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ABSTRACT 
 
Kathleen S. Kenny: The role of child custody loss to child protective services in shaping health 

and wellbeing among women who do sex work in Vancouver, Canada.                                   
(Under the direction of Sherri L. Green) 

 
 The child protection system can be a highly consequential social institution for mothers 

who do sex work, yet the health impacts of its policies on this already disadvantaged population 

remain under-examined. This dissertation aims to understand how child custody loss through this 

system shapes the health and wellbeing of women sex workers in Vancouver (Canada), a high 

proportion of whom are Indigenous women. 

 Two studies were conducted with the Evaluation of Sex Workers’ Health Access 

(AESHA) prospective cohort study. In the first study, analyses drew on longitudinal data from 

2010-2015 in a subsample of women sex workers (n=466) who ever had a live birth and 

examined the association between involuntary child removal by the child protection system and 

self-rated health, as well as joint effects on health when child removal spanned two generations 

(themselves as children and their own children). Results showed child removal was associated 

with poorer self-rated health among sex workers that was further worsened when family 

separation spanned two generations; an intergenerational consequence that disproportionately 

affected Indigenous women.  

 In the second study, drawing on data from in-depth, semi-structured qualitative 

interviews with a subsample of AESHA participants (n=31), analyses identified three 

interconnected trajectories linking child custody loss to deteriorating health. First, events of child 
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custody loss were described as leading to a proliferation of stress, most evident in mental 

distress, including suicidality and grief, and increased use of drugs/alcohol. Second, women 

experienced increased poverty following losses that was more severe among Indigenous women, 

and also contributed to worsening health during this period. Third, women faced increased social 

displacement in aftermath, undermining access to social relationships and support as resources 

for health. 

 Overall findings suggest that child custody loss has consequences for health beyond the 

single mechanism of mental distress and related poor health, to further alter sex workers’ social 

conditions, leading to an accumulation of socioeconomic disadvantage that also had implications 

for health. Sex worker and Indigenous-led family support and preservation services are needed to 

help keep families intact, along with post-separation supports to address the health and social 

needs of mothers not living with their children.  
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CHAPTER 1: INTRODUCTION AND BACKGROUND 

Introduction  

 It is undisputed that disadvantaged parents are at greatest risk of experiencing the child 

protection system, with interventions occurring along a continuum, from family support services 

and referrals, to home monitoring, to, at its most consequential, temporary or permanent 

separation of children from parents.(1,2) As a unique state structure with dual responsibilities of 

child protection and social control, the system provides services to children and families to 

reduce events of severe child abuse and neglect, while also defining bounds of acceptable 

parenting, and disciplining parents classified as unfit.(1) Research on why and how families 

experience this institution demonstrate this to be a socially patterned phenomena where poor 

parents, particularly those who are Indigenous or Black,(3–5) or were themselves involved in the 

system as children, are more likely to encounter the system, have children removed, and endure 

lower rates of reunification.(6–8) While placement of a child in foster care, even for short 

periods, is a recognized factor influencing children’s health and social trajectories,(9–11) an 

understanding of the health consequences for birth parents, particularly mothers, who are most 

often primary caregivers at the time of out-of-home placement, remains limited.(12) This 

knowledge gap is of considerable importance to public health because these mothers are very 

often from populations cited in health literature as structurally vulnerable to poor physical and 

mental health, and thus already face a health disadvantage prior to losing their children.(13–15) 

Further, since a majority of children formally reunify or reestablish ties later in life with their 
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mothers,(16,17) recognizing and addressing the health impacts of custody loss on this population 

of mothers is a crucial step in supporting family reunification and preventing successive losses of 

children,(18), and further, constitutes an underexplored area of health disparities research. 

 Among structurally disadvantaged populations of longstanding interest to public health, 

sex workers - those who exchange sex for money - experience disproportionately high levels of 

intervention by the child protection system, largely influenced by the ways that poverty, racism, 

colonialism, the sex work legal environment, and stigma intersect in their lives.(19–26) In these 

contexts, women sex workers can face barriers to raising their children, as well as formidable 

fear of losing parental rights, which introduce additional challenges to accessing needed health, 

social, and legal services for themselves and their children.(20,24,27) Though studies in 

industrialized country settings suggest a high percentage of sex workers are not living with their 

children.(19,21,28–30), scant attention has been paid to understanding the precise role that 

events of mother-child separation may play in the lives and health of women in this population. 

Sex Work, Motherhood, and Family Separation 

 Literature shows that sex workers face heightened health vulnerabilities, including a 

disproportionately high burden of HIV infection and high rates of physical and sexual 

violence.(31–33) While an established body of research on contextual factors such as sex work 

legal frameworks, stigma, economic inequities, and work environments point to their critical role 

in shaping health and HIV risk in this population,(31,32,34–36) little to date has accounted for 

how these intersect with mothering, including the potential unique structural influence of the 

child protection system on their health status.  

Health Vulnerabilities of Sex Workers 

 Sex workers  comprise one of the oldest labor forces in the world, and one that continues 
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to flourish in many jurisdictions despite widespread criminalization of all or many of its 

activities and participants.(37) Most recent estimates suggest there are as many as 40 million 

people working as sex workers worldwide, though the often clandestine nature of this occupation 

presents challenges in quantifying populations in many developed and developing countries, 

including Canada.(38) Sex workers represent a diverse population, working in different contexts 

with varying ecologies of risk.(33,39,40) The hidden spheres characterizing many sex work 

contexts, and the social, economic, physical, and policy forces colluding in this invisibility, have 

resulted in the frequent relegation of sex workers to unsafe work environments. Unsafe work 

environments are often characterized by reduced power to negotiate sexual risk reduction, and 

are well established as strongly associated with negative health outcomes, including increased 

HIV and sexually transmitted infections.(41–48) In calls to improve workplace safety and reduce 

health harms in this population, international policy bodies, such as the World Health 

Organization, have petitioned for the full decriminalization of activities relating to consensual 

sex work for both sellers and purchasers.(49) While policy-legal frameworks in several 

jurisdictions (i.e., Sweden, Norway, Canada, France, Northern Ireland) have changed over the 

past twenty years from criminalizing sex workers toward criminalizing buyers,(35) New Zealand 

has been the only jurisdiction where full decriminalization has been fully implemented, and 

where empirical evidence has shown improvements to sex workers’ health and safety.(50–53)   

 Sex workers, as well as their clients and intimate partners, are a key population at risk for 

HIV infection. UNAIDS indicates that HIV prevalence among sex workers is 12 times greater 

than among the general population.(54) In aiming to move away from individual-level 

explanations for this disproportionality, studies in the past decade have broadened considerably 

to refocus on contextual factors, such as gender, cultural, and economic inequities, as well as 
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government policy, institutionalized racism, poverty, and stigma. Through this lens, research has 

pointed to the centrality of structural factors in influencing sex workers’ health, including sex 

work environments,(32,55–57) systemic stigma,(58) housing status,(59) and the sex work 

sociolegal landscape.(32,35,60) As many sex workers have historically been and continue to be 

from marginalized populations, this emphasis has also directed new attention to the different 

social positionalities shaping sex workers’ lives, and the usefulness of intersectional frameworks 

to examine the different experiences of sex workers, including those who are street-based, as 

well as those who are transgender, Indigenous, migrants, and drug using.(34,36,61)  

 Notably, the predominant public health focus on understanding and preventing infectious 

disease transmission in this population has also corresponded to a neglect of other health and 

social needs, including mental health and trauma.(62) For example, despite overall high levels of 

psychological distress in this population, studies examining mental health outcomes remain 

rare,(32,59,63–66) and few have documented mechanisms through which mental health may 

influence or be influenced by other facets of sex workers’ health.(36) Further, while evidence 

identifies higher levels of trauma among sex workers, including childhood trauma (67,68) and 

adult sexual/physical violence (31,69–71), to be associated to with increased HIV risk 

behaviors,(45,48,57,63) there has yet to be clear understanding of how trauma may also relate to 

other physical health sequelae. 

Sex Work and Motherhood 

 Despite the majority of sex workers being of reproductive age and having children,(62) 

their reproductive health and parenting experiences are seldom examined in health research,(30) 

and there is limited understanding of the ways these experiences interact with policy institutions, 

such as the child protection system. This inattention has also obscured the conflicts that sex 
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workers can encounter within norms of mothering, and socio-legal and moral framings of their 

profession as fundamentally risky and dangerous to their children.(23,72) In industrialized 

country contexts, research points to poverty as a main reason for doing sex work while raising 

children.(24,73), and while evidence cites the benefits of job flexibility and economic 

empowerment as supportive to caring and providing a certain standard of living for 

children,(20,36,74) research also points to risks of sex work environments to the safety of 

mothers and children, citing the potential for violence and exposure of children to clients, drugs, 

or drug paraphernalia.(22,30,73,75) Studies further report that mothers who are sex workers face 

significant stigmatization as they contend with “society’s diametrically opposed perceptions of 

sex worker and ‘good mother’ (Dodsworth, 2012, p.1)’”;(20) ‘dual identities’; barriers shown to 

be especially hard to navigate when women are working out of economic necessity.(23,76) 

Stigma is also compounded by the criminalization of sex work, the dominant public policy 

approach in the sex industry, which for mothers confers additional risks of being “discovered” as 

a sex worker, potentially limiting their mothers’access to health, social and legal services for 

themselves and their children.(20,73,77) For sex workers, these challenges of mothering are also 

made more onerous by structural and interpersonal inequalities that can also limit parenting 

abilities, including poverty, low social support, housing instability, unemployment, racism, 

classism, and colonialism.(23,25,77) Facing these intersecting barriers, mothers who are sex 

workers frequently contend with a formidable fear of losing custody of their children, as well as 

higher rates of family separation.(20,24,79). 

Family Separation among Sex Workers 

Evidence from studies in industrialized country contexts suggests a high percentage of sex 

workers are mothers and a majority are not living with their children.(19,21,28–30) In the largest 
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study to date of 1,963 street-based sex workers in New York (US), 69% of women had children 

and 80% of children did not live with their mothers.(29) In a more recent study of 333 sex 

workers in the UK, 50% of women were parents, and children were nearly twice as likely to be 

living away from their mothers as with them.(21) In a study of pregnancy outcomes of 176 

women sex workers in Vancouver (Canada), over half of women reported having little or no 

contact with their children due to their children being involuntarily removed by the child 

protection system (32%), adopted (19%), or placed with other family members (28%).(28) A 

second larger study of 350 mothers in the same study population in Vancouver showed higher 

levels of involuntary child removal, reporting that 134 (38%) women experienced forced 

separation from their children, among which 79 (59%) were Indigenous women.(19)  

 In addition to being separated from their own children, there is also evidence that sex 

workers face a higher prevalence of intergenerational family separation through the child 

protection system.(19) In a study of street-involved sex workers, Dewey et al. (2018) 

contextualize this phenomenon as a consequence of intergenerational poverty, noting how the 

‘shared precarities’ both prevalent in the lives of mothers and their biological families, 

substantially increase challenges encountered in the child protection system, elevating likelihood 

of child removal and of long term separation.(23) In a study by Duff et al. (2014), sex workers 

who had themselves been removed from parents by child protection showed a 48% elevated 

likelihood in also having their own children removed. Also notable in this study was the 

markedly higher intergenerational family separation among Indigenous sex workers, a 

phenomenon widely recognized as linked to ongoing colonial policies, including the continuity 

of systematic state-sanctioned child removals (occurring since the 1600s in North America),(80) 

which have also been linked to the overrepresentation of Indigenous women in street-based sex 
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work.(81,82) 

Family Separation and Sex Workers’ Health 

 The body of literature reporting on experiences of child custody loss among sex workers 

in industrialized country contexts is limited to a few qualitative and ethnographic studies, which 

broadly point to events of mother-child separation as contributing to elevated mental distress, 

drug and alcohol use, street-involvement, and social exclusion.(20,22–24,78,83) In one 

qualitative study of 68 sex workers undertaken in Canada (where most participants had children), 

separation from children, whether instigated by the parent or involuntary, was described as 

resulting in profound mental distress.(24) Findings of mental distress were also reported by 

McClelland & Newell (2008) who conducted focus groups with 20 women sex workers who use 

drugs in the UK and described the aftermath of separation from children as marked by a 

subsequent increase in sex work as a mechanism to support their elevated use of drugs and 

alcohol.(22) Looking at other consequences, Dewey et al.’s (2018) study of 43 street-based sex 

workers in two North American cities, reported that participants defined a causal effect between 

child custody loss and their increased drug use and street-involvement.(23) Also, ethnographic 

findings by Knight (2015) on the institutional challenges faced by street-involved women in the 

perinatal period, show how time-sensitive windows imposed by institutions during this period 

can pose additional barriers and sources of mental distress for street-involved women who are 

trying to keep their families together.(78)  

 Taken as a whole, this literature highlights the important role of social and structural 

factors in shaping sex workers’ health, as well as the unique challenges faced by mothers in this 

population. While to date, sex workers’ experiences with the child protection system have 

received very limited focus in the health literature, several questions remain about what influence 
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events of mother-child separation through this system may have on the health status of this key 

population, including attention on how this added health burden may intersect with the 

economic, social and health disadvantages many sex workers already face.  

