp. 69–90. 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MDPI AG 
Klybeckstrasse 64 

4057 Basel, Switzerland 
Tel. +41 61 683 77 34 
Fax +41 61 302 89 18 
http://www.mdpi.com/ 

 
Social Sciences Editorial Office 

E-mail: socsci@mdpi.com 
http://www.mdpi.com/journal/socsci 



MDPI  •  Basel  •  Beijing •  Wuhan
ISBN 978-3-03842-086-6 Vol. 1-3 
ISBN 978-3-03842-088-0 Vol. 2
www.mdpi.com




