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ABSTRACT
The number of children in public care in Wales, UK, rose from the mid- 1990s to 2021. It is unclear if this change was related to 
increases in risk factors in parents, changes in the impact of risk factors, or changing policies and practices. Administrative data 
from children's social care were linked to administrative health care data to create three cohorts of households with children, 
covering 4- year periods between 2008 and 2020. Households that had at least one child aged 3–17 enter care in each cohort were 
identified, as were health- related risk factors in adults in households: mental health, substance misuse and neurodivergence. 
Across each of the cohorts, the prevalence, attributable fractions and excess cases were calculated for each health- related risk fac-
tor. Logistic regression models explored the impact of health- related risk factors on the likelihood of care. Depression and anxiety 
showed the greatest increase in prevalence, and these account for some of the increase in later cohorts. The impact of depression 
on the odds of care also increased. For several other health- related risk factors, for example, parental drug use and severe mental 
health issues, there was no increase over time in either prevalence or impact on care entry.

1   |   Introduction

The number of children in public care in England and Wales has 
risen substantially since the mid- 1990s. In England, there have 
been increases every year since 2008, while in Wales, every year 
from 1997 to 2021 saw more children in public care. In Wales, 
from 2003 to 2023, the number of children in care increased by 
79%, from 4035 to 7210 (Stats Wales 2024). Over the same pe-
riod in England, numbers increased by 38% from 60 810 to 83 760 
(UK Government 2024).

These increases have led politicians, policymakers and the judi-
ciary to express concern. The President of the Family Division 
in England and Wales stated, ‘We are facing a crisis and, truth 
be told, we have no very clear strategy for meeting the crisis’ 

(Thomas  2018). From a service perspective, a key element of 
this crisis is that public care is an expensive option, and there-
fore the marked increase has put substantial pressure on the 
public purse. As a result, care services are struggling to meet 
demand, with insufficient foster carers, not enough residential 
placements and a rapid expansion of expensive provision in the 
for- profit sector, in part in response to these systemic pressures.

The heavy outlay on expensive state care during a period of cut-
backs and ‘austerity’ in public services means that children's 
social care has seen substantial cuts in support services, partic-
ularly in England (Webb and Bywaters 2018). There is therefore 
a potential paradox that more children in care means less fund-
ing available for preventative services, and that this in turn rein-
forces the increased need for care.
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Further concerns relate to whether such a large increase is a good 
thing. There is a question of social justice, as care entry too often 
risks reinforcing existing inequalities and injustices in society, for 
example, in terms of neighbourhood deprivation, ‘race’ and gen-
der (Bywaters et al. 2020; Cénat et al. 2021; Warner et al. 2025).

Research also raises complicated questions about whether care is 
a positive option for children. The literature is complex, and draw-
ing conclusions is difficult because it is impossible to disentangle 
the reasons for children being in care and the impact of care itself; 
nonetheless, there is little room for complacency about outcomes 
for children in care, with relatively poor outcomes relating to ed-
ucation (Jay and Mc Grath- Lone 2019), increased risk of involve-
ment in violent crime, substance misuse (Sariaslan et al. 2022), 
worse self- rated health (Murray et al. 2020a) and increased mor-
tality (Murray et al. 2020b). Care is certainly no panacea for the 
difficult problems it engages with, though it is a positive experi-
ence for some and absolutely essential for those at risk of serious 
harm (Taussig and Munson 2024). Whatever the uncertainties in 
relation to outcomes and experiences for children, the evidence is 
clear about the impact on families and communities. Removal of 
children is almost universally found to be a traumatic experience 
for parents and others (Sankaran et al. 2019).

In these circumstances, a significant increase in the rate of chil-
dren in care raises important questions about whether this is 
appropriate. A particularly pressing question is as follows: What 
may be causing the increase? The numbers of children in care 
can rise both as a result of more children entering care and be-
cause children stay in care for longer. To fully understand the 
increases, both of these issues need to be explored. This study 
focuses on the first, namely children entering care.

Explanations for the increase in care entry have tended to focus on 
either increases in need among children and families or changes 
in practice, although some acknowledge both (Thomas 2018). In 
relation to levels of need, a substantial body of evidence has es-
tablished strong correlations between family deprivation and the 
likelihood of a child entering care (Bebbington and Miles 1989; 
Barth et al. 2006; Franzén et al. 2008). The relationship between 
changes in rates of deprivation and the increase in numbers of 
children in care is less clear. Bennett et  al.  (2020) found that 
increases in unemployment rates were linked to more children 
coming into care, with each percentage point increase in unem-
ployment in a local authority being related to an estimated addi-
tional nine children entering care. However, this does not fully 
explain the trend, and these authors recognized that other factors 
were also important. Indeed, some of the largest increases hap-
pened during a period of comparative prosperity and relatively 
low levels of child poverty during the years 1997–2007, which 
saw an increase of about a third of children in care.

There is also a body of evidence highlighting parental prob-
lems that have been identified as risk factors for children enter-
ing care, including mental health problems, substance misuse, 
domestic abuse, learning disabilities and learning difficulties 
(Franzén et al. 2008; Simkiss et al. 2012; Warner et al. 2024). The 
qualitative accounts of practitioners and sector leaders often as-
cribe an increase in ‘complex cases’, where many of these factors 
are present, as contributing to the rising rates in care. Indeed, 
the Association of Directors of Children's Services (ADCS 2018) 

identified this increase in demand as a central driver. In a survey 
of people working in children's social care in Wales (Forrester 
et  al.  2022) both practitioners and leaders suggested that in-
creases in parental issues such as drug or alcohol problems, 
mental illness or domestic abuse were leading to more children 
coming into care. However, we do not know whether cases are 
becoming more complex or whether it is practitioners' perception 
of them. In fact, Hood et al. (2023) suggest that despite combina-
tions of mental health issues, drug misuse, and domestic violence 
dominating practice discussion, quite often cases are typified by 
one or two risks that have been assessed by social workers.

In contrast, others have focused on changes in professional prac-
tice as a key driver. For example, Webb  (2025) identified that 
overall, an increase in spending on preventative spending in 
England of £100 per child was associated with decreased rates of 
children looked after over 2 years of between 3 and 4 per 10 000.