Family Separation through the Child Protection System and Health   

 The often sudden, forcible separation of children from mothers through the child 

protection system can be highly traumatic events, very often occurring in the hidden domestic 

spaces of marginalized families unseen by broader society and rarely captured or described in 

research or popular media. For children, the rupture of bonds to their primary attachment figures, 

are well-documented as disrupting brain architecture and triggering a proliferation of toxic stress, 

which evidence suggests can have acute and long-term adverse health effects.(84) While no 

known study has undertaken an analysis of the health of sex workers’ children placed in foster 

care, findings on the effect of foster care for children in the general population are mixed, with 

some studies identifying health benefits to children,(85,86) and a more substantial body of 

evidence pointing to health harms.(10,11,87–89) Additional evidence suggests that children with 

a history of foster care have a higher likelihood of adverse social outcomes across the life course, 

including unintended pregnancy, homelessness, mental health problems, suicidality, substance 

use, and involvement with the criminal justice system.(10,90–92) Findings of mixed effects of 

foster care on children are also evident in results generated by four prominent causal studies on 

foster care.(88,93–95) In one of the most powerfully designed of these four studies, Doyle’s 

(2008) robust comparison between foster children and ‘marginal’ children – who would be 

placed in foster care by some caseworkers and left in the home by others - found that even within 

homes facing significant adversity, children remaining with their families had a tendency for 

better social outcomes than those placed in foster care.(94) Though improved better 
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understanding of foster care effects on children are critical, also vital is understanding and 

addressing its consequences for birth mothers, including effects on the broader organization of 

their health and lives, which is central in determining how women can productively engage with 

the system to achieve reunification, and be better positioned to maintain ties to children.  

Family Separation and Women’s Health 

 While early quantitative work by Jenkins and Norman (1972) was the first to 

systematically document the painful “filial deprivation” and suffering experienced by birth 

parents following court-ordered removal of their children by the child protection system,(96) the 

field of study examining effects on parents has been relatively small. Limited qualitative research 

examining impacts of child custody loss through child protection on mothers describes this form 

of loss to be a unique type of adversity with potential long-term implications for women’s well-

being, described in a range of both individual-level outcomes, including grief, depression, 

anxiety, suicidality, and social-structural advertisities, including residential instability, social 

isolation, stigma, intimate partner violence, and economic disconnection.(99–104) Among 

studies examining women’s mental health during this period, this type of loss is put forward as a 

form of institutional trauma, which may exacerbate or lead to the development of posttraumatic 

stress, as well as contribute to other incidence or worsening of mental health issues, including 

depression and anxiety.(97,99,100) In my own qualitative research in this area with mothers who 

use drugs,(99,103) women described the aftermath of separation from their children in persistent 

symptoms of post-traumatic stress, as well as anxiety, and depression, and increased substance 

us, which was complicated by panic and worry about their children’s state of well-being in foster 

care. Though not expansively examined, some women also pointed to worsening social-

structural conditions, evident in cases of housing instability, intimate partner violence, and 
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initiation/reinitiation of injection drug use and sex work. In women’s accounts of this period, 

losses were also describes as deeply stigmatizing, which had wide-ranging consequences, 

including derailing women’s sense of agency in moving forward with life ambitions, including 

employment, and negatively affecting formation and quality of intimate and social relationships. 

To this extent, women also articulated an absence of social acknowledgment of their losses; a 

process of additional “disenfranchisement” recalled as further compounding women’s social 

isolation and psychological distress in a social process similar to that referred to by some 

scholars as ‘‘disenfranchised grief’’.(97,100,104,105)  

 While  population health literature on health outcomes among mothers following child 

removal through the child protection system was absent when conceptualizing this project, a 

recently emergent body of quantitative literature by Wall-Wieler et al. (106–108) lends support 

to the above qualitative findings, providing evidence of several adverse effects on child custody 

loss on maternal health. In a first study using administratively linked child protection 

information, physician claims, hospitalization data, and census data from the province of 

Manitoba (Canada), Wall-Wieler et al. (2017) conducted a comparison between mothers whose 

first child were removed by child protection after age 2 (n=1591) to a matched group of women 

whose children were not removed (n=1591).(108) They identified significantly increased levels 

of mental illness diagnoses, mental health treatment use, and social marginalization (residential 

instability, reliance on social assistance) among mothers in the 2 years after child removal 

compared to the 2 year period before removal. A second study, using the same data and a 

matched design, showed higher suicide attempts and completions among mothers who had a 

child removed.(106) A third study, again using the same linked-data source, compared mothers’ 

mental health morbidity among mothers whose children were removed (n=5,792) and mothers 
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who had lost a child to death (n=1,143), with results again showing significantly higher rates of 

mental illness diagnoses, including depression and anxiety, as well as increased substance use 

among women following child removal.(109) Also, a fourth study comparing mortality rates 

among 3,948 mothers from 1,974 families in which one sister had a child removed by child 

protection and one did not, showed much higher avoidable and unavoidable cause mortality 

among mothers who had a child removed compared to referent group of sisters who did not have 

a child removed.(107) Together, these studies by Wall-Wieler et al. are the first to quantitatively 

describe health and social outcomes associated with family separation among birth mothers using 

robust counterfactuals. They are, however, limited in generalizability due mainly to the unique 

demographics of the study setting, where Indigenous children represent 90% of all children in 

out-of-home placement through the child protection system.(110) Given this sample 

composition, and since Indigeneity was not an identifier that could be adjusted for in these 

analyses, in the majority of these studies it is difficult to disentangle the unique effects of family 

separation from other adverse social and economic compositional effects in this population that 

result from racism and ongoing colonialism. Thus, while these studies are foundational in 

advancing understanding of some of the negative maternal health and social sequelae for women, 

replication of similar studies is needed in other settings, including in population-specific studies 

with mothers who are at highest risk of child protection involvement and most in need of tailored 

preventative interventions. Further, more precise identification in future studies of mechanisms 

contributing to these health disparities would also be useful in facilitating of intervention 

relevant information. 

Intergenerational Family Separation and Health 

 In response to evidence that parents placed out-of-home as children are more likely to 
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have their own children removed (111,112), there is a strong public health rationale to also 

consider the potential unique implications of intergenerational child protection involvement on 

health. In a few studies, findings identify post-removal mental health and reunification outcomes 

to be worse for mothers who themselves were removed from their parents.(113) This includes a 

recently published Swedish study by Wall-Wieler et al. (2018) where mothers with two 

generations of involvement in out-of-home placement (themselves as children and their own 

children) experienced five times greater risk of death by suicide, including more than double the 

risk of suicide of women with one-generation of involvement. Notably, for fathers in this study, 

any exposure to out-of-home placement (across one or two generations) did not affect risk of 

death by suicide. Looking to potential mechanisms that may underlie increased mental health 

morbidity among intergenerationally involved families, literature suggests the likely roles of 

family history of mental illness, adverse childhood experiences,(114,115) and accumulated 

social disadvantage throughout the life course, as equipping some mothers with fewer resources 

to rely upon when parenting, thereby increasing likelihood of child removal and of long term 

separation.(112,113) Much in this field of inquiry, however, remains unknown, including 

attention to the potential roles of worsening poverty and social exclusion that may result from 

family separation and be carried forward to the next generation, resulting in increased 

disenfranchisement and renewed involvement in the system.(98)  

 Intergenerational family separation is particularly important to highlight in this project 

because of the high proportion of Indigenous women in our study who have experienced multiple 

generations of family separation.(19,82) This practice, occurring on these lands for the past 400 

years, began with the Residential and Boarding School Systems in the early1600s, forced 

adoptions in the 1960s, and continues presently in the over representation of Indigenous children 
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in the foster care system.(80) This systematic disruption of family bonds is widely recognized as 

a central modality of colonial power,(116,117) and form of systemic dehumanization and 

genocide.(80,118–121) The cycle of forced family separation is also reinforced by ongoing 

systemic stigma toward Indigenous mothers, who have been historically constructed as 

legitimate sites of colonial intervention, blamed and pathologized for their parenting ‘problems’ 

that are sourced in the effects of colonialism and their marginalized social status.(116,120,122) 

While the association between attendance at Residential School and poor health has been well 

documented in health literature, and is also shown to be implicated in health disparities between 

Indigenous and non-Indigenous people,(80,123,124) fewer health studies have quantitatively 

examined the association of residential school and the health of subsequent 

generations,(125,126) and no known health studies have investigated the health impacts of 

intergenerational family separation through the child protection system. This paucity of health 

literature, however, should not disregard perspectives of Indigenous leaders and scholars, who 

have precisely articulated historical and current traumas related to forced separation of families, 

as well as other losses (e.g., land, cultural traditions, self-determination) as key factors 

undermining health.(118–121) This includes Indigenous scholars, Brave Heart and Debruyns 

(1998), who pioneered the concept of ‘historical trauma’ in psychology literature to capture the 

burden of cumulative health injury and devastation caused by colonial policies, such as forced 

family separation, as extending beyond that suffered by direct survivors, to affect their children, 

grandchildren and future generations.(127) 

Study Aims and Overview 

 To summarize, while emergent research in the general population suggests a range of 

negative health consequences of child custody loss to the child protection system on mothers, 
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health analyses into specific health impacts for sex workers, a disproportionately affected 

population, are limited. To this extent, it remains unclear how and through what mechanisms this 

form of loss can exert influence on sex workers’ health. More systematic understanding of the 

nature of these relationships is worthwhile to inform recommendations for policy and 

programming to improve parenting experiences and family reunification outcomes in this 

population. This dissertation marks the first in-depth examination of links between child custody 

loss and the health status of sex workers, and is guided by the following overarching research 

question: What is the role of child custody loss to Child Protective Services in shaping health and 

wellbeing among women who do sex work?  

 To help anchor this dissertation, in Chapter 2, I outline various theoretical perspectives 

to help frame and interpret understanding of the link between child custody loss and maternal 

health. To answer my research question, quantitative and primary qualitative data (collected over 

the course of this project) were drawn from An Evaluation of Sex workers’ Health Access 

(AESHA) study, an observational open cohort of 950 sex workers in Vancouver, Canada. Using 

a convergent parallel mixed-methods design,(128) where there is relative independence of both 

quantitative and qualitative components, this dissertation explores the following research 

questions: 

Chapter 3. To what extent is prior child custody loss to child protection associated with 

wellbeing (self-rated health) among women sex workers? Are there differences in the association 

with wellbeing by characteristics of child protection histories (number of times children were 

removed, number of children removed, intergenerational family separation) and by 

race/ethnicity? 

Chapter 4. What are the impacts of child custody loss to child protection on women sex 
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workers’ health and wellbeing?  

 In Chapter 2, I outline contributions of various theoretical perspectives that inform and 

frame understanding of the relationship between child custody loss and women’s health. Life 

course, postcolonial and intersectionality theories, as well as critical perspectives on trauma, 

represent important theoretical points of departure for this dissertation. Integrating these 

theoretical positions allows closer examination of historical, structural, social and individual-

level explanations of how events of child custody loss impact health. 

 In Chapter 3, using longitudinal AESHA data, I examine the relationship between 

lifetime events of involuntary child removal reported at baseline and repeated measures of 

women’s subjective wellbeing in follow up. Contributing to a growing literature of life course 

influences on health, I conceptualize that women’s past experiences of child removal are a 

unique type of traumatic life event leading to a proliferation of stress and deterioration in 

health.(129) In models, I adjust for confounders selected based on the literature, and adjust for 

clustering due to repeated observations on individuals over time. In secondary analyses, I 

investigate potential interaction and effect measure modification by Indigenous ancestry and 

intergenerational family separation, and further, in sensitivity analyses test the role of the 

exposure per child removal and per number of removals. 

  In Chapter 4, I conduct a thematic analysis of original data from semi-structured, in-

depth interviews with a subsample of women in the AESHA cohort (n=31) and explore women’s 

retrospective accounts of child custody loss to the child protection system and its impact on their 

trajectories of health and wellbeing. In this approach, I explore how experiences of child custody 

loss impact on women’s health vulnerabilities, including the mechanisms that may underlie these 

relationships. Additionally, I examine wellness and resistance practices adopted by women to 
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help regenerate their families and health. 

In Chapter 5, I provide a summary of central issues motivating this dissertation, the main 

findings, as well as implication for future research and policy/intervention development.  

  



 17 

 
 
 
 
 

 
CHAPTER 2: THEORETICAL FRAMEWORK 

 In examining the health impacts of the child protection system, a social institution that is 

associated with racially and historically marginalized families, theory is important in elevating 

analyses beyond the micro level to an examination of the complex socioeconomic, historical, and 

political relations in which women’s experiences of this system are embedded.(130–132) Life 

course, postcolonial and intersectionality theories, and critical perspective on trauma are 

therefore important points of departure informing my dissertation.  

Life Course Theory 

 Life course theory foregrounds the biosocial pathway through which an individual’s life 

course exposure to historical, social and structural conditions, along with biological factors, 

accumulate over time to shape health.(133) In the example of events of child custody loss and 

birth mothers’ health, life course theory highlights how this unique exposure may activate a 

plausible process of “stress proliferation”.(129) As a key component of life course theory, the 

concept of stress proliferation provides insight into how events of family separation, whether 

short or long term, can have reverberating effects for birth mothers’ health over the life course. 