Changes in practice can also occur because of changes in atti-
tudes. These can take two forms, which may be related to one 
another. An analysis of demands on child protective systems 
in England suggested that they were becoming increasingly 
geared towards protective interventions (Hood et  al.  2016). 
Elliott  (2020) argued that a series of reviews into high- profile 
deaths, with associated media coverage and inspection regime 
change, have generated a ‘risk averse’ type of practice. This is 
supported by research observing contemporary child protection 
practice, which identifies an authoritarian turn in work with 
families (Sheehan 2022; Treby 2022).

The second issue relating to changes in attitude is an increase 
in the recognition of specific harms. This includes identification 
of harms that are either new or newly recognized, such as child 
sexual or criminal exploitation, as well as increased intervention 
with social problems that have been recognized for some time, 
for example, domestic abuse (Humphreys and Absler 2011) and 
substance misuse (Endicott 2024).

Our research seeks to contribute to unpicking these complicated 
arguments about what is driving the increase in care rates by look-
ing at changes in the rates of social problems in adults that live 
with children who go into care, and in the rest of the population. 
It also looks at whether there has been any change in the impact 
over time that these have on the likelihood of out- of- home care.

The increasing availability of large datasets provides us with an 
opportunity to explore some of these issues. Where data have 
been collected over a number of years, these provide scope for 
looking at changes over time. Linkage of data from different 
sources also provides scope for measuring risk factors such as 
mental health and substance misuse through the use of other 
services. This has the benefit of measuring issues that may or 
may not be known to social care services and does not rely on 
the social care services' perception of what a family's risks might 
be (Warner et al. 2024).

1.1   |   Research Questions

This paper reports on an analysis carried out with linked data to 
answer two questions:
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1. Has there been an increase in rates of social problems and 
parental health- related risk factors associated with chil-
dren entering care?

2. Has there been any change over time in the impact that 
each of the issues associated with children entering care 
has on the odds of care?

2   |   Method

This study was a retrospective, observational cohort study, using 
population- level linked administrative data. Data were accessed 
through the Secure Anonymised Information Linkage (SAIL) 
Databank (https:// saild ataba nk. com), a privacy- protecting Trusted 
Research Environment which holds anonymized population- scale 
data (Ford et al. 2009). It was used to create three cohorts of house-
holds with children in Wales covering three time periods:

• Cohort 1—2008- 12: 1 April 2008 to 31 March 2012, 
n = 304 712 households

• Cohort 2—2012- 16: 1 April 2012 to 31 March 2016, 
n = 300 960 households

• Cohort 3—2016- 20: 1 April 2016 to 31 March 2020, 
n = 293 373 households.

Because this was a population- level study, these households 
were not mutually exclusive, and a given household could ap-
pear in more than one cohort.

2.1   |   Creation of Datasets

The three cohorts were created by linking administrative data 
from social services and health. The datasets used are shown 
in Table 1.

The study population was households that contained children 
aged 3–17 during each of the time periods, identified using 
the Welsh Demographic Service Dataset (WDSD). Households 
were identified using Residential Anonymised Linking Fields 

(RALFs) (Rodgers et  al.  2009). These are anonymous address 
codes created from GP registrations so that individuals resident 
at the same address can be linked.

Children aged 3–17 who entered care during each of the time 
periods were identified from the Looked After Children Wales 
(LACW) dataset. Children who entered care in more than one 
cohort were counted as a child that entered care in each cohort in 
which they entered. Children who entered care for short breaks 
only (under Part 6 section  76 of the Social Services and Well- 
being (Wales) Act 2014) were not included. Unaccompanied 
asylum- seeking children were also excluded.

Children from the LACW dataset were linked to households de-
rived from WDSD for each cohort using Anonymised Linking 
Fields (ALFs) (Ford et  al.  2009). The number of children in 
LACW with ALFs was enhanced by relinkage to additional 
datasets in the SAIL databank (Warner et al. 2024). Following 
this procedure, some of the children in the LACW dataset still 
did not have ALFs. This was particularly common in children 
aged under 3, and because of this, the study only considered care 
entry for those aged 3–17. Some children who entered care from 
the LACW dataset could still not be linked due to either the ab-
sence of an ALF or because they did not have a RALF on the day 
before they entered care (see Table 2).

The percentage match rate increased with successive cohorts so 
we applied a weighting to ensure regression models were repre-
sentative of the true numbers of children in care. This was done 
using a reverse probability weighting (Seaman and White 2013) 
which was calculated using a regression model investigating the 
likelihood of a child in each local authority and in each cohort 
having an ALF.

Households were categorized as either care households (in 
which one or more children entered care) or comparison house-
holds (no child entered care). The dates the children entered 
care were required to identify health- related risk factors. To 
ensure the comparison population was both representative of 
the overall number of comparison households present on a spe-
cific date within the cohort time periods and also mirrored the 
care entry population in terms of the dates on which children 

TABLE 1    |    Datasets used.

Dataset Description Used to identify

Looked After Children Wales (LACW) Local authority information about 
looked after children submitted 
annually to Welsh Government.

Children aged 3–17 years, who 
entered care, local authorities 

from which they entered

Welsh Demographic Service Dataset (WDSD) Register of all individuals registered 
with a Welsh General Practice (GP) 

and individual's anonymized address.

Household members living with 
children prior to care entry, local 
authorities, and deprivation level

Welsh Longitudinal General Practice Dataset 
(WLGP)

Attendance and clinical information 
about all interactions with general 
practices registered to share their 

data with the SAIL Databank.

Risk factors in adults aged 
18 years and over

Patient Episode Database for Wales (PEDW) Inpatient and day case activity for 
NHS Wales and data on Welsh 

residents treated in English Trusts.

Risk factors in adults aged 
18 years and over

https://saildatabank.com
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entered care within the 4- year time period, each household was 
given an index ‘care entry’ date. For care households, this was 
the date on which the first child in the household entered care. 
To allocate index dates to the comparison households, the fre-
quency of care entry dates over each of the 4- year periods was 
explored. Comparison households were then randomly assigned 
index dates so that they fell with the same frequency over each 4- 
year period as the care entry index dates (see Warner et al. 2024 
for more information). Comparison households that did not 
contain children aged 3–17 on the index dates were removed. 
Households were also removed if they contained more than 10 
individuals. This was necessary to remove households made up 
of individuals living in institutions, following the example of 
Evans et al. (2020).

2.2   |   Defining Health- Related Risk Factors 
and Area- Level Deprivation

Indications of substance misuse, mental health issues, learning 
disabilities, and neurodivergence were identified for all adults 
in the households. Adults were defined as any individual aged 
18 or over and were linked to the Welsh Longitudinal General 
Practice Dataset (WLGP) and Patient Episode Database for 
Wales (PEDW), using ALFs. The following issues were identi-
fied from these datasets: drug misuse, alcohol misuse, bipolar 
disorder, schizophrenia, other psychotic disorders, anxiety, de-
pression, eating disorder, self- harm, learning disability, learning 
difficulty, attention deficit hyperactivity disorder (ADHD) and 
autism. All issues had been identified from previous studies as 
risk factors for care entry. Initial bivariate analysis of the 2016–
2020 cohort (Warner et al. 2024) found that all, except for au-
tism, were risk factors for children entering care, although three 
(bipolar disorder, eating disorders and other psychotic disorders) 
did not have a significant effect in multivariable models. Autism 
had not been identified as a risk factor; however, it was decided 
to include it to look for differential impact in different cohorts, 
because it had been identified as a risk in other studies (Johnson 
et  al.  2021). Learning disability was defined as having an IQ 
below 70, while ‘learning difficulty’ was used for those with 
cognitive learning problems such as dyslexia. These were identi-
fied using published code lists (see John et al. 2016). Issues were 
identified from WLGP using Read Codes and from PEDW using 
IC10 codes. A complete list of codes used is in the Appendix. 
Drug misuse, alcohol misuse, other psychotic disorders, anxiety, 
depression, eating disorder and self- harm were counted as pres-
ent if they occurred in the 2 years prior to care entry or the index 
date for comparison children. Bipolar disorder, schizophrenia, 
learning disability, learning difficulty, ADHD and autism in-
dications occurring at any time in the health data were used. 

Households were classified as having the risk present if it was 
found in at least one adult in the household.

Area- level deprivation for areas where the households were 
based was determined using the Welsh Index of Multiple 
Deprivation (WIMD). This is the official measure of relative 
deprivation of small areas, based on Lower Super Output Areas 
(LSOAs), which each contain about 1600 households (Welsh 
Government  2019). LSOAs are ranked from most deprived to 
least deprived on a measure that takes into account a range of 
factors including income and employment, health, education, 
access to services, housing community safety and the physical 
environment. The WIMD was divided into deciles, with one 
being the most deprived and 10 the least. The WIMD is peri-
odically revised, so different versions were used for different 
cohorts. Cohort 1, 2008–2012, used WIMD 2011; Cohort 2, 
2012–2016, used WIMD 2014; and Cohort 3, 2016–2020, used 
WIMD 2019.

The number of adults in the household and the age of a reference 
child were also calculated. Each household was assigned a ref-
erence child. In care households, this was the first child to enter 
care; in comparison households, this was randomly assigned. 
The age of the reference child was calculated and categorized 
into four periods of childhood: ages 3–6, 7–10, 11–15 and 16–17. 
A binary version was also created of aged 11 or over at the time 
of the index date.

2.3   |   Analysis

Descriptive statistics (frequencies and percentages) were used to 
report the prevalence of health- related risk factors in the house-
holds across each of the three cohorts, to explore changes in the 
prevalence of risks over time. They were also used to consider 
the prevalence of the health- related risk factors in households 
with a child in care and comparison households for each cohort. 
Attributable fractions were calculated to provide a measure of 
what proportion of households with a given health- related risk 
factor that have a child in care can be attributed to the presence 
of the risk factor. They were calculated using the formula set out 
by Mansournia and Altman (2018):

To do this, the expected number of cases for each health- related 
risk factor was calculated by multiplying the overall care entry 
rates for each cohort by the number of households with the risk 
factor. Excess numbers of households with children entering 

Attributable Fraction=
Observed number of cases−Expected number of cases

Expected number of cases

TABLE 2    |    ALF and RALF match rate across three cohorts of LACW dataset.

Number of children 
who entered care

Number of children 
who entered care 

with an ALF

Number of children 
with an ALF 
and a RALF

% matched with 
ALF and RALF

Cohort 1: 2008–2012 4398 3428 3245 73.8

Cohort 2: 2012–2016 4691 4003 3785 80.7

Cohort 3: 2016–2020 4958 4657 4308 86.9
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care were calculated by predicting the number of households 
that would have been expected to have a child entering care, 
using the overall rate of care entry per cohort and the overall 
number of households where the risk was present. The predicted 
number was subtracted from the actual number to give the ex-
cess number.

Multilevel multivariate logistic regression models were used 
to examine the impact each of the adult issues and WIMD had 
on the likelihood of a child entering care in each of the three 
cohorts. All models were fully adjusted, containing all health- 
related risk factors together with the number of adults in the 
household and whether or not the reference child was aged over 
11. Multilevel models were used to account for the clustered na-
ture of the data, with children entering care through 22 local au-
thorities. Parameter estimates were reported as odds ratios (OR), 
alongside 95% confidence intervals and p- values. A Forest Plot 
was used to visualize and compare ORs over the three cohorts.

3   |   Results

Figure 1 shows the numbers of looked after children and house-
holds used in the analysis, and those excluded during data 
preparation. The number of households in Wales with children 
aged between 3 and 17 years reduced over time, leaving final co-
horts of 304 712 households for 2008–2012, 300 960 households 
for 2012–2016 and 293 373 households for 2016–2020. The num-
bers of households from which children were identified to enter 
care increased over time, from 2238 in 2008–2012, to 2592 in 
2012–2016 and 2763 in 2016–2020.