From this perspective, women’s health may be affected both via acute and long-term mental 

distress, as well as chronic stress-related physical health impairment. In understanding the 

latter’s effect on long term health, we draw on the “weathering” hypothesis to account for how 

chronic stress from child custody loss can get “under the skin,” triggering for women a “wearing 

out” of the body and sustained increases in allostatic load, which over time can lead to 
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physiological dysregulation, accelerated aging, or premature death.(134) Life course theorists 

also argue that stress proliferation can alter an individual’s social environment, leading to 

secondary adverse exposures, such as financial hardship or loss of housing, that compound 

harms to health.(129) “Sensitive periods” or timing of stressors is another useful component of 

the life course perspective, particularly in interpreting effects of intergenerational family 

separation on health. For example, when a mother was herself removed from her parents by child 

protection in the developmentally sensitive period of early life, this additional stress is likely to 

exert a “biological embedding” of health vulnerability,(135) which can have far-reaching effects 

on biological systems and health over the life course that should be considered in analyses of 

child protection-affected populations.(84) Additionally, life course theory highlights the concept 

of “linked lives,” which elevates the interdependence of mothers’ and children’s health, and 

undergirds the public health rationale for mitigating the negative health effects of family 

separation on birth mothers, as a vital step to improving family reunification outcomes and 

strengthening mother-child relationships, both of which are well-established as positively 

affecting mothers’ and children’s wellbeing.(136)  

Postcolonial Theory 

 Given the large proportion of Indigenous women in my study population and the extent 

of disproportionality of Indigenous families involved in the child protection system in North 

America, the application of postcolonial theory is a fundamental tool for understanding macro 

level processes structuring health and social inequalities in my study.(137) Postcolonial theory, 

which was predated by key works of anti-colonial scholarship by Franz Fanon and Aimé 

Cesaire,(138,139) calls forth analytic attention to continuities between colonial history, the neo-

colonial present, and Indigenous resistance movements.(137,140) From this perspective, the 
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child protection system and colonialism are closely connected and have intertwined histories, the 

former perceived as a modality of colonial power that sustains settler society by reinforcing 

dispossession of Indigenous peoples of their lands and sovereignty.(116,119,122) This 

theoretical approach recognizes the ways that colonialism is carried in bodies and how the 

experiences of Indigenous women in this study are situated within a causal sequence shaped by 

colonial history and its long-standing disempowerment of Indigenous women and mothers as 

primary targets of colonial intervention.(119–121,141)  

Intersectionality Theory 

To understand the intersections of mothering and sex work, and the structural 

impediments through which health vulnerability is produced for this population, careful attention 

is further needed to interconnections between different systems of injustice and forms of 

oppression in women’s lives. Intersectionality is a feminist theoretical approach and method of 

analysis that prioritizes attention to the multiple vectors of subjection that exist for an affected 

person or people, influencing their political and social status.(142) It was first popularized by the 

work of African-American feminist legal scholar, Kimberlé Williams Crenshaw,(143) yet as an 

approach, reflects long standing thinking and political beliefs practiced by peoples of color, and 

in particular women-of-color feminism, which sought to situate knowledge and research that 

could account for the multiple realities of women’s identities and manifestations of social 

power.(144) Though not extensively incorporated in public health scholarship, intersectionality 

was first formally introduced in an article in the American Journal of Public Health by Bowleg 

(2012) as a “theoretical framework for understanding how multiple social identities such as race, 

gender and sexual orientations, socioeconomic status and disability intersect […] to reflect 

interlocking systems of privilege and oppression (i.e., racism, sexism, heterosexism, classism) 
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(p.1267).”(145) In study analyses, this framework recognizes sex workers as an ‘intersectionally-

targeted’ population,(146) and helps to articulate how social, economic, historical, and racial 

positionalities combine to differentially alter women’s institutional interactions, as wel as 

conditions of motherhood and health. This framework also advocates for the importance of 

intersectional interventions developed from the perspectives of marginalized populations (i.e., 

sex worker-led) to remedy the injustices faced while acting carefully to not legitimize more 

harm. 

Trauma 

 Limited previous research identifying child custody loss through the child protection 

system as a source of institutional trauma for birth mothers is a central starting point for my 

dissertation. (97,99,100) In framing ‘trauma’, I draw on a critical perspective from medical 

anthropology, which bring to analyses a conceptualization of trauma that is inseparable from the 

social conditions and institutional arrangements underlying its transmission. Tracing the social 

history of ‘trauma’ scholarship, Fassin & Rechtman (2009) challenge prevailing constructions of 

trauma that operate to reduce traumatic events and their conditions of injustice to an inventory of 

symptoms and disorders.(147) They also direct critical attention to what factors determine how 

events become legitimized as ‘traumatic’ for some people, while not for others.(147) Though not 

disputing the legitimacy of clinical services for symptoms of trauma, these modalities (put 

forward by Fassin and Rechtman and others) challenge tendencies for intra-individual somatic 

explanations of trauma, and bring into question the positioning of trauma as both cause and end 

result of suffering.(147–149)  

 In considering trauma experiences of Indigenous peoples, a separate body of scholarship 

has leveraged similar discursive insights and has strongly cautioned against making conclusions 
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about Indigenous peoples’ mental health without directly account for the roles of colonial 

processes and structures.(121,150,151) This literature further argues that the conception of 

‘trauma’ as occurring within an ‘individual’ is an inherently flawed logic, rooted in colonial 

norms and definitions of illness, which denies the collective nature of colonial trauma for 

Indigenous peoples, thus enacting what Indigenous scholar Taiaiake Alfred (2009) describes as 

the ‘final stage of colonialism’.(152) 

 Drawing on these perspectives, this study aims to advance a conceptualization of an 

individual’s trauma as a mutually constituted experience that is historically and socially shaped. 

Congruent with the critical orientations of postcolonial and intersectionality theories, we thus 

move away from intra-individual discourses of ‘trauma’ and the pathologization of women that 

can occur in medicalized frameworks, directing focus instead to the multiplicity of structural 

conditions leading up to ‘traumatic’ events of child custody loss and also mediating their 

consequences.  
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CHAPTER 3: FAMILY SEPARATION AND MATERNAL SELF-RATED HEALTH: 
EVIDENCE FROM A PROSPECTIVE COHORT OF MARGINALIZED MOTHERS IN 

A CANADIAN SETTING. 
 
Background 

 Recent population estimates of children residing out-of-home due to involvement with 

child protective services indicate that 428,000 children in the US and 62,428 children in Canada 

are currently living apart from their parents.(153,154) There is mounting evidence demonstrating 

that child protection involvement is a socially patterned phenomenon, where poor families are 

more likely to experience intervention by the child protection system,(6) have children 

removed,(7) and face lower rates of reunification;(8) and where racially marginalized families, 

especially Indigenous and Black families, are widely overrepresented.(118,155) While health 

studies in this area have primarily focused on the health of children placed out-of-home, showing 

a higher frequency of negative physical and psychological health outcomes over the life 

course,(156) the consequences of out-of-placement on parents’ health, particularly mothers 

(often primary caregivers at the time of out-of-home placement), remain under-investigated. 

Since a majority of children formally reunify or eventually reestablish ties with mothers, 

understanding the health effects of child removal on women, especially those cited in literature 

as already structurally disadvantaged and vulnerable to poor health, is an important step in 

preventing successive removals and supporting mother-child relationships, and further, 

constitutes an under-explored area of health disparities research.  

 Mothers who are sex workers can face an accumulation of social-structural stressors in 
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their lives that are shaped by poverty, racism, and the sex work policy/legal environment, which 

can differentially influence the likelihood of child protection intervention into their 

families.(19,23,24,157) Research shows sex workers can face formidable fear of losing parental 

rights, which has been shown to negatively impact their health by introducing additional barriers 

to accessing health, social, and legal services for themselves and their children,(20,24) and often 

contributes to a mistrust of government services.(27) Epidemiologic findings point to a high 

burden of child custody loss in this population, though research to date has been mostly limited 

to the experiences of street-based sex workers.(19,28) In the largest North American study on 

reproductive outcomes in this population, findings from a sample of 350 sex workers in 

Vancouver (Canada), of which 43% were Indigenous women, showed that 38% of women had 

experienced child removal, and among these 59% were Indigenous women.(28) This racial 

disproportionality suggests interactions with the child protection system are more consequential 

for Indigenous sex workers, and also reflect a wider trend in Canada and the US, whereby 

Indigenous children are at greatest risk for foster care compared to all other racial/ethnic 

groups.(5,118) This phenomenon is recognized as an extension of government-sanctioned 

removal of Indigenous children from their families dating back to the 1600s with the beginning 

of the Residential and Boarding School Systems in North America, and later through involuntary 

adoptions.(80,120) Such colonial initiatives, along with ongoing removal of land and basic 

provisions of housing, food and income, have been long acknowledged as forms of genocide and 

collective trauma for Indigenous peoples,(127) and notably have also been linked to the 

overrepresentation of Indigenous women in street-based sex work.(82,158)  

 While the relationship between child removal and sex workers’ health status has not been 

directly studied in epidemiologic research, evidence from one cross-sectional study showed past 
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child removal was associated with increased odds of injection drug use and reduced occupational 

safety.(19) A small number of qualitative studies further describe child removal as precipitating 

elevated mental health distress, housing instability, and increased drug use.(20,24) Previous 

research examining child removal among women in other populations also shows higher levels 

of mental health distress (including suicidality, grief, depression, anxiety) and increased drug 

use, as well as poorer physical health and higher mortality.(97,99,100,106–108) Among these, 

some studies postulate that child removal constitutes a traumatic exposure,(100) associated with 

post-traumatic stress, as well as worsening social-structural disadvantage, including housing 

instability and intimate partner violence.(99,108) Examining intergenerational involvement with 

child protection, studies also suggest that post-removal maternal mental health and reunification 

outcomes are worse for mothers who themselves were removed from their parents.(113) This is 

an important consideration for sex workers, which some research suggests face a higher 

frequency of intergenerational familial separation compared to the general population.(19)  

 Looking to develop a theoretical foundation to better understand the potential 

mechanisms underlying the relationship between child removal and sex workers’ health, and its 

role in women’s health disparities overall, we draw on a life course perspective (133) and the 

“weathering” process (134). We conceptualize that women’s experiences of child removal 

(themselves as children, their own children, or both) are structural-level traumatic stressors with 

subsequent reverberating effects, including on the pathways between child removal and 

traumatic stress, from traumatic stress to physiological stress, and from physiological stress to 

adverse physical health. From this perspective, we foreground the biosocial pathway through 

which an individual’s life course exposures to historical, social and structural conditions, along 

with biological factors, accumulate to diffentially shape health. Further, we rely on the 
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“weathering” process to account for how child removal, along with other stressors, may get 

“under the skin,” triggering a “wearing out” of the body and sustained increases in allostatic 

load, which over time leads to physiological dysregulation, accelerated aging or death.(134) In 

this conceptualization, events of child removal are theorized as independently and cumulatively 

increasing women’s traumatic stress, allostatic load, and health disadvantage, a process that may 

be particularly damaging for Indigenous women in our study because of conditions of historical 

and ongoing colonialism.(141)  

 To address the paucity of research on the link between child removal and the health of 

marginalized women, the objective of our study was to examine the relationship between 

involuntary child removal and women’s health trajectories in a prospective cohort study of sex 

workers, An Evaluation of Sex workers’ Health Access (AESHA). We estimated the association 

between child removal and sex workers’ self-rated health over time, and also estimated the joint 

effects of child removal and childhood history of removal from one’s own parents.  

Methods 

Study sample 

Our study used data from the AESHA Study, a community-based open prospective cohort 

initiated in 2010 (n>950) in Metro Vancouver (Canada). The study builds upon longstanding 

community collaborations with sex work agencies since 2005,(159) and continues to be 

monitored by a Community Advisory Board of representatives from 15 community agencies.  

 Individuals who self-identify as women (trans-inclusive), are 14 years and older, have 

exchanged sex for money in last 30 days, and provide written informed consent, are eligible for 

inclusion in the cohort.(160) Because of challenges of recruiting sex workers in isolated 

locations, time-location sampling is undertaken by a peer research outreach team (current/former 
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sex workers) in spaces identified through a community mapping process where solicitation 

occurs and/or where services are exchanged, including indoor sex work establishments (i.e., 

massage parlors), and outdoor sex work venues (i.e., parks, underpasses).(159) The study holds 

ethical approval through Providence Health Care/University of British Columbia Research Ethics 

Board. 

 At enrollment and on a semi-annual basis, participants complete an interviewer-

administered questionnaire and HIV/STI/HCV serology testing by a project nurse. In the main 

questionnaire information is gathered on socio-demographic characteristics, sex work patterns, 

drug use patterns, physical work environments, social/interpersonal environment, and structural 

environmental factors, and geographic data. Sex workers have the option to visit one of two 

storefront offices in Vancouver or to complete the interview-administered questionnaire and 

nursing component at their work or home location. Participants receive an honorarium of $40 

CAD at each biannual visit.  

Measures  

We restricted our analysis to a sample of women sex workers who reported a live birth at the first 

baseline interview and responded to the baseline question about involuntary child removal 

(n=466). We conceptualized the exposure of child removal as a structural-level traumatic 

stressor, and identified structural, interpersonal, and individual-level confounders based on the 

literature. 

Exposure –Involuntary child removal  

 Exposure to involuntary child removal was assessed at baseline according to participants’ 

response to the question “Have you ever had any children apprehended by Child Welfare 

Services?” Participants who responded affirmatively to currently parenting any children or 



 27 

having a live birth in the last 6 months were again asked in follow-up interviews, if they had any 

children removed in the last 6 months. Among 12 participants reporting child removal in follow-

up periods, all had also reported events of child removal at baseline. A sensitivity analysis was 

conducted to assess bias due to time-varying confounding when including these participants. 

This analysis showed a negligible difference in the main effect estimate (<2%) in the full versus 

restricted sample, and thus a decision was made to include these participants in the exposed 

category. Further sensitivity analyses were conducted to evaluate the role of the number of 

children removed and the number of removals. 

Outcome – Self-rated health 

 We assessed women’s health dynamics over time using repeated measures of self-rated 

health (every 6 months). Self-rated health is based on the following question “in general, how 

would you rate your health?” with answer options of “excellent,” “very good,” “good,” “fair,” or 

“poor”?’ Constructed as a five-point scale, it is frequently dichotomized as “excellent, very good, 

or good health” versus “fair or poor health,” and in our analysis was dichotomized following this 

approach. As a measure, self-rated health has been shown to be associated with a person’s 

morbidity and mortality, as well as accounting for an integrated perception of overall health, 

including the dimensions of physical, mental and social wellbeing.(161) 

Covariates 

 Covariates in our analysis included those at the individual- (age, education, Indigenous 

identity); interpersonal- (childhood trauma, physical or sexual violence by a client or partner, 

material support from social network); and structural-levels (childhood history of removal from 

parents, residential stability, injection or non-injection drug use, and place of solicitation). Age 

and educational attainment, Indigenous identity, history of childhood trauma, and childhood 
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removal from parents were obtained via self-report during baseline interviews. Indigenous 

identity was categorized as “First Nation”, “Inuit”, “Aboriginal” or “Métis” versus no to all. 

History of childhood trauma was a continuous variable measured using the Childhood Trauma 

Questionnaire,(162) a 25-item scale, with high numbers indicating greater traumatic stress. 