Table  3 shows the percentages of households in each cohort 
where the health- related risk factors and other variables are 
present. Some factors, notably depression and anxiety, ap-
pear to have become more prevalent across the three cohorts, 
while other risks appear to be less common. For example, the 

prevalence of alcohol misuse and self- harm appeared to go 
down. All three types of neurodivergence (learning difficulties, 
ADHD and autism) increased during the period and this may be 
associated with an increased likelihood of diagnosis.

Table  4 presents bivariate analysis of each health- related risk 
factor, WIMD and control variables for the care and compar-
ison groups for each cohort. Total figures show that the per-
centage of households with a child entering care increases with 
each Cohort, from 0.73% of households in 2008–2012, to 0.86% 
in 2012–2016 and 0.94% in 2016–2020. This is in line with the 
increases in the numbers of children entering care over this pe-
riod. For the most part, the percentage of households with each 
health- related risk factor that have a child enter care also goes 
up. This would also be expected, given an increasing rate of care 
entry. However, there are exceptions, for example, a lower per-
centage of households where one of the adults had bipolar dis-
order had a child in care in the later cohort. The same applies to 
autism, learning difficulties and learning disabilities, perhaps 
suggesting the impact these factors had on the likelihood of care 
reduced over time. With respect to the percentage of households 
in the care population that had a particular factor, in many cases 
changes appear to mirror changes in prevalence in the wider 
population. For example, the prevalence of alcohol misuse in 
households from which a child entered care went down from 
10.99% of households in the first cohort to 7.60% of households 
in the third.

Attributable fractions and excess households relating to each of 
the health- related risk factors are shown in Table 5. The attrib-
utable fractions show the proportion of households from which 
a child enters care that would not have been expected to have a 
child entering care if the risk had not been present. For many 
factors, attributable fractions stay fairly constant over the three 
cohorts, including drug misuse, alcohol misuse, and schizophre-
nia. For other factors, there appears to be a change; for exam-
ple, for bipolar disorder, the attributable fraction decreases with 

FIGURE 1    |    Flow chart of study populations by cohorts.
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TABLE 3    |    Total numbers and percentage of households with risk factors in three cohorts.

2008–2012 2012–2016 2016–2020

n (%) n (%) n (%)

Drug misuse 4916 (1.61) 4992 (1.66) 4847 (1.65)

Alcohol misuse 7687 (2.52) 6499 (2.16) 5332 (1.82)

Bipolar disorder 4217 (1.38) 3839 (1.28) 3384 (1.15)

Schizophrenia 4397 (1.44) 3725 (1.24) 3052 (1.04)

Other psychotic disorder 593 (0.19) 488 (0.16) 551 (0.19)

Anxiety 28 709 (9.42) 33 707 (11.20) 38 920 (13.27)

Depression 56 098 (18.41) 65 315 (21.70) 69 923 (23.83)

Eating disorder 465 (0.15) 407 (0.14) 422 (0.14)

Self- harm 4690 (1.54) 3787 (1.26) 3346 (1.14)

Learning disability 2464 (0.81) 2796 (0.93) 2742 (0.93)

Learning difficulty 2705 (0.89) 3001 (1.00) 3218 (1.10)

ADHD 2652 (0.87) 3651 (1.21) 4325 (1.47)

Autism 1192 (0.39) 1637 (0.54) 2122 (0.72)

WIMD decile

1 35 546 (11.67) 35 492 (11.79) 34 915 (11.90)

2 32 700 (10.73) 32 365 (10.75) 32 069 (10.93)

3 32 176 (10.56) 31 466 (10.46) 30 083 (10.25)

4 31 058 (10.19) 30 656 (10.19) 30 258 (10.31)

5 29 170 (9.57) 29 115 (9.67) 26 869 (9.16)

6 29 588 (9.71) 29 514 (9.81) 27 640 (9.42)

7 27 874 (9.15) 26 483 (8.80) 28 071 (9.57)

8 27 914 (9.16) 27 453 (9.12) 26 512 (9.04)

9 28 526 (9.36) 28 687 (9.53) 27 640 (9.42)

10 30 160 (9.90) 29 729 (9.88) 29 316 (9.99)

Adult number in household

1 59 197 (19.43) 61 822 (20.54) 61 770 (21.06)

2 156 077 (51.22) 153 625 (51.04) 148 115 (50.49)

3 57 080 (18.73) 54 381 (18.07) 53 392 (18.20)

4 or more 32 358 (10.62) 31 132 (10.34) 30 096 (10.26)

Reference child age group

3-  to 6- year- olds 81 934 (26.89) 87 246 (28.99) 81 675 (27.84)

7-  to 10- year- olds 69 145 (22.69) 70 484 (23.42) 75 536 (25.75)

11-  to 15- year- olds 102 653 (33.69) 95 067 (31.59) 92 922 (31.67)

16-  and 17- year- olds 50 980 (16.73) 48 163 (16.00) 43 240 (14.74)

Total 304 712 (100.00) 300 960 (100.00) 293 373 (100.00)
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TABLE 4    |    Numbers and percentage of households with risk factors in three cohorts, by care entry.

2008–2012 2012–2016 2016–2020

Someone 
entered 

care

No one 
entered 

care

%c

Someone 
entered 

care

No one 
entered 

care

%c

Someone 
entered 

care

No one 
entered 

care

%cn (%a) n (%b) n (%a) n (%b) n (%a) n (%b)

Drug misuse 248 (11.08) 4668 (1.54) 5.04 274 (10.57) 4718 (1.58) 5.49 297 (10.75) 4550 (1.57) 6.13

Alcohol 
misuse

246 (10.99) 7441 (2.46) 3.20 240 (9.26) 6259 (2.1) 3.69 210 (7.6) 5122 (1.76) 3.94

Bipolar 
disorder

129 (5.76) 4088 (1.35) 3.06 120 (4.63) 3719 (1.25) 3.13 96 (3.47) 3288 (1.13) 2.84

Schizophrenia 151 (6.75) 4246 (1.4) 3.43 142 (5.48) 3583 (1.2) 3.81 126 (4.56) 2926 (1.01) 4.13

Other 
psychotic 
disorder

17 (0.76) 576 (0.19) 2.87 18 (0.69) 470 (0.16) 3.69 25 (0.9) 526 (0.18) 4.54

Anxiety 431 (19.26) 28 278 (9.35) 1.50 600 (23.15) 33 107 (11.1) 1.78 690 (24.97) 38 230 
(13.16)