Residential stability in the last 6 months was obtained at baseline and every 6-months thereafter, 

stable housing was assessed as living in an “apartment/house alone” or in an “apartment/house 

with roommates/ intimate partner/ family”, and all other housing arrangements were considered 

“unstable” (e.g., “single-room occupancy”, “couch surfing”, “shelter/hostel”, 

“treatment/recovery house”, etc.). A dichotomized variable for physical and/or sexual violence in 

the last 6-months was created to indicate any violence by a client or intimate partner versus none. 

A variable was created for any injection and/or non-injection drug use in the last 6 months 

(excluding marijuana and alcohol) versus “none”. Material support from social network in the 

last 6 months was assessed at baseline and every 6-months thereafter, using the question “When 

you need money, who do you most often rely on to get it?” Relying on “clients”, “intimate 

partners”, “family”, “friends” or “other” indicated material support versus relying on “yourself” 

only. Primary place of sex work solicitation in the last 6-months was obtained at baseline and in 

follow-up interviews, and categorized as street-level versus indoor/independent off-street (e.g. 

online/phone) or no sex work in the last 6-months (referent category). For purposes of describing 

intergenerational family separation, we also included a variable assessing whether a participant’s 

biological parents or family members spent any time in the Residential School System. 

Statistical analyses 

 Descriptive statistics were calculated for variables of interest, stratified separately by 

child removal and Indigenous identity. Subsequently, logistic regression fit with generalized 
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estimating equations (GEE) and an exchangeable correlation structure was used to estimate crude 

and adjusted odds ratios (OR) and 95% confidence intervals (CI) of the relationship between 

child removal and repeated measures of self-rated health assessed over an average of 4 waves of 

follow-up. A complete case analysis was used to handle missing observations in multivariable 

models. To account for omitted cases due to non-random missing data for the childhood trauma 

covariate (10%), we undertook a sensitivity analysis, where we imputed participants’ median, 

highest, and lowest value for childhood trauma for all of the observations with missing values. 

We then conducted multivariable logistic regression with full model including the imputed 

values. The magnitude and precision of estimates in full models with and without imputations 

were similar and thus we have reported the non-imputed estimates.(Appendix D) Other missing 

data considerations included multiple imputation for childhood trauma, however this was not 

possible based on available variables and information collected by the AESHA study.  

 Confounders included in the full model were determined according to a priori 

justification and by strength of associations with: a) exposure; and b) outcome among 

unexposed. Since the outcome of self-rated health assesses dimensions of mental health, we did 

not adjust for mental health status to avoid blocking the hypothesized causal pathway. To avoid 

over-adjustment, multicollinearity was assessed using variance inflation factors and Pearson 

correlation for each variable pair. The fully adjusted model was considered the least biased 

model, and a backwards elimination, change-in-estimate approach was used where inclusion of 

confounders was based on change in confidence limit ratios (a prior >0.01) observed in 

comparison to a change in estimate (a priori >0.05).  

 Given high levels of child removal and intergenerational family separation among 

Indigenous women, effect measure modification by Indigenous identity and history of removal 
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from own parents were assessed using stratum-specific odds ratios with 95% Cis (Tables 3 and 

9) and the Quasi-likelihood Information Criteria to compare the fully-adjusted main effects 

model and reduced models. All analyses were performed using SAS (version 9.4; SAS Institute, 

Cary, NC).  

Results 

 Baseline characteristics of the sample are shown in Table 1. Of 466 mothers, 180 (38.6%) 

experienced the exposure of involuntary child removal. Women who experienced child removal 

were more than twice as likely to have a history of removal from their parents (51.1% vs. 

19.2%). They were also more likely to be Indigenous women, to be younger, to be born in 

Canada, to have elevated levels of childhood trauma, to have not completed high school, and to 

have a mental health diagnosis. Further, in the last 6-months they were more likely to have 

residential instability, to have done street-based sex work, to have used injection or non-injection 

drugs, and to have experienced physical and/or sexual violence by clients or intimate partners. 

 As previously documented,(19) Indigenous mothers (n=173) in the sample were more 

than twice as likely to have experienced child removal compared to non-Indigenous women 

(60.7% vs. 25.6%), and were more than three times as likely to have experienced 

intergenerational family separation (34.7% vs. 10.9%). Sixty percent of all Indigenous women in 

our sample further had a family member who attended Residential School, and among these, 

three-quarters also experienced intergenerational family separation through the child protection 

system (themselves as children and their own children). Across all characteristics described, 

Indigenous women were also more likely be structurally and socially marginalized, including a 

higher likelihood of being street-based workers, and to have experienced residential instability, 

and physical and sexual violence. 
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 Table 2 shows the relationship between child removal and women’s self-rated health in a 

crude model and multivariable adjusted model. In the adjusted model, women who experienced 

child removal had increased odds (OR 1.50, 95% CI 1.04, 2.16) of poorer health compared to 

women who did not. Sensitivity analyses of the number of children removed and the number of 

times removals occurred were not associated with worsened health (Appendix E, F). 

 In effect modification analyses by Indigenous status, the relationship between child 

removal and self-rated health was similar for both Indigenous and non-Indigenous women 

(Appendix G). When child removal and history of removal from one’s own parents were 

considered as joint exposures, each experience individually was associated with worse self-rated 

health and the combination of the two was associated with the worst health (OR 2.04, 95% CI 

1.27, 3.27) (Table 3). 

Discussion 

Using prospectively collected data on sex workers in Vancouver (Canada), we found that 

women’s prior experience of involuntary child removal was associated with poorer self-rated 

health over the study follow-up period. This relationship was attenuated but remained significant 

after adjustment for individual, interpersonal and structural-level risk factors, highlighting their 

potential explanatory and mediating influences. We also found some evidence that the joint 

intergenerational effect of child removal and history of removal from one’s parents was 

associated with a higher burden of poor health.  

Results indicate that child removal may be an important life course exposure, and one 

where traumatic stress from these events may affect women for years, activating a plausible 

“weathering” effect on their health, and, as shown in previous research, increased risk of 

mortality.(107) This adverse exposure may also increase likelihood of other stressful events, 
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such as loss of income and housing instability,(98,108) which are also well-established as having 

deleterious effects on health. Results support earlier studies with mothers who are sex workers 

documenting the aftermath of child removal as characterized by worsened mental health and 

increased drug use (19,20,24) while also extending this literature by formally assessing the 

relationship between child removal and health status in this population. Together, these findings 

are compatible with the theory that child removal can be a widely disruptive life event conferring 

additional health and social-structural disadvantages to sex workers, and, as shown in our study, 

poorer self-rated health over time.                        

 The odds of poorer self-rated health was greatest for women facing two generations of 

child removal, a majority of whom were Indigenous sex workers. Descriptive results showed 

extremely high prevalence of family separation among Indigenous women, which in some cases 

spanned three or more generations, including removal from biological parents and familial 

attendance at Residential School. This finding supports earlier research on diminished wellbeing 

of second generation mothers involved in the child protection system,(113) and adds to a 

growing evidence base positioning this system as a vector of colonization, that is inseparable 

from other forms of colonial dispossession, including loss of lands and culture, and inequitable 

provisions of housing, food, income, and health services.(80,118) This finding also suggests that 

intergenerational child removal may have a larger cumulative influence on life course health 

trajectories than each generation individually, and thus supports the likelihood of family 

separation being more adversely consequential for the health of Indigenous women (compared to 

non-Indigenous women) due to well-documented cumulative losses they face.(141) Similar to 

the established association between attendance at Residential School and poorer health among 

Indigenous peoples, our results suggest the current child protection system also has important 
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implications for population-level health disparities between Indigenous and non-Indigenous 

peoples, of which the extent and impact requires attention.                                                            

 Our findings support the salience of initiatives to preserve families and prevent child 

removal among marginalized women, such as efforts to promote positive parenting experiences 

from birth.  These include ‘rooming-in’ hospital-based programs for mothers with drug-exposed 

newborns, which have been shown to decrease lengths of stay of newborns, increase maternal 

custody of infants at discharge,(163)  and reduce hospital expenditures.(164) The sheer 

magnitude of this exposure among sex workers in our study also highlights the need for tailored 

services for marginalized mothers, including sex worker-led family support and preservation 

services, including systemic advocacy to prevent child removal, and in cases of removal, post-

removal health, legal, and social supports. Further, the disproportionately high number of 

Indigenous sex workers dealing with child removal, and intergenerational family separation, 

greatly emphasize the need to challenge colonial structures, and ensure development of 

Indigenous sex worker-led pregnancy and parenting services, including culturally safe birthing 

services and family-centered housing.  

Limitations 

Our study adds to existing literature on child removal and women’s health by expanding 

its scope to mothers who are sex workers, an understudied and high priority population. Other 

strengths include being among the first known studies to apply quantitative methods to the 

relationship between child removal and health, and to conduct a comparison of health status 

between first-generation and second-generation women involved in the child protection system. 

Our findings, however, must be interpreted within the limitations of the study design. First, a 

primary limitation is that we were not able to establish temporal ordering of self-rated health 
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status pre- and post-child removal to accurately assess causality, nor could we ascertain specific 

reasons for child removal, and whether these were associated with health status. Second, while 

we had acceptable data on child removal, we did not have data on event timing and could not 

account for how time-lapse since the event may differentially affect health. Third, we could not 

assess current status of mother-child relationship, including whether reunification had occurred 

following events of removal.  Fourth, measurement inaccuracy of variables is also a limitation 

due to poor recall, a wish for privacy, or other reasons, however, good rapport with the AESHA 

interview staff may minimize social desirability bias. 

Conclusion 

Our findings echo calls for researchers to take account of the effects of the child 

protection system in the patterning of health among marginalized populations, including 

attention to how social and health inequities may be both causes and consequences of encounters 

with this system. Having prior exposure to family separation through the child protection system 

was found to be associated with poorer health among mothers in our study, that were further 

worsened when family separation spanned two generations. To reduce these disparities, findings 

underscore the need to develop sex worker and Indigenous-led services to prevent child removal 

and preserve families, as well as tailored health and social supports for those separated from their 

children. Mothers who were removed from their parents in childhood should be provided with 

additional supports to prevent their own children from being removed.
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Table 2: Odds ratios for association of involuntary child removal with current poor/fair 
self-rated health among women sex workers in AESHA Cohort Study, 2010-2015. 

  Crude Model    Adjusted Model†   
  OR       95% CI  OR       95% CI 
 Involuntary child removal        

    No 1.00 ref.  1.00 ref. 
    Yes 1.98 1.47, 2.67   1.50 1.04, 2.16 
            
†Adjusted for:  age, education, Indigenous identity, childhood history of removal from 
parents, childhood trauma, sexual or physical violence by a client or partner, housing 
status, injection or non-injection drug use, material support from social network and place 
of solicitation.                                                                                                                                                                                                                                                                                               
Note: Both models use Proc Genmod with a logit-link. 
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Table 3: Odds ratios (OR) for joint effect of having involuntary child removal and 
childhood history of removal from parents on current poor/fair self-rated health among 
women sex workers, AESHA Cohort Study, 2010-2015. 
  n  OR†            95% CI No childhood history of removal from parents       
    No involuntary child removal 225 1.00 ref. 
    Involuntary child removal 80 1.56  0.95, 2.57 
        
Childhood history of removal from parents       
    No involuntary child removal 55 1.41 0.81, 2.46 
    Involuntary child removal 92 2.04 1.27, 3.27 
        
Adjusted for:  age, education, Indigenous identity, childhood trauma, sexual or physical 
violence by a client or partner, housing status, injection or non-injection drug use, 
material support from social network and place of solicitation.                                                                                                                                                                                                                                                                                               
Note: Model uses Proc Genmod with a logit-link. 
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CHAPTER 4: HEALTH CONSEQUENCES OF MOTHER-CHILD SEPARATION 
AMONG MARGINALIZED WOMEN SEX WORKERS: CONSIDERING 

TRAJECTORIES, MECHANISMS, AND RESILIENCIES. 
 
 The child protection system can be a highly consequential social institution for 

marginalized mothers, who amid intersecting forces of poverty, racism, colonialism, and 

criminalization, often face temporary or permanent termination of parental 

rights.(19,21,23,25,30,165) While to date, an established body of scholarship has shown a mix of 

effects of involuntary removal on the social and health outcomes of children placed out-of-

home,(88,93,94,156) there has been limited assessment of its impacts on birth mothers;(12,110) 

virtually all of whom are poor and thus already face a health disadvantage. Aiming to think more 

expansively about this institution through its health influences on marginalized mothers, this 

paper considers how event of mother-child separation were perceived as affecting trajectories of 

health and wellbeing in a Canadian sample of street-based sex workers, a majority of whom were 

Indigenous women and have faced intergenerational separation of their families.  