1.77

Depression 851 (38.03) 55 247 
(18.27)

1.52 1208 (46.6) 64 107 
(21.49)

1.85 1348 
(48.79)

68 575 (23.6) 1.93

Eating 
Disorder

13 (0.58) 452 (0.15) 2.80 10 (0.39) 397 (0.13) 2.46 13 (0.47) 409 (0.14) 3.08

Self- Harm 202 (9.03) 4488 (1.48) 4.31 186 (7.18) 3601 (1.21) 4.91 164 (5.94) 3182 (1.09) 4.9

Learning 
Disability

92 (4.11) 2372 (0.78) 3.73 93 (3.59) 2703 (0.91) 3.33 91 (3.29) 2651 (0.91) 3.32

Learning 
Difficulty

81 (3.62) 2624 (0.87) 2.99 90 (3.47) 2911 (0.98) 3.00 89 (3.22) 3129 (1.08) 2.77

ADHD 57 (2.55) 2595 (0.86) 2.15 98 (3.78) 3553 (1.19) 2.68 116 (4.2) 4209 (1.45) 2.68

Autism 23 (1.03) 1169 (0.39) 1.93 29 (1.12) 1608 (0.54) 1.77 23 (0.83) 2099 (0.72) 1.08

WIMD decile

1 629 (28.11) 34 917 
(11.54)

1.77 689 (26.58) 34 803 
(11.66)

1.94 709 (25.66) 34 206 
(11.77)

2.03

2 360 (16.09) 32 340 
(10.69)

1.10 454 (17.52) 31 911 (10.7) 1.4 513 (18.57) 31 556 
(10.86)

1.6

3 296 (13.23) 31 880 
(10.54)

0.92 345 (13.31) 31 121 
(10.43)

1.1 374 (13.54) 29 709 
(10.22)

1.24

4 278 (12.42) 30 780 
(10.18)

0.90 285 (11) 30 371 
(10.18)

0.93 292 (10.57) 29 966 
(10.31)

0.97

5 189 (8.45) 28 981 (9.58) 0.65 240 (9.26) 28 875 (9.68) 0.82 213 (7.71) 26 656 (9.17) 0.79

6 150 (6.7) 29 438 (9.73) 0.51 184 (7.1) 29 330 (9.83) 0.62 187 (6.77) 27 453 (9.45) 0.68

7 100 (4.47) 27 774 (9.18) 0.36 121 (4.67) 26 362 (8.84) 0.46 165 (5.97) 27 906 (9.6) 0.59

8 103 (4.6) 27 811 (9.19) 0.37 116 (4.48) 27 337 (9.16) 0.42 146 (5.28) 26 366 (9.07) 0.55

9 76 (3.4) 28 450 (9.41) 0.27 83 (3.2) 28 604 (9.59) 0.29 103 (3.73) 27 537 (9.48) 0.37

10 57 (2.55) 30 103 (9.95) 0.19 75 (2.89) 29 654 (9.94) 0.25 61 (2.21) 29 255 
(10.07)

0.21

Adult number

(Continues)
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successive cohorts. The excess households show how many ad-
ditional households may have had a child entering care where a 
factor is present than would have been expected if the risk was 
not present. These results are affected by the prevalence of the 
factors in the population and give a picture of how much each 
factor might have contributed towards the increased numbers of 
children in care. For some factors, excess household numbers go 
down over the three cohorts; for example, there are fewer excess 
households with children entering care because of parental alco-
hol misuse in later cohorts. This will be because of the decreas-
ing prevalence of alcohol misuse in the population. However, 
there are considerable increases in the excess households enter-
ing care where depression or anxiety are a factor.

Multi- level binary logistic regression models were used to de-
termine changes in the impact factors that were having on the 
likelihood of care in different cohorts. Results from these mod-
els are in Table 6, and a Forest Plot showing ORs for each health- 
related risk factor in each cohort is in Figure 2.

For most health- related risk factors, the confidence intervals for 
successive cohorts overlap, so there is no reason to suggest that 
the impact these factors have on the odds of care has changed 
over time. For some factors, particularly alcohol misuse, anxiety 
and schizophrenia, the ORs are similar for successive cohorts. 
There are two factors for which ORs for some cohorts do not 
fall within the confidence intervals for all cohorts. Depression 

had a significantly greater impact on the odds of care in the lat-
ter two cohorts compared with the 2008–2012 cohort. The OR 
for ADHD in 2008–2012 was not sufficiently high to fall within 
the confidence interval of the 2016–2020 cohort; however, con-
fidence intervals still overlap. Of those variables that were not 
significant predictors of care in the multivariate model, two—
autism and other psychotic disorders—remained insignificant 
for each cohort. However, there were differences for the other 
variables. Bipolar disorder, which was not significant in the 
2016–2020 cohort, was a significant predictor in the two earlier 
cohorts, and eating disorders were a significant predictor in the 
2008–2012 cohort, but not the latter two cohorts. Variance pa-
rameters suggest higher variations between local authorities in 
the first and last cohorts compared with the 2012–2016 cohort.

4   |   Discussion

For some of the key health- related risk factors, such as parental 
drug use and severe mental health issues, our findings suggest 
that changes in prevalence have not driven the increase in the 
rate of children in care. There are few indications of increases 
in the prevalence of certain key health- related risk factors in 
the general population and little overall change in the relation-
ship between most factors and the likelihood of a child entering 
care. There was no clear evidence of increases in more severe 
mental health problems, such as schizophrenia and bipolar 

2008–2012 2012–2016 2016–2020

Someone 
entered 

care

No one 
entered 

care

%c

Someone 
entered 

care

No one 
entered 

care

%c

Someone 
entered 

care

No one 
entered 

care

%cn (%a) n (%b) n (%a) n (%b) n (%a) n (%b)

1 841 (37.58) 58 356 
(19.29)

1.42 966 (37.27) 60 856 (20.4) 1.56 1103 
(39.92)

60 667 
(20.88)

1.79

2 878 (39.23) 155 199 
(51.31)

0.56 1003 (38.7) 152 622 
(51.15)

0.65 1032 
(37.35)

147 083 
(50.61)

0.7

3 333 (14.88) 56 747 
(18.76)

0.58 401 (15.47) 53 980 
(18.09)

0.74 408 (14.77) 52 984 
(18.23)

0.76

4 or more 186 (8.31) 32 172 
(10.64)

0.57 222 (8.56) 30 910 
(10.36)

0.71 220 (7.96) 29 876 
(10.28)

0.73

Reference child age group

3-  to 
6- year- olds

583 (26.05) 81 351 (26.9) 0.71 612 (23.61) 86 634 
(29.04)

0.7 752 (27.22) 80 923 
(27.85)

0.92

7-  to 
10- year- olds

396 (17.69) 68 749 
(22.73)

0.57 435 (16.78) 70 049 
(23.48)

0.62 593 (21.46) 74 943 
(25.79)

0.79

11-  to 
15- year- olds

1094 
(48.88)

101 559 
(33.58)

1.07 1147 
(44.25)

93 920 
(31.48)

1.21 1044 
(37.79)

91 878 
(31.62)

1.12

16-  and 
17- year- olds

165 (7.37) 50 815 (16.8) 0.32 398 (15.35) 47 765 
(16.01)

0.83 374 (13.54) 43 866 
(15.09)

0.85

Total 2238 (100) 302 474 (100) 0.73 2592 (100) 298 368 (100) 0.86 2763 (100) 290 610 (100) 0.94
a% of those who enter care with the health- related risk factor recorded in the household.
b% of those who do not enter care with the health- related risk factor recorded in the household.
c% with risk that enter care.

TABLE 4    |    (Continued)
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disorder, over time. Levels of substance misuse remained fairly 
constant, though there was a very slight increase in parental 
drug misuse and a slight decrease in parental alcohol misuse. 
However, in contrast, common mental health problems such 
as anxiety and depression became much more prevalent over 
time, and there were also increases in the proportion of chil-
dren living with a parent with a diagnosis of autism or ADHD. 
This is in line with findings for the general population (Russell 
et  al.  2022; Dykxhoorn et  al.  2023; McKechnie et  al.  2023), 
which may reflect some combination of an actual increase in 
mental health conditions and neurodivergence and also ele-
vated public awareness and seeking of diagnoses.

We also found that for the majority of the health- related risk factors 
examined, the impact on the likelihood of care was fairly constant 
over the three cohorts. This suggests some consistency in practice 
over the time period, with, for example, schizophrenia and alcohol 
misuse having a consistent impact on the likelihood of care over 
time. However, there were exceptions. The impacts of depression 
increased over time. We do not know why, and this would benefit 
from further investigation.

The increase in depression in the population, coupled with its 
increasing impact on the likelihood of care, suggests it is related 

to an increase in 250 households with a child entering care be-
tween the first and last cohort, accounting for nearly half of the 
increase in the number of households with a child entering care 
between the two time periods. This is a large difference and an 
important finding, but unpicking what is driving it remains a 
challenge. It is plausible that the increases in depression and 
anxiety are indicative of something else that we were unable to 
measure in the data we have. Numerous things could be respon-
sible, including increasing public awareness of mental illness. In 
our introduction, we highlighted the complexity of factors asso-
ciated with children entering care, including the lack of support 
services, family poverty, risk- averse practice, and emerging con-
cerns such as criminal exploitation. Any interpretation of what 
might be causing findings in relation to depression and anxiety 
needs to be considered within this context. These factors are 
also interrelated to each other, with depression being potentially 
related to many issues. It could be that the impact of depression 
and anxiety relates to some of the factors we know are associ-
ated with children entering care but which we were unable to 
identify within our data, such as increases in family poverty, 
domestic violence and child exploitation. There may also be ad-
ditional problems because of increasing difficulties in parents 
accessing services and support that could be adding to this issue. 
Recent work by Hood et al. (2023) identified distinct categories 

TABLE 5    |    Attributable fraction and excess households with children entering care.

2008–2012 2012–2016 2016–2020 Difference 
in excess 
between 

1st and 3rd 
cohort

Attributable 
fraction

Excess 
with child 
entering 

care
Attributable 

fraction

Excess 
with child 
entering 

care
Attributable 

fraction

Excess 
with child 
entering 

care

Drug misuse 0.85 212 0.84 231 0.85 251 39

Alcohol 
misuse

0.77 190 0.77 184 0.76 160 −30

Bipolar 
disorder

0.76 98 0.72 87 0.67 64 −34

Schizophrenia 0.79 119 0.77 110 0.77 97 −21

Other 
psychotic 
disorder

0.74 13 0.77 14 0.79 20 7

Anxiety 0.51 220 0.52 310 0.47 323 103

Depression 0.52 439 0.53 645 0.51 689 250

Eating 
disorder

0.74 10 0.65 6 0.69 9 −1

Self- harm 0.83 168 0.82 153 0.81 132 −35

Learning 
disability

0.80 74 0.74 69 0.72 65 −9

Learning 
difficulty

0.75 61 0.71 64 0.66 59 −2

ADHD 0.66 38 0.68 67 0.65 75 38

Autism 0.62 14 0.51 15 0.13 3 −11
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of demand for children's social care services, and a useful future 
approach could be to explore how these categories are related to 
changes in parental depression.

The jump in the impact of depression on the likelihood of care 
occurs between the first and second cohort, coinciding with the 
time period that others have argued child protection services 
were becoming more risk averse, in the context of policy re-
sponses to media coverage of child deaths (see for example Hood 
et al. 2016; Elliott 2020). It is important to note that if there is an 
effect of increased risk aversion, this is not happening in relation 
to the households where there are possibly more severe health- 
related risk factors (severe mental health problems or substance 
misuse problems), but in households where there are parents 
who are depressed.

What is clear is that a high proportion of the families with chil-
dren in care have parents who are experiencing anxiety and de-
pression, and these levels have been increasing. This, coupled 
with the recent research finding that social workers were less 
likely to demonstrate empathy and skilled direct practice with 
parents who were anxious (Antonopoulou et  al.  2024) gives 
cause for concern. Social workers need skills for working with 
such issues, including training and awareness in mental health 
issues.