Background 

 Across industrialized jurisdictions, the majority of street-involved sex workers are of 

reproductive age and have children,(19) yet their reproductive health and parenting experiences 

are rarely documented in research, and there is little understanding of how these domains interact 

with social institutions, such as the child protection system. Inattention to these issues has 

broadly obscured the conflicts that sex workers can encounter with cultural norms of mothering, 

and the consequences of their sociolegal and moral framings as fundamentally risky and 
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dangerous to their children.(23,72) Sex workers face high levels of stigmatization as 

mothers,(23,25) as they contend with “society’s diametrically opposed perceptions of sex worker 

and ‘good mother’ (Dodsworth, 2012, p.1)’”;(20) ‘dual identities’, which may be further harder 

to navigate when women are working out of economic necessity.(23,76) The stigma facing this 

population can also be compounded by criminalization of sex work, the dominant public policy 

approach to the sex industry, which confers additional risks to mothers of being “discovered” as 

a sex worker, and in turn, can create barriers to health, social support, and legal services for 

themselves and their children.(20,73,77) Moreover, these challenges are complicated by the 

numerous structural and interpersonal inequalities that sex workers are often facing, such as 

poverty, low social support, racism, and colonialism, which can severely limit access to positive 

maternal identities.(19,23,78)  

 Given these multiple barriers, women sex workers frequently contend with a formidable 

fear of losing child custody,(20,24,79) and several North American studies point to a high 

burden of this form of loss in this population.(19,25,26,28,29) For sex workers, some evidence 

suggests this may also more commonly reflect an intergenerational cycle of family separation, 

whereby women facing the removal of their own child(ren) are also likely to have been removed 

from their parents as children.(19,30) Dewey et al. (2018) articulate this as a consequence of 

intergenerational poverty, revealing how the ‘shared precarities’ both prevalent in the lives of 

mothers and their biological families, can substantially increase challenges encountered by sex 

workers in the child protection system, elevating likelihood of child removal and of long term 

separation.(23) In a Canadian study by Duff et al.,(2014) sex workers who had themselves been 

removed from parents by child protection showed a 48% increased odds in subsequently having 

their own children removed. This study also identified markedly higher intergenerational family 
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separation among Indigenous sex workers; a phenomenon that is widely recognized as 

inseparable from ongoing colonial policies in Canada, which also have been closely linked to the 

overrepresentation of Indigenous women in street-based sex work.(82,158) 

 Colonialism and intergenerational family separation are closely interconnected for 

Indigenous sex workers in several colonial jurisdictions (i.e., Canada, the United States, 

Australia, and New Zealand), where previous research shows an extremely high burden of child 

protection interventions in this population.(19,79,166) This pattern is also reflective of the wider 

experience of Indigenous peoples and longstanding colonial policies targeting their families. In 

Canada, these practices began the arrival of Europeans and the genocidal policies of the 

Residential School System, which for almost 400 years, sanctioned the forced removal of 

150,000 Indigenous children as young as 3 years old from their parents and communities.(80) 

This System was eventually replaced beginning in the 1960s through 1980s by state-led 

initiatives of forced adoption of thousands of Indigenous children into White families (known as 

the ‘Sixties Scoop’), followed by its latest iteration, known as the ‘Millenium Scoop’,(167) 

observed in the significant over-representation of Indigenous children in foster care, where they 

presently comprise over 50% of foster care children under 4 years, despite accounting for only 

7% of Canada’s child population.(168) More broadly, the generations of forced family separation 

have also reinforced and made less repressible other forms of colonial violence towards 

Indigenous peoples that have targeted Indigenous lands, culture, and sovereignty, which further 

act to deeply undermine the health and livelihoods of Indigenous peoples.(141,151)  In 

discussions of the health impacts of colonial family separation policies, it is also instructive to 

recognize that while Indigenous communities and scholars have precisely articulated historical 

and current traumas related to forced separation and relocation of families, as key factors 
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impacting wellbeing,(141,169,170) many of the historically-sourced health burdens they face 

have yet to be documented in the indexed health literature, which still systematically prioritizes 

non-Indigenous voices.(171) Thus, while a few population health studies have examined the role 

of the Residential School System and Indigenous peoples’ health,(123,125) little health research 

focused on Indigenous peoples has expanded the scope to consider health impacts of family 

separation occurring through the current child protection system.  

	 Looking to previous scholarship on family separation and health in the general 

population, a growing literature on health impacts of state-ordered child removal points to a 

strong eroding effect on maternal health. with studies reporting elevated mental distress, 

including grief, suicidality, depression, anxiety, trauma, increased substance use, and 

deteriorating physical health.(97,99,100,106,108) Alongside these effects, some studies have 

also pointed to heightened social-structural disadvantages, such as loss of housing, income and 

social support.(98,99,103,108) Notably, in one population-based study examining economic 

trajectories among child protection-involved parents, results showed two-thirds of parents lost 

employment and cash assistance benefits in the aftermath of losing custody of their children, 

suggesting that these collateral losses are considerable barriers to family reunification.(98) 

 Among mothers who are sex workers, the majority of previous studies reporting on 

experiences of child custody loss have been limited to the experiences of street-based sex 

workers, and have only tangentially focused on health experiences following these losses. In this 

literature, custody loss is often depicted as contributing to elevated drug use and mental 

distress,(20,22–24,78,83) as well as increased street-based sex work, previously identified as a 

key strategy for women to finance increased use of illicit drugs needed to cope with pronounced 

mental distress.(22,23) While together these insights point to events of family separation as 
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having deleterious influences on the lives of sex workers, they have not explicitly examined 

these events through a health frame, nor systematically addressed how and to what extent this 

form of institutional intervention may activate health vulnerabilities in this population.  

 To address this knowledge gap, this study aimed, first, to improve understanding of the 

unique health consequences of mother-child separation through the child protection system on 

women sex workers, and second, to elaborate on how women’s trajectories of health were altered 

by these events.  

Methods	

Theoretical framework 

The present study recognizes the case of the child protection system and the nature of its 

influences on maternal health as an undertheorized and emerging literature, which in the US-

Canadian context is predominantly reflective of the experiences of poor women who are Black or 

Indigenous. In order to provide a more complex picture of women’s experiences of family 

separation and how they may engender different health responses, our study applied a theoretical 

framework combining critical approaches from feminist and post-colonial perspectives to guide 

domains of inquiry and analysis.     

Grounded in a feminist perspective, our study privileges mothers’ perspectives and 

expertise on their experiences with the child protection system, seeking to elicit accounts of the 

health consequences of this systems on their terms, and to remedy what Runyan (2018) describes 

as a longstanding “gaze aversion” to the health implications of this system for women.(12) 

Putting forward an interrelated understanding of the personal and structural, central to a critical 

feminist health perspective,(172) we consider how social, economic, historical and racial 

positionalities of women in our study combine to differentially alter their institutional 
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interactions and health experiences.(173) Through this lens, we also engage with how maternal 

subjectivities are negotiated in women’s attempts to exist as mothers, both vis-à-vis the dominant 

norms of motherhood and within discourses of personal responsibility.(174,175)  

 We further situate our study in a postcolonial perspective, which offers a critical 

interpretive lens through which to analyze the foundational role of ongoing colonial relations in 

shaping Indigenous women’s experiences of motherhood.  From this orientation, we  do not 

separate colonial history and contemporary neo-colonialism, but rather conceptualize their 

continuities and the evolution of colonization as shaping present-day realities of Indigenous and 

non-Indigenous peoples, as well as Indigenous resistance struggles.(137,140) From this 

perspective, the cycle of Indigenous family separation and undermining of Indigenous 

motherhood is understood as a central modality of colonial power, through which other forms of 

colonial violence to dispossess Indigenous peoples of their lands and sovereignty are sustained 

and expanded.(116,119,122)  

Recruitment and sample 

 We recruited interview participants from An Evaluation of Sex Workers Health Access 

(AESHA) Study. AESHA is a longitudinal, community-based prospective cohort study of street 

and off-street women sex workers in Vancouver, Canada. AESHA builds on longstanding and 

ongoing collaborations with sex work agencies in the city of Vancouver dating back to 

2005.(159) AESHA cohort members complete semi-annual interviewer-administered 

questionnaires and HIV/STI/HCV testing, assessing a range of socio-demographic 

characteristics, sex work patterns, drug use patterns, physical work environments, 

social/interpersonal environment, and structural environmental factors, and geographic data. 

Individuals who self-identify as women are 14 years and older, have exchanged sex for money in 
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last 30 days, and provide written informed consent are eligible for inclusion in the cohort study.  

 Between November 2016 and May 2017, participants in the AESHA cohort who were 18 

years or older, had experienced short or long-term custody loss of children, were women and 

were able to speak English were eligible to participate in the current study. Eligible participants 

were provided information about the qualitative study via phone and face-to-face encounters in 

street outreach and semi-annual interviews with the AESHA peer research outreach team and 

interview staff. 

 We conducted in-depth, semi-structured interviews with a purposive sample of 31 

AESHA cohort members who had different profiles with regard to race/ethnicity (i.e., 

Indigenous, White), age, terms of separation from children, and current parenting status. Since a 

majority of the AESHA study’s population who experienced child custody loss are Indigenous 

women (58%) and Indigenous peoples are to a great extent disproportionately intervened upon 

by child protective services in Canada, we aimed to have this population represent approximately 

60% of our total sample. This strategy enabled both a fuller understanding of Indigenous 

women’s lived experiences across different contexts, and more meaningful comparisons to White 

participants.  

Data collection and analysis 

 Interviews were conducted from November 2016 to May 2017 in a private space at one 

of two AESHA community offices in Vancouver. Participants were interviewed by KSK, a 

White PhD candidate with a decade of community work experience with women who have lost 

custody of their children in another Canadian city, or FR, an Indigenous researcher and former 

sex worker with longstanding community ties to neighborhoods where many study participants 

reside. In the pilot-testing phase, seven interviews were conducted by two interviewers, 
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including co-author AK, to assess clarity, length, and participant feedback on interview guide. 

Based on pilot interviews, minor changes were incorporated into the final version of interview 

guide.  

 Given the sensitive nature of the research topic, participants were invited to participate 

anonymously by electing to use a pseudonym when signing consent. All participants provided 

informed consent and were remunerated with a CAD $30 honorarium.  

 The interview guide was developed based on existing literature, knowledge from the 

research team, and in collaboration with community partners. The guide included four 

overarching threads of inquiry, asking participants to retrospectively describe experiences of: 1) 

pregnancy; 2) parenting; 3) child custody loss; and 4) stigma and discrimination encountered 

through these experiences. In all interviews, participants were encouraged to exert control over 

what information was shared (or not), and at what length, with the goal of eliciting women’s 

perspectives and accounts on their terms. For some of the questions relating to influences of 

child custody loss on women’s health, all participants, if desired, were provided coloured pencil 

crayons and visual representations of a Medicine Wheel (an Indigenous approach to holistic 

health and wellness) and a tree in various stages of growth. These served as alternative 

modalities for participants to narrate dimensions of their health experiences without imposing a 

chronological form. This non-linear approach can be especially useful with the multilayered and 

fragmented aspects of traumatic experiences.(176) Interviews lasted between 20 and 170 minutes 

(average length was 55 minutes), were audio-recorded, transcribed verbatim and checked for 

accuracy with audio recordings.  

Our analysis drew on our critical feminist and post-colonial theoretical framework as a 

point of departure and aimed to understand the consequences of events of mother-child 
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separation on sex workers’s health, including identifying factors that influenced trajectories over 

time. Through examination of trajectories, we aimed to call attention to how retrospective 

accounts of past losses are extended forward into women’s present-day lives, including the 

mechanisms through which health status were exacerbated or mitigated over time to impact 

health. An iterative analysis process began concurrently with data collection. Immediately 

following interviews, KSK and FR wrote field notes to summarize interview content  and 

themes. KSK then read each transcript and wrote brief analytic summaries of interviews to 

explore key features of cases and apply a timeline/chronological order to each.(177) A list of 

codes was developed by the research team based on key themes that were generated deductively 

based on our critical feminist and post-colonial theoretical framework, the research objectives, 

and topics covered by interview guide. The coding framework included 22 broad higher-level 

codes (e.g., “interactions with child protection”, “parent-child separation”) as well as specific 

descriptive codes (e.g., “events of child removal”, “post separation stigma”), attributive codes 

(e.g., “post separation downward cascade”), and codes to capture unique experiences of 

Indigenous participants (e.g., “Indigenous family separation”, “stigma for Indigenous mothers”). 

Several inductive codes were also derived by KSK during preliminary reading of transcripts and 

writing of analytic summaries and these were discussed with members of the AESHA research 

team (FR and AK) who participated in preliminary reading of transcripts. All transcripts were 

coded by KSK using ATLAS.ti 8. 

Following coding, we generated code reports in ATLAS.ti reflecting all codes related to 

child custody loss and its consequences, including co-occurrence of codes. Using data from these 

reports and narrative summaries, KSK then developed case-by-case comparison tables to classify 

coded data into categories reflecting thematic areas of interest related to women’s interactions 
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with child protective services, health consequences of separation, trajectories pre and post loss. 

At this stage, the analysis advanced beyond thematic description to interpretive connections 

between personal narrative, historical contingencies, and larger social structural arrangements.  

 Quotes by study participants are reported using pseudonyms. The study holds ethical 

approval by the Providence Healthcare/University of British of Colombia Research Ethics 

Boards, and from the Institutional Review Board at the University of North Carolina at Chapel 

Hill, where KSK was a doctoral student at the time of the research. 

Results 

 Our sample consisted of 31 women, of which 27 (87%) had experienced termination of 

parental rights of one or more children. The median age of participants was 43 years (range 27-

56 years). Nineteen women (61%) identified as Indigenous (First Nations and Métis) and 12 

(39%) as White. Seventeen participants (55%) reported currently financially supporting 

themselves through street-based sex work and informal indoor sex work with regulars, while the 

others did not report sex work at time of interview. All women were born in Canada, lived within 

the severe constraints of poverty, had a history of drug use, previously or currently did sex work 

in street-based or informal indoor settings, and received limited income assistance through 

government social and disability schemes. Over half of participants (55%) resided in 

public/government or supportive housing, 5 (16%) lived in private apartments/houses, 5 (16%) 

were housed in single-room occupancy hotels, and 4 (13%) were homeless. Five participants 

(16%) were currently parenting 1 or more children. Thirteen women (42%) reported 

intergenerational family separation through child protective services. Among those reporting 

intergenerational family separation, eleven women (85%) were Indigenous. Four (13%) 

participants reported tragic deaths of children due to suicide, violence, or drug overdose. All of 
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these participants were Indigenous, including two mothers who had each lost two children. 

Though the conditions through which children were removed or relinquished from women’s care 

are not the focus of this analysis, below we briefly consider factors deemed most consequential 

leading up to events of mother-child separation.   