4.1   |   Limitations

Our study used existing administrative datasets, which can be 
prone to small errors in recording. However, this is offset by 
the large numbers of households in our sample. We were only 
able to consider the households of 3-  to 17- year- olds, rather 
than the households of children of all ages, because of link-
age issues among those under 3. This is a limitation given the 
high numbers of children under 3 who enter care. Our risk 
factors were derived from health service data, and so involve-
ment with a health professional is necessary. When looking at 
changes over time, we cannot therefore unpick whether it is 
higher levels of health service involvement or genuine changes 
in the existence of issues that drive increased professional 
identification. We are also aware of the limitations of com-
paring WIMD over different cohorts, as this is a measure of 
relative deprivation, and that the overall levels of deprivation 
denoted by being within a particular decile may have changed 
over time. However, this variable does provide a useful com-
parison of relative deprivation. There are also issues that we 
do not have reliable measures for in this study, including child 
sexual and criminal exploitation, domestic abuse and house-
hold income. We calculated Attributable Fractions, which 
include the assumption that removing one exposure does not 
affect other risk factors, and it is understood that there may 

TABLE 6    |    Multilevel logistic regression models.

2008–2012 2012–2016 2016–2020

OR 95% CI p > |z| OR 95% CI p > |z| OR 95% CI p > |z|

Drug misuse 2.86 2.18 3.74 0.000 2.83 2.37 3.38 0.000 3.12 2.70 3.59 0.000

Alcohol misuse 1.99 1.48 2.66 0.000 1.86 1.58 2.18 0.000 1.91 1.66 2.19 0.000

Bipolar disorder 1.85 1.46 2.34 0.000 1.47 1.13 1.92 0.004 1.31 0.95 1.80 0.099

Schizophrenia 2.08 1.59 2.72 0.000 2.12 1.81 2.48 0.000 2.20 1.81 2.68 0.000

Other psychotic disorder 0.93 0.54 1.60 0.792 0.98 0.65 1.47 0.905 1.37 0.90 2.09 0.141

Anxiety 1.29 1.17 1.43 0.000 1.39 1.23 1.57 0.000 1.30 1.16 1.46 0.000

Depression 1.80 1.62 2.00 0.000 2.14 2.03 2.26 0.000 2.20 2.02 2.40 0.000

Eating disorder 1.89 1.25 2.87 0.003 1.43 0.69 2.97 0.342 1.54 0.70 3.40 0.284

Self- harm 1.83 1.49 2.24 0.000 1.60 1.27 2.00 0.000 1.54 1.30 1.83 0.000

Learning disability 2.78 2.07 3.72 0.000 2.21 1.64 2.97 0.000 2.23 1.57 3.16 0.000

Learning difficulty 2.45 1.55 3.87 0.000 2.10 1.57 2.81 0.000 1.92 1.49 2.48 0.000

ADHD 1.32 1.01 1.72 0.044 1.68 1.31 2.17 0.000 1.63 1.33 2.00 0.000

Autism 1.23 0.78 1.95 0.374 1.06 0.68 1.64 0.804 0.69 0.40 1.17 0.170

Adult number 0.65 0.61 0.70 0.000 0.68 0.64 0.72 0.000 0.66 0.62 0.69 0.000

WIMD 0.83 0.80 0.85 0.000 0.83 0.81 0.85 0.000 0.83 0.82 0.84 0.000

Reference child over 11 years 1.37 1.16 1.62 0.000 1.83 1.46 2.30 0.000 1.37 1.17 1.59 0.000

Constant 0.03 0.02 0.05 0.000 0.03 0.02 0.03 0.000 0.03 0.03 0.04 0.000

LA variancea 0.08 0.04 0.15 0.03 0.02 0.06 0.09 0.05 0.16
aVariance components are on the log odds scale.
Abbreviations: CI = confidence interval; OR = adjusted odds ratio.
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be a great deal of interplay between the various health- related 
risk factors listed. Likewise, our multilevel regression models 
only include individual health- related risk factors, rather than 
any interaction terms, which would have provided details of 
whether health- related risk factors might have been affect-
ing each other. While this was useful for providing an overall 
picture of the effects of the health- related risk factors on the 
different cohorts, a more detailed picture might be obtained in 
future studies by looking at interaction effects.

5   |   Conclusion

Our findings do not suggest that the increase in the number 
of children entering care was driven by the increasing prev-
alence of certain factors, including parental drug use and 
severe mental health issues. Although they do suggest that 
some of the increase is related to increases in common men-
tal health problems and a greater likelihood of those from 
households where adults are depressed entering care. There 
are, however, many things about this that are not under-
stood, including whether there are some additional factors 
that could be related to both the increases in common men-
tal health problems and care entry. What is clear, however, 
is that many of the parents whose children are entering care 
are struggling with common mental health problems, and this 
highlights the need for social care staff to be trained in under-
standing people who are experiencing common mental health 
problems.
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Concepts and Algorithms Used to Identify Risk Factors in Health Data

WLGP_GP Read Code Lists PEDW—IC10 Lists

Drug misuse Drug Misuse—Primary Care
ID: C2945

Version: 8649
https:// conce ptlib rary. saild ataba nk. com/ conce 

pts/ C2945/  versi on/ 8649/ detail/ 
Rees, S., Watkins, A., Keauffling, J., & John, 
A. (2022). Incidence, Mortality and Survival 
in Young People with Co- Occurring Mental 

Disorders and Substance Use: A Retrospective 
Linked Routine Data Study in Wales. Clinical 

Epidemiology, 14, 21–38. https:// doi. org/ 10. 2147/ 
CLEP. S325235

Drug Misuse—IC10
ID: C2947

Version: 8644
https:// conce ptlib rary. saild ataba nk. com/ conce 

pts/ C2947/  versi on/ 8644/ detail/ 
Rees, S., Watkins, A., Keauffling, J., & John, 
A. (2022). Incidence, Mortality and Survival 
in Young People with Co- Occurring Mental 

Disorders and Substance Use: A Retrospective 
Linked Routine Data Study in Wales. Clinical 

Epidemiology, 14, 21–38. https:// doi. org/ 10. 2147/ 
CLEP. S325235

Alcohol misuse Alcohol Misuse-  Primary Care
ID: C2944

https:// conce ptlib rary. saild ataba nk. com/ 
conce pts/ C2944/  detail/ Rees, S., Watkins, A., 
Keauffling, J., & John, A. (2022). Incidence, 

Mortality and Survival in Young People with Co- 
Occurring Mental Disorders and Substance Use: 
A Retrospective Linked Routine Data Study in 

Wales. Clinical Epidemiology, 14, 21–38. https:// 
doi. org/ 10. 2147/ CLEP. S325235

Alcohol Misuse-  ICD- 10
ID: C2946

https:// conce ptlib rary. saild ataba nk. com/ conce 
pts/ C2946/  detail/ 

Rees, S., Watkins, A., Keauffling, J., & John, 
A. (2022). Incidence, Mortality and Survival 
in Young People with Co- Occurring Mental 

Disorders and Substance Use: A Retrospective 
Linked Routine Data Study in Wales. Clinical 

Epidemiology, 14, 21–38. https:// doi. org/ 10. 2147/ 
CLEP. S325235

Schizophrenia Schizophrenia—Primary Care
John, A, McGregor, J., Jones, I., Lee, S. C., Walters, 

J. T. R., Owen, M. J., O'Donovan, M., DelPozo- 
Banos, M., Berridge, D., & Lloyd, K.

ID: C2716
Version: 8446

https:// conce ptlib rary. saild ataba nk. com/ conce 
pts/ C2716/  versi on/ 8446/ detail/ 

Schizophrenia-  ICD- 10
John, A, McGregor, J., Jones, I., Lee, S. C., Walters, 

J. T. R., Owen, M. J., O'Donovan, M., DelPozo- 
Banos, M., Berridge, D., & Lloyd, K.

ID: C2939
Version: 8647

https:// conce ptlib rary. saild ataba nk. com/ conce 
pts/ C2939/  versi on/ 8647/ detail/ 

Anxiety Includes contacts with a recorded anxiety 
diagnosis or symptom, and contacts with a 

recorded anxiolytic or hypnotic prescription 
following a previous anxiety diagnosis. 

Therapeutic procedures that unequivocally 
indicate a diagnosis of anxiety are used as ‘anxiety 

diagnoses’ by the algorithm.
ID: PH113

https:// conce ptlib rary. saild ataba nk. com/ pheno 
types/  PH1113/ versi on/ 2453/ detail/ 

John, A., McGregor, J., Fone, D., Dunstan, F., 
Cornish, R., Lyons, R. A., & Lloyd, K. R. (2016). 

Case- finding for common mental disorders 
of anxiety and depression in primary care: an 
external validation of routinely collected data. 

BMC medical informatics and decision making, 
16(1), 1–10

Cornish, R. P., John, A., Boyd, A., Tilling, K., & 
Macleod, J. (2016). Defining adolescent common 
mental disorders using electronic primary care 
data: A comparison with outcomes measured 

using the CIS- R. BMJ Open, 6(12).

ID: C3297
https:// conce ptlib rary. saild ataba nk. com/ conce 

pts/ C3297/  versi on/ 10127/  detail/ 
John, A., McGregor, J., Fone, D., Dunstan, F., 

Cornish, R., Lyons, R. A., & Lloyd, K. R. (2016). 
Case- finding for common mental disorders 

of anxiety and depression in primary care: an 
external validation of routinely collected data. 

BMC medical informatics and decision making, 
16(1), 1–10

Cornish, R. P., John, A., Boyd, A., Tilling, K., & 
Macleod, J. (2016). Defining adolescent common 
mental disorders using electronic primary care 
data: A comparison with outcomes measured 

using the CIS- R. BMJ Open, 6(12).

https://conceptlibrary.saildatabank.com/concepts/C2945/version/8649/detail/
https://conceptlibrary.saildatabank.com/concepts/C2945/version/8649/detail/
https://doi.org/10.2147/CLEP.S325235
https://doi.org/10.2147/CLEP.S325235
https://conceptlibrary.saildatabank.com/concepts/C2947/version/8644/detail/
https://conceptlibrary.saildatabank.com/concepts/C2947/version/8644/detail/
https://doi.org/10.2147/CLEP.S325235
https://doi.org/10.2147/CLEP.S325235
https://conceptlibrary.saildatabank.com/concepts/C2944/detail/
https://conceptlibrary.saildatabank.com/concepts/C2944/detail/
https://doi.org/10.2147/CLEP.S325235
https://doi.org/10.2147/CLEP.S325235
https://conceptlibrary.saildatabank.com/concepts/C2946/detail/
https://conceptlibrary.saildatabank.com/concepts/C2946/detail/
https://doi.org/10.2147/CLEP.S325235
https://doi.org/10.2147/CLEP.S325235
https://conceptlibrary.saildatabank.com/concepts/C2716/version/8446/detail/
https://conceptlibrary.saildatabank.com/concepts/C2716/version/8446/detail/
https://conceptlibrary.saildatabank.com/concepts/C2939/version/8647/detail/
https://conceptlibrary.saildatabank.com/concepts/C2939/version/8647/detail/
https://conceptlibrary.saildatabank.com/phenotypes/PH1113/version/2453/detail/
https://conceptlibrary.saildatabank.com/phenotypes/PH1113/version/2453/detail/
https://conceptlibrary.saildatabank.com/concepts/C3297/version/10127/detail/
https://conceptlibrary.saildatabank.com/concepts/C3297/version/10127/detail/


15

WLGP_GP Read Code Lists PEDW—IC10 Lists

Depression Includes contacts with a recorded depression 
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a previous depression diagnosis. Administrative 
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the algorithm.
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pts/ C3295/  detail/ 

John, A., McGregor, J., Fone, D., Dunstan, F., 
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WLGP_GP Read Code Lists PEDW—IC10 Lists

Autism Autism Spectrum Disorder (ASD) -  Primary care
Underwood JFG, Del Pozo Baños M, Frizzati A, 
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Version: 8442
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