 Women’s accounts of how the child protection system became involved in their lives 

foreground intersecting historic and institutional barriers faced, which for some Indigenous 

women were described as beginning before birth, marking a continuity of forced family 

separation across generations. Almost unanimously, multiple dimensions of poverty pervaded 

women’s contexts of separation from children, and for almost half of participants, unsuitable 

housing was a key factor in this struggle. Contexts of separation also notably occurred in ways 

that blurred boundaries between the past and present. For example, historical removal from one’s 

own parents, past evidence of drug use or sex work, or having previously lost custody of children 

were viewed as part of the system’s etiology of ‘risky’ parenting. In women’s narratives, drug 

use, either past or present (or suspected), was most often judged to be the determinable failing 

point by the system, and the overarching target that motivated intervention. Though several 

women described doing sex work while pregnant or parenting, their sex work status remained 

mostly covert in interactions with the system. Overwhelmingly, when describing occurrence of 

child custody loss, participants contested grounds of separation as involuntary, with the 

exception of a few women who considered separations as reasonable based on circumstances 

they deemed unsuitable for parenting due to resource constraints, an internal discrediting of 

themselves as mothers, or both.   

 Four trajectories are described below categorizing the broad patterns in how events of 

mother-child separation influenced the course of women’s health and lives. These include: 1) 
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mental distress; 2) intensifying poverty; 3) social displacement; and 4) caretaking and family 

regeneration. Each trajectory is described in more detail below. 

Mental distress 

  Women articulated extreme mental distress following separation from their children, 

including a few participants who spoke of contemplating or attempting suicide. Describing their 

mental health, some participants referred to diagnoses of “post-traumatic stress” and 

“depression”, but more often ‘distress’ was articulated beyond medical framings in metaphors 

and affective states of loss, grief, sadness, and anger.  

 In the early days following family separation, the sudden absence of children as the 

central vocal point of women’s lives and routines was described as conferring an unbearable 

‘void’ for mothers. Nina (Indigenous, 42 years) explained this as an ‘emptiness’, which she later 

noted as prompting the onset of an anxiety condition: “It’s really hard…. you feel so empty… a 

piece of you is gone.” For some participants this ‘void’ was described as a dimension of ‘life-

ending’, having a profound effect on how women related to their wellbeing and day-to-day 

living. Ginelle (Indigenous, 31 years) spoke of the devastation in terms of forgetting the basic 

skills of “how it was to live” and look after herself:  

 

Um, never slept, never showered, never ate, never had any self-care. Like I lost all my life 

skills. Like- as so much as, when I’d go to the shelter I’d leave my plates and my bowls 

everywhere. Because I just forgot how it was to live. Yeah. Yeah. So spiritually, I don’t 

think even think I had a spirit to be honest. You know I totally lost it. Everything. 
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Similarly, Brenda (Indigenous, 48 years) emphasized the significance of this family disruption as 

being severely destabilizing, greatly affecting her sense of purpose and relationships with the 

past, present, and future; temporalities which previously were all deeply interconnected with her 

children. In recalling the health consequences of this period, she described starting again to use 

drugs, and a dire reality where she was just barely ‘clinging to life’: 

 

I didn’t start using again until after they got taken away. They were my life. I, I[‘d] never go 

anywhere except for those times I went out of town, away from them. The longest I’d be 

away from them is to go to bingo. [...] It affected my whole life. [...] I had nothing. I was 

barely clinging to life.  

 

Also referring to the unbearable present following the loss of her four young daughters, Kathi 

(White, 54 years) remarked how the losses were also a loss of all valued aspects of her life, 

prompting a fundamental shift in how she cared about herself and her wellbeing: “My kids were 

my life. You know. To the point that [once they were gone] I just, started – I didn’t care if I lived 

or died, to tell you the truth.” In another account, Tina (White, 36 years) provided a similar 

example of indifference toward her wellbeing and safety in the context of sex work: 

 

My sex work got more careless, and lot more frequent. [...]Oh I’ve always been, like pretty 

careful about condom use, but I just mean like, [I would]be in high risk situations. Not really 

caring if I lived or died.  

In this case, the consequences of ‘not caring’ also carried risks as a sex worker, increasing Tina’s 

vulnerability to violence and related occupational harms. 
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Women’s narrations of how separation affected their health was most commonly described 

in reference to increased drug and alcohol use as a direct response to profound mental distress. 

Women equated their drug use with a desire to forget, serving the critical functionality of being 

able to live with the burden of their losses. As Margo (Indigenous, 50 years) reflected, the 

escalation of drinking after the loss of her child marked an urgency to numb and dissociate: “It 

was just a lot of drinking. Lots of escaping. Just not wanting [to feel] – Disassociation, right?” In 

another narrative, Amanda (Indigenous, 40 years) provided an example of initiating drug use for 

the first time in the aftermath of losing her children, in order to deal with the intense emotional 

pain: “[Loss of my children] is what got me into drugs, and ‘cause I couldn’t figure out how [to 

manage] the pain.” 

During this period, how women used drugs (including drug dose and physical setting) and 

the safety of drugs (especially in an unregulated illicit drug market) also mattered for health, and, 

in some cases, women described conditions of heightened risk for overdose. For example, 

Ginelle (Indigenous, 31 years), explained how during the extreme hardship of this period, she 

was more likely to use alone, use more frequently, and did not take time to check her drugs; clear 

risk indicators for overdose and other drug-related health adversities:  

 
…The increase of using by myself. The increase of drug use. I would never double check 

whether if it really was that or this or that, I would just do it. You know because, oh there, 

that pain’s surfacing. I need to do it now. So yeah there was lot of risk. 

  
Notably, the etiology of mental distress following separation was also inseparable from women’s 

institutional histories. Among Indigenous participants, the loss of children marked a devastating 

continuity of forced family separation directly linked to ongoing colonialism.(4) In the example 
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of  Victoria (Indigenous, 38 years) the chronicity of family disruption was reflected over four 

generations. Her grandmother was removed from her family to attend Residential School, her 

mother was taken as a young child and put in a Catholic boarding school, and she had been taken 

from her kindergarten classroom by social worker and eventually moved between 57 different 

foster homes. When Victoria’s first-born child was removed at birth, the intolerable possibility of 

a similar cycle of foster care to hers repeating itself in her daughter’s life added considerably to 

her mental distress. This distress, coupled with despair that she would likely never regain 

parental rights, led to her intentional withdrawal from custody proceedings, opting instead to 

have her daughter adopted, which in her mind was the safest option given risks inherent in long-

term foster care. For the small number of women who expressed experiencing physical and 

sexual abuse in foster care as children, all of whom were Indigenous, the reality of their children 

going into this same system and risking the same trauma also produced significant mental 

distress during this period. In the example of Margo (Indigenous, 50 years), she described 

reluctantly not pursuing a custody battle with her daughter’s father, viewing this as an 

excruciatingly hard but necessary risk minimizing strategy, to keep her daughter out of the 

system and harm’s way. 

For several participants, dimensions of heightened mental distress and increased drug use 

was also described in bodily experiences of declining health, including weight loss, lack of 

appetite, and insomnia. As explained by Tina (White, 36 years), severe mental distress and 

increased drug use over the past 10 years since losing her four children contributed directly to 

her poorer physical health: 

Well, I think that probably the drug use goes with the mental health, which affected my 

physical health, but I guess that’s probably the only way […] the drugs have taken a toll on 
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me physically, but […] um I think the depression probably affected sleeping and eating. Like 

making me not sleep, and not wanna eat and stuff,  

A couple women also spoke of this experience with their children as linked to chronic conditions 

such as fibromyalgia, and what Pamela (Indigenous, 33 years) abstractly termed to be a form of 

“physical sadness”.  

Guilt, regret, and shame were also sources of mental distress expressed in some narratives, 

wherein women usually positioned themselves as the ‘problem’, and their own individual actions 

as the basis for separations. Below, Alice (Indigenous, 56 years) described the far-reaching 

manifestations of this internalized stigma in her day-to-day life and mental health:  

 
I guess self-acceptance and a feeling of failure as a mom, as a provider. … I had to go on uh 

anti-depressants. I’ve been on them ever since and if I go off and if I, try to wean myself off 

and not be, it’s just all the guilt and all the emotions when you were- I could’ve done this 

differently or I should’ve done that and, you feel a lot a of guilt. 

 

This self-censuring paralleled women’s sense of failure to achieve dominant norms of mothering, 

enacting additional forms of disciplining for poor ‘self-management’ of women’s 

circumstances.(174) For Indigenous participants, this self-censuring and internalized stigma 

within families also brings attention to how colonialism is carried in bodies, and, in the words of 

Fanon (1952), “works on and through the psyche [and] infuses everyday relationships”.(139) 

Intensifying poverty 

 Beyond the severe toll of mental distress and related poor health, child custody loss also 

affected the social spheres of sex workers’ lives, most evident in their intensifying poverty, 

which also contributed to increased health risks and worsening health. While there were several 
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participants who were in very marginal social positions prior to losing their children, making the 

increase in socioeconomic disadvantage not as readily detectable, almost two-thirds of study 

participants described heightened poverty following losses of children. The downward trajectory 

was most commonly observed in accounts of increased homelessness and street-involvement, 

which in addition to posing threats to health, also added considerably to women’s internal 

discrediting of themselves as mothers, recalled as further limiting their abilities to work 

productively within the system to contest losses and address their families’ needs. Significantly, 

the intensification of poverty was highest for Indigenous participants, who, compared to White 

participants, more often became homeless and reliant on street economies following child loss. 

 Housing loss and residential instability was experienced by just under half of participants, 

among whom almost all (n=10) became homeless. Reflecting on this period, women articulated 

several barriers to maintaining housing. For example, a few participants in subsidized housing 

described losing their homes because they no longer qualified to live in them without their 

children.  A few other women identified being ostracized in remote communities due to 

family/custody issues and forced to relocate to the city with few resources to adequately house 

themselves. In another example, Desi (White, 34 years) recalled how she could not return to the 

new apartment she had recently set up for her and her 3-year-old son, because the memories and 

his belongings would be too emotionally triggering. She expressed going “totally went off the 

deep end” following the separation, losing her apartment and facing prolonged homelessness of 

several years during which she did not see her son. After losing her two daughters, Alice 

(Indigenous, 56 years) recalled a similar downward cascade, whereby several dimensions of her 

quality of life and wellbeing, including her employment and housing, were negatively affected: 
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The mental health aspect of it was really, really hard. Um, it was hard to go to work every 

day and, keep my head up and um, you know, so I delved into[it]. Every time I got paid I 

started smoking crack and I started drinking a lot and uh, I lost my BC Housing. We had a 

beautiful townhouse two-bedroom home at [location] in Vancouver. And so I lost that and 

um ended up homeless for a while and sleeping on couches and, I ended up uh at [a shelter]. 

 

 Increased or newfound street-involvement following custody loss was a second indicator 

of women’s intensifying poverty, recalled by almost half of participant (n=12) as occurring both 

alongside or independent from housing instability. Among a few women, street-involvement also 

prompted initiation into sex work, while for other participants who had already worked, some 

reported increased sex work during this period to cover costs of increased drug use. In one 

example, a participant described how her financial hardship during this period also constrained 

her decision to use condoms with clients. This rare instance of increased HIV vulnerability, 

however, stood out in contrast to most women’s experiences, which pointed to increased street-

based sex work and its inherent structural risks (i.e., violence), as the main drivers of their 

increased health vulnerability. Describing some of the ways her health was affected during this 

period, Christie (Indigenous, 51 years) spoke about how the combination of being out on the 

street, the lack of care for her wellbeing, and her increased drug use, played a catalyzing role in 

her increasing health vulnerability: 

 

After I had the kids [taken away] and I was out on the street it didn’t matter you know. 

Cause they were gone. And I was alone and, you know [I] just didn’t care, you know. … I 



 56 

was uh, grieving for my kids, and I wanted to stay high all the time. […] I’d just go out and 

you know, whoever picked me up is, I’d just see dollar signs, that was it, you know.   

 

Social displacement  

Displacement from social support, as necessary resources for health, was another trajectory 

influencing sex workers’ health following loss of child custody. For almost one-third of women, 

the loss of their children was coupled with the loss of other close relationships. These losses 

created barriers for women both to rebuilding their lives and in coping with the significant 

mental distress and increased disadvantage faced. In one example, Brenda (Indigenous, 48 years) 

emphasized how her isolation was linked to her increased drug use during this period, which she 

felt a lot of stigma and shame around, and which prompted her to cut ties to her family (who 

were caring for her sons), deepening her feelings that she could no longer pursue any meaningful 

relationships. For Alice (Indigenous, 56 years), who attributed the severe isolation she faced to 

the shame of having lost her two daughters, there was also the belief that she was not deserving 

of any happiness, thus also precluding the possibility of pursuing intimate relationships:  

 
My family I was too ashamed to talk to them. I didn’t have any intimate partners because I 

didn’t deserve to be happy. […]  Yeah. So I was, alone, alone, alone. 

 

In the next passage, Ginelle (Indigenous, 31 years) provided a somewhat broader view, 

expressing how the shame and mental distress following loss of her daughter infused several 

areas of her life, including her relationship to her partner: 
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Emotionally, emotionally I was just a wreck. I had a lot of, self-hate. I was really ashamed, 

to say okay I’ve lost my children. I’d just always say, oh they’re staying with family. So, I’d 

never actually speak the truth. […] with my hus- my ex-husband um, we started cheating on 

each other, hurting each other, beating each other. You know. Throwing things out that 

belonged that were so sentimental, like hurting. Like, mentally and physically hurting each 

other and it’s … We stayed alone. Do you know what I’m saying? Like we would just stay in 

our little room. All the time. 

 

In this narrative, Ginelle also sheds light on conditions of intimate partner violence by her child’s 

father, identifying this negative consequence as another potential source of hardship and health 

disadvantage for mothers during this period. 

Significantly, we did not encounter a single narrative where women felt adequately supported 

either in the short or long-term aftermath of being separated from their children. Stigma and 

shame were key features articulated as undermining women’s access to supportive relationships 

during this period. The negotiation of stigma was particularly evident in women’s narratives of 

the system’s institutional practices, which in some examples were described as reinforcing 

women’s sense of inevitable failure, adding further momentum to the burden of mental distress 

and decisions to withdrawal or disengage from services:  

 

Mentally it was just, it was so much stress. Cause like they weren’t working with me. They 

were doing everything they could, um to tear, tear us apart and, um, it was like-It was awful. 

Like I felt like I had nobody on my side. […]Like, if I if I coulda got a different worker maybe, 

things mighta came out different but um. I just gave up (Sara, White, 54 years).  



 58 

 

In the case of Mary (Indigenous, 34 years), relinquishing parental rights to her newborn at the 

hospital was a strategy to protect herself, both from the inevitable systemic stigma she feared 

facing because of her sex work and drug use, but also from the emotional “heartbreak” of 

bonding with and then losing her son. Reflecting on this below, she pointed out how the absence 

of critical support constrained this decision, giving her “no choice” but to disengage:	

		

I wanted them to know that I’m giving him up because I have no choice, right? Instead 

of […] getting my hopes up of keeping him, and then having them say sorry you can’t. I, I, I 

knew, I knew [that]was gonna be the end result. You know, I started thinking about that few 

days before I actually went into labour. Cause […] what the hell is a pregnant woman doing 

in a street shelter? And I knew they wouldn’t let me take him back to a street shelter. There’s 

no way…  I didn’t want it. I didn’t want the emotional drama [of getting my hopes up] cause 

my heart would’ve actually, I probably would’ve died of a heart attack, from heartbreak.  

	

Caretaking and family regeneration 

 Amidst indisputably difficult circumstances of profound loss, women also provided 

insight into various resistance strategies to care for their wellbeing, and maintain or regenerate 

connections with their children.  

 Most commonly, connection and in-person access to children were expressed by 

participants as vital for their wellbeing and coping following separation. This included even 

simple things like the knowledge of a child’s recent developmental or school accomplishment. In 

one example of connection, Shelley (Indigenous, 33 years) spoke of being incarcerated and 

pumping breast milk for 6 months for her infant daughter who remains in the care of a friend: 
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It made me feel really good like, it was uh really amazing because I did it for six months 

straight. Right. So my daughter got really good milk.[and] me and her are very connected. 

 

Near unanimously, participants described desiring and feeling more content knowing and being 

part of their children’s lives, and that these goals held greatest possibility when children were in 

the care of family or friends, rather than in the foster care system. Desi (White, 34 years) 

reflected below how helpful it was for her to know that her child was with family, rather than in 

foster care: 

 

I knew my son was safe. You know. So that really helped me, while I was out there. Like 

there were so many girls that had kids that were, their kids were in the Ministry and they 

didn’t even know where they were, or you know like. So, I was always happy to know that- I 

knew where he was and he was safe, right? 

 

This preferred custody arrangement was also articulated by several women as unquestionably 

safer for their children given their own past childhood trauma through the system.  

Despite at times prolonged period of separation, being in a position to maintain or re-establish 

bonds with children were often described as an important point of influence in intentions toward 

wanting more stability and improved life circumstances. In the example of Participant 23 

(Indigenous, 48 years), who recounted feeling barely alive after losing her children, there was the 

memory of a conversation with her mother that was pivotal to keeping her going: 
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My mom said “They’ll come looking for you. They’ll figure it out.” And they did. And that’s 

what kept me going 

 

In another example, Alice (Indigenous, 56 years) described her current instrumental role in being 

‘good’ grandmother to her grandson as engendering important forms of caring and remedying 

some of her past: 

 

How do you say sorry? You know for not being there for them when they were growing up. 

[…] I think that’s why I took care of my grandson. You know. I taught him everything. The 

right way. […] You know and I’m gonna be a good grandma. I’m wanna be a good Kokum 

you know. And I am and I’ve quit drinking about 95%.  […] stopped when he was born 

[and] I stopped doing drugs.  

 

Similarly, Violet (Indigenous, 55 years) spoke of her intent on restoring customary forms of love 

and connection to her children, explaining this as a resistance strategy to the grave harms 

suffered through generations of forced separation in her family: 

 

I love my kids with my whole heart. Oh, I tell them every day like cause when I was growing 

up I was never told that “I love you, I love you”, right? Cause that’s how we’re brought up 

in the residential school. And what we were never, never interacted [with] like that right. It 

was like um, uh, how, how would you say like we were numbers. You know. We never knew 

our names. 
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Managing fear of the system returning into one’s life was another dimension of coping that 

was pointed to by a few participants. For example, Leila (Indigenous, 49 years), who had 

extensive involvement with the system since birth, expressed fear of the repercussions for being 

as much as late to pick up her son from school, and the need for regular self-reminders of her 

worth as a mother: “[I keep] telling myself I can do this. That I’m worthy of this, and I’m worthy 

of loving my kids.” 

 

Spirituality was another key component of coping that was voiced most frequently by 

Indigenous participants and often described simultaneously with the power of cultural 

resurgence. As Esther (Indigenous, 51 years) stressed, her traditions have always been in her as a 

hereditary, generative force: 

 

I’ve always had my traditions. My grandmother, I’m a hereditary medicine line. And my 

grandmother was the knowledge keeper of our tribe.  So, for all that [family] dysfunction, 

[my grandmother] is the budding rose. 

In women’s accounts, spirituality and culture conferred strength and healing, as well as a sense 

of continuity between past, present, and future, which was a countering force to the 

fragmentation caused by losses. Shelley (Indigenous, 33 years) explained the importance of 

spiritual support in helping her from going “off the map” during difficult times after being 

separated from her children: “I had to like, really like, keep something close to me like a higher 

power, like a, something to keep me strong, to keep me going.” In another narrative, Leila 

(Indigenous, 49 years), who had been taken from her parents at birth, spoke also of reconnecting 

with her brothers and sisters, and discussed the significance in preparing for an upcoming 
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‘homecoming’ ceremony in her home community, where along with her two youngest children, 

she will be vested with her clan symbol and colors. In speaking about this momentous event, she 

reflected:  

 

My brothers and sisters knew about me. Cause my mum always talked to them about me. 

[…]They’ve been looking for me for years. Now I have them. 

 

For Indigenous participants whose cultures are based on relationships with land, the loss 

of land and family closely intersect, and regenerating family relationships encompasses 

relationships to land and water, emphasized as essential to healing. Esther (Indigenous, 51 years) 

put forward a vision for widespread cultural and land-based family healing initiatives, not 

mandated or part of the child protection system, but rather offered to Indigenous families to 

participate in voluntarily to begin healing, as she puts it: “[We need to] get our culture back, 

‘cause that’s what’s gonna heal us.” 

Discussion 

 This study identified four interconnected trajectories linking events of child custody loss 

through the child protection system to sex workers’ health. First, losses of children were 

described as an acute and sustained source of mental distress, leading to grief, anxiety, and 

suicidality, as well as increased use of drugs/alcohol, insomnia, and weight loss. Second, women 

experienced increased poverty following losses that was more severe among Indigenous 

participants, and included the onset of homelessness and increased street-involvement, key 

mechanisms for how health functioning was further exacerbated during this period. Third, 

women faced increased social displacement, observed in an absence of support and increased 
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isolation, which undermined access to social relationships as resources for health and further 

reproduced marginalization in their lives. Finally, losses of children were not ‘complete’ for 

many participants in our study, as many women’s narratives revealed a continuity of presence 

with their children, claiming different roles and opportunities to regenerate and preserve family 

bonds, which were vital to wellbeing. 

 Narratives of worsening health following events of family separation extend research on 

health vulnerabilities faced by sex workers, providing insights into a range of health and social 

dimensions linked to this form of loss.(20,22–24,83) While drug use has been a central 

mechanism previously identified as a consequence of child custody loss and a precondition to 

women’s increased street-involvement during this period,(22,23) we found that women’s health 

(including relationships to drug use) was also influenced by changes to their social conditions. In 

these deteriorating conditions, the onset of housing instability, as well as losses of social 

relationships and support, were additional key drivers of women’s street-involvement, further 

altering the social fabric of their lives and increasing health vulnerability. Increased displacement 

from social ties and home communities as resources for health also exacerbated women’s 

isolation, adding to challenges of reuniting with children and recuperating valued maternal 

identities. Drawing on works by Dewey et al. (2018) and Namaste (2000), these intertwined 

effects on reduced health functioning can also be emphasized as an additional form of social 

‘erasure’, further regulating women’s daily existence as “criminalized citizens” and rendering 

their existence as mothers impossible.(23,35,178) In writing about women who use drugs, 

Campbell (2001) refers to a deep sense of ‘reproductive loss’ that can pervade the lives of these 

women in ways that extend beyond their own traumatic losses of child custody, to the loss of 

reproductive potential in the eyes of society, articulated as an additional powerful process of 
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social exclusion and public shame that also reproduce far reaching marginalization in women’s 

lives.(179)  

  Significantly, for Indigenous women, who comprised a majority of participants in our 

study, consideration of the health impacts of child protection interventions were inseparable from 

larger processes of colonialism. Drawing on work by De Leeuw’s (2016) and Nixon (2011), we 

conceptualize Indigenous mothers’ health trajectories as micro-scale markings of ‘slow 

violence’.(117,180) This form of violence, enacted in the hidden spheres of Indigenous families 

and lone-women led homes, outside of media-capturing scenes, is an attritional form of violence 

that can take time in wreaking the full extent of its havoc, having slow and lasting consequences 

for women and their families, that are critical to reinforcing the larger and more visible 

continuum of colonial violence aimed at seizing Indigenous lands and resources.(119) For 

Indigenous women, this path of slow violence and cycle of forced family separation can be a 

pacing of death or form of ‘life-ending’, not just at the level of the individual, but for entire 

Indigenous communities and nations.(117) As Springer (2012) argues: “When we bear witness to 

violence, what we are seeing is not a ‘thing’, but a moment with a past, present and future.” For 

Indigenous women in our study, consequences of this violence are evident in widespread 

displacement both leading up to, as well as following events of separation, where they faced a far 

higher frequency of homelessness and reliance on street-based economies. Notably, these 

different dimensions of displacement also have a unique ontology for Indigenous peoples, 

recently conceptualized by Thistle’s (2017) definition of ‘Indigenous homelessness’.(181) 

Unlike colonial definitions of homelessness, which define a lack of a structure of habitation, 

Thistle (2017) recognizes the plight of Indigenous homelessness through a composite lens of 

Indigenous worldviews, defining its dimensions as including losses of relationships to land, 
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water, place, family, kin, animals, cultures, languages, and identities. Through this lens, the 

challenges of locating home and the multiple forms of dispossession enacted by removing 

Indigenous children from their mothers are more clearly elucidated, providing a clear policy 

directive for Indigenous-led initiatives to redress the harms of these practices and improve the 

futures of Indigenous families. 

Limitations 

While our research presents some of the first evidence examining the health impacts of 

child custody loss among sex workers, findings should be considered in light of study 

limitations. The accounts of child custody loss shared by participants in this study represent 

experiences of street-involved sex workers living in poverty, and therefore do not capture the 

experiences of sex workers in other segments of the sex industry. We also acknowledge that the 

majority of mothers in our sample did not regain custody of children following custody loss, and 

therefore it is likely that findings on women’s health experiences would differ in a sample of 

mothers who successfully regained custody of their children. 

Conclusion   

Our study advances understanding of child custody loss to the child protection system as 

a rapidly life-changing and complex event, leading to a cascade of negative health consequences 

for sex workers that were sustained over time. Beyond direct causation of mental distress and 

related poor health, this form of loss further altered women’s social conditions, leading to an 

accumulation of socioeconomic disadvantage that was difficult to recover from and had far 

reaching implications for women’s health. Our findings also bring attention to child custody loss 

through this system as a potential structural mechanism of health and social inequalities, and 

future research is needed to expand this emphasis, and provide a more complete understanding of 
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mechanisms and consequences.   

Finally, in terms of policy implications, our conclusion that child custody loss was 

severely consequential for sex workers’ health highlights the need for tailored services for this 

population, including family support and preservation services, and in cases of removal, post-

removal health, legal, and social supports. The unique historical and ongoing disadvantages 

faced by Indigenous sex workers in our study further highlight the need to challenge colonial 

relations, and ensure development of Indigenous and sex worker-led services to support families 

in ways that center reproductive justice, land defense, and Indigenous sovereignty, including 

culturally safe birthing services and family-centered housing.(182,183)  
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CHAPTER 5: CONCLUSIONS AND IMPLICATIONS FOR PUBLIC HEALTH 

In this concluding chapter, I discuss the relevance of this dissertation. I begin by 

reviewing the key knowledge gap that motivated my research questions. Next, I summarize main 

findings from analyses, as well as provide an overview of directions for future research and 

policy/intervention development. 

Family separation and maternal health 

 The US and Canada are among a handful of jurisdictions in the world with the highest 

rates of children residing in out of home placement through foster care or adoption.(3) As an 

exceptionally powerful form of state intervention, events of family separation through this 

system are also unequally distributed, disproportionately impacting poor, Black and Indigenous 

populations.(4,5,155,184) To date, research on the health consequences to families involved in 

this system generally falls into two categories. The first category, receiving the most empirical 

attention, has focused on the impacts of child maltreatment, establishing several pathways to 

deleterious health, of which the overwhelming majority stem from child neglect, a key corollary 

of family poverty.(2,3,185) The second category, a more limited literature, has focused on health 

outcomes of children placed out-of-home, with some study results reporting health 

benefits,(85,86) and a greater proportion pointing to health harms.(10,11,88) While taken 

together, this body of research has informed policy aimed at protecting and supporting 

disadvantaged children, it has largely overlooked the health of a key population who play a 

critical role in supporting the long-term health of children: children’s parents.(12,186) Birth 
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parents and particularly mothers, who are frequently primary caregivers to children at the time of 

their removal, are most often from populations cited in public health literature as structurally 

vulnerable to poor health prior to losing their children.(13–15)  

 Among structurally disadvantaged populations of longstanding interest to public health, 

women who do sex work and their families experience high levels of intervention by the child 

protection system, largely influenced by the ways that poverty, racism, colonialism, the sex work 

legal environment, and stigma intersect in their lives.(19–26) In these contexts, mothers can face 

formidable fear of losing custody of their children and studies reveal a high prevalence of 

mother-child separation in this population. To date, despite evidence of the child protection 

system’s dominant presence in the lives of sex workers, empirical insights into its impacts on 

their health has received little attention. (20,22–25,83) To this extent, a more systematic 

understanding of how and through what mechanisms child custody loss exerts influence on sex 

workers’ health is warranted. 

Overview of findings 

 To address this knowledge gap, the purpose of this dissertation was to elucidate the role 

of child custody loss to child protective services in shaping health and wellbeing among women 

sex workers in a prospective cohort study of sex workers’ in Vancouver, Canada  

 The first paper (Chapter 3) examined the relationship between prior events of 

involuntary child removal and women’s subjective wellbeing. Life course theory was particularly 

well-suited here in conceptualizing women’s experiences of child removal as a unique type of 

adversity, triggering a proliferation of stress (129) and a potential pathophysiological process of 

‘weathering’, that are both evident in poorer health.(134,187) This paper investigated the link 

between child removal and repeated measures of self-rated health, including a comparison of 
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health status between women with first-generation and second-generation involvement with this 

system. Two health patterns emerged from this analysis – first, historical child removal was 

associated with trajectories of poorer health in study follow up. Second, health was found to be 

further impaired when family separation spanned two generations; a ‘dual jeopardy’ that 

disproportionately affected Indigenous women in our sample. Findings corroborated life course 

theory predictions, including providing some evidence that child removal among women who 

were themselves removed from their parents in the developmentally sensitive period of early life, 

may reactivate and exacerbate stress proliferation, potentially adding to their health disadvantage 

over the life course.  

 The second paper (Chapter 4) was a qualitative examination of how experiences of child 

custody loss impacted the health and lives of sex workers. Since a majority of participants were 

Indigenous women and facing historic and ongoing colonial oppression of their families, 

postcolonial theory was drawn on here to more carefully examine how colonialism operated in 

Indigenous women’s past/present-day health experiences. Results showed events of child 

custody loss to be rapidly life-changing events leading to a cascade of negative health 

consequences for women. Three interconnected trajectories emerged as key paths for how this 

form of loss negatively affected health. First, losses of children were described as an acute and 

sustained source of mental distress, articulated as traumatic by some, that was registered in 

trauma-related anxiety and grief, as well as increased drug/alcohol use, weight loss, insomnia, 

and suicidality. Second, women faced increased poverty following losses that was more severe 

among Indigenous women, and included the onset of homelessness and increased street-

involvement, interpreted as key additional factors for how health was affected during this period. 

Third, women were socially displaced and vastly unsupported in the aftermath of losing their 
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children, which undermined access to social relationships as additional resources for health. 

Lastly, women enacted several strategies to care for themselves and maintain connections with 

their children, which were critical to regenerating wellbeing. Study findings highlight the 

primary mechanisms of mental distress, increasing poverty, and social displacement as key 

factors for how health was negatively affected during this period. Together, they emphasize the 

importance of moving beyond a mental health/trauma narrative to consider how losses of 

children to the child protection system also affect the social fabric of women’s lives. 

 This dissertation advances understanding of how events of child custody loss to the child 

protection system negatively impact the health of birth mothers. Findings show that these losses 

are associated with worse subjective wellbeing among sex workers, demonstrated in Chapter 3, 

and with a broader cascade of negative health and social consequences, shown in Chapter 4. As 

an institution that disproportionately intervenes upon Indigenous families more than any other 

racial-ethnic group in North America, our findings also link experiences of child removal by this 

system to a perpetuation of the colonial structure, with markedly more adverse outcomes 

observed among Indigenous women. For example, in our sample Indigenous sex workers were 

twice as likely to have experienced child removal, compared to non-Indigenous women, and 

were more than three times as likely to have experienced family separation spanning two 

generations (Table 1). The ‘double jeopardy’ of intergenerational family separation was also 

shown to be associated with the worst health (Table 3).  

Taken as a whole, this dissertation positions child custody loss as an immense structural-

level stress exposure resulting in severe mental distress and related health sequelae, while also 

increasing women’s poverty and social displacement, which were key additional mechanisms for 

how health was negatively affected during this period. These findings reveal that family 
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separation through the child protection system has consequences for the health of women sex 

workers that include and go beyond the single causative mechanism of mental distress/trauma 

and related poor health to further alter women’s social conditions. Insights thus point to the 

potential underrecognized role of this form of intervention as a mechanism of stratification of 

marginalized mothers. By bringing attention to how social and health inequalities may be both 

causes and consequences of encounters with this system, findings reinforce the complexity of 

this unique burden in women’s lives, and the need for family support policies and intervention 

initiatives that are designed to respond to women’s multifaceted needs and realities. 

Research, policy and intervention implications of key findings 

 A primary contribution of this dissertation is that it encourages academic and policy 

audiences to think differently about the role of family separation through the child protection 

system in shaping the lives and health of marginalized women. In moving toward a more 

complete understanding of how and to what extent the child protection system is consequential 

for the health of parents and their children, I put forward several ideas below to guide future 

research and policy/intervention development. 

Future research directions  

While life course theory and intersectional and postcolonial frameworks are particularly well-

suited for explaining some of the health implications and historical/social bases on which 

families encounter and are intervened upon by this system, greater integration of other theoretical 

and conceptual approaches is also warranted to guide future research in this field.  

 One fruitful avenue is to position a family’s child protection history as a structural 

determinant of health, which alongside other historical, social, and economic factors, is shown in 

this dissertation and elsewhere (10,11,188) to influence health and access to health resources. In 
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prioritizing this conceptual approach, researchers working with marginalized populations should 

more adequately account for the unique role that an individual’s history with the child protection 

system, both within and across generations, may have on their current health status. For 

quantitative health researchers wishing to pursue inquiry of this type, there should also be 

attention to identification and measurement of different levels of factors (structural-level, group-

level, individual-level) that may be affected by a family’s child protection system history, 

including examination of intersectional effects at each one these levels, and careful discernment 

of what factors may be confounders or mediators on the health pathway.  

 Another promising direction introduced by Broadhurst and Mason (2017) seeks to bring 

attention to the need for a more complete understanding of the collateral consequences of court-

ordered family separation on birth parents.(18) Following in the footsteps of literature on 

parental incarceration, which similarly to the child protection system, is more commonly 

encountered by poor and racially/ethnically marginalized parents, this approach aims to help 

researchers think more expansively about the range of informal/formal penalties to parents 

following removal of their children, including attention to health impacts and changes to parents’ 

social and economic status (e.g, employment, social network, etc.). More broadly, this approach 

also supports research inquiry into community-level consequences of child protection 

interventions, such as the impacts that spatial concentration of these interventions may have on 

group-level indicators of health in Black and Indigenous neighborhoods, including levels of 

community mistrust, collective efficacy, social cohesion, and barriers to social and health 

services.(189)  

 Reproductive Justice (RJ) is another key conceptual orientation for research seeking to 

improve the health and wellness outcomes for mothers who are sex workers and marginalized 
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mothers broadly. RJ, a term and wealth of conceptual and practical ideas developed by feminists 

of color, articulates a rights-based paradigm that strives to implement optimal conditions of 

justice where all people have equal freedom to have a child, not have a child, and further, to 

parent one’s children with dignity.(190) This approach is of particular importance to 

marginalized mothers who face systemic barriers to realizing their full reproductive rights. 

Taking an RJ approach in health research with sex workers thus necessitates an explicit focus on 

sex worker-led solutions to addressing structural barriers shaping their reproductive rights and 

parenting experiences, including poverty, stigma, discriminatory laws, race, and gender.(191) 

For Indigenous women, whose experiences are also central in this dissertation, further attention 

to Indigenous RJ frameworks is important in promoting Indigenous-led research on the barriers 

to full reproductive rights of Indigenous peoples that incorporates a conceptualization of “issues 

of land and body as intimately connected (p.8)”(169) and focuses on community defined 

solutions to that are based in Indigenous resurgence,(192) self-determination, and sustainable 

and culturally-safe pathways forward.(169) 

Policy and intervention implications  

 While in the discussion sections of Chapter 3 and Chapter 4 I have provided some 

recommendations for interventions based on study findings, my overall dissertation findings also 

provide empirical support for policy and program intervention that push for investment in 

resources to support the wellbeing of sex workers and their families and marginalized families, 

broadly.  

 First and foremost, there is a need for low-barrier family support programs for 

marginalized women, which involved women sex workers and women who use drugs in all 

stages of development, implementation, and evaluation. These programs should be premised on 
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non-judgmental approaches that confront the conditions of poverty, racism, violence, and gender 

discrimination, which can negatively impact parenting and drug use practices among street-

involved women. Needed approaches include support of livable incomes for families and 

strengths-based, non-punitive initiatives that promote positive pregnancy and parenting 

experiences, such as North America’s first harm reduction hospital-based maternity program, Fir 

Square, and other harm reduction programs for women and children focused on supporting 

families, including needs around withdrawing from or stabilizing drug use, and provisions of 

social, economic, and housing resources.(163,193,194) Additionally, in shifting the balance to 

intensive family support and preservation services, multiple other strategies are needed, 

including mobile and home visiting programs with peer-support components to ensure 

accessibility and flexible service delivery models.(195) Further strategies needed include high 

quality legal support and accessible 24-hour child care options for mothers who are working at 

night, as well as low-barrier, drop-in programs focused on meeting all types of family support 

needs.(196) As children are often viewed as motivating forces to abstain from drugs and alcohol, 

interventions are also needed to provide accessible and diverse models of women-centered and 

child-friendly drug treatment and detoxification.(197) Significantly, support for socio-legal 

frameworks of sex work decriminalization also represent a critical policy direction and key 

preventative measure for helping to keep families together, and is the sole approach shown 

empirically (in the case of New Zealand) to promote human rights, wellbeing, and social justice 

for this sector of the population.(50–53) 

 Second, in response to the rate of family separation among Indigenous peoples being at 

an all-time high in Canada (168) and the historic and ongoing disadvantages facing Indigenous 

families, there is also an urgent need to support decolonizing strategies that reverse longstanding 
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inequities in housing, food, water, income, and educational and health services in this 

population.(118) This includes supporting development of Indigenous and sex worker-led 

services that center Indigenous knowledge and perspectives on the interconnectedness between 

issues of reproductive justice, culture, land defense, and Indigenous sovereignty.(169) 

Australia’s Stronger Families Program, which began in 2013 and supports Indigenous families in 

Brisbane to keep children safely at home, is one promising public health intervention model 

showing positive results, including a 100% reduction in child removals over the first 2 years of 

the program’s operation.(198) Described as taking a social determinants of health approach to 

child protection, this intervention includes multi-disciplinary family care teams that enable 

comprehensive, culturally safe, and flexible services to Indigenous families focused on early 

intervention to promote family wellbeing. In Canada, to help reverse the crisis of Indigenous 

children in foster care, a core concern is also the full implementation of Jordan’s 

Principle, a federal court order meant to ensure equitable funding for child and family services 

on reserves.(199) This order has only been narrowly and inconsistently applied, despite its 

critical role as a funding mechanism to support children’s rights to remain in their families and to 

address the root causes of displacement. 

  Third, our findings support calls for initiatives that address mechanisms of social and 

economic exclusion and the full range of consequences facing birth parents in the aftermath of 

child placement.(17,98) This includes broadening the scope of family services from being 

primarily focused on children to create additional new services and resources for parents, 

including provisions for housing and economic resources to minimize the additional negative 

impacts of child placement on parents’ living conditions.(17,200) The “two generation”(201) 

approach to service and policy design, whereby parents and children simultaneously receive 
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responsive support services, could have positive synergistic effects on improving parent 

wellbeing and family reunification outcomes. Coupled with these new directions, consideration 

and funding of peer-led initiatives to respond to birth mothers' mental distress and needs in the 

aftermath of separation are also essential, both in mitigating isolation and navigating the system, 

as well as resisting stigma and fostering social solidarity among mothers affected by this 

system.(202) Further, for Indigenous mothers, Indigenous-led approaches focused on 

relationships to culture, place, land, and kin are also potentially important starting points for 

women and their children to restore wellbeing during this period.(151,203,204) 

 Finally, in response to mixed evidence on the child protection system’s effects on 

children’s health, as well as emergent research showing health harms to mothers, there is a 

renewed imperative to rethink the system’s response to marginalized families and its dominant 

paradigm that often confuses family poverty with child neglect. To this extent, influential 

stakeholders from the public health sector are well positioned to come forward in support of non-

punitive approaches that prioritize intensive investment in family preservation and community 

building as the bases for keeping children safe. This includes paving a way forward that comes to 

terms with past institutional injustices encountered through this system, addresses current social 

and economic impediments to family wellbeing, and ultimately, actualizes transformation of this 

system into a new form that truly supports families and works unrelentingly to keep them 

together.(200,205) 
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APPENDIX A: CHILD PROTECTION SYSTEM HISTORIES - AESHA 
COHORT 

 
 
Table 4: Child protection system histories, stratified by Indigenous Identity, among women sex 
workers, AESHA Cohort Study 2010-2015, Vancouver, Canada. 

          
Indigenous 
Identity 

    
   n (%) 
 n=466 

Missing 
n(%)   

Yes, n 
(%) 
n=180 

No, 
n(%) 
n=286 

Child protection system history             

Involuntary child removal   180 (38.6)     
105 
(60.7) 

75 
(41.7) 

0 children removed   286 (61.4) 8 (1.7)   68 (39.3) 
218 

(74.4) 

1 child removed   74 (15.9)     31 (17.9) 43 
(14.7) 

2 children removed   42 (9.0)     27 (15.6) 15 (5.1)) 
3+ children removed   56 (12.0)     42 (24.3) 14 (4.8) 

0 event of removal   286 (61.4) 3 (0.6)   68 (39.3) 
218 

(74.4) 

1 event of removal   97 (20.8)     47 (27.2) 
50 

(17.1) 
2 events of removal   41 (8.8)     26 (15.0) 15 (5.1) 
3+ events of removal   39 (8.4)     30 (17.3) 9 (3.1) 

Childhood history of removal from parents   147 (31.6) 14 (3.0)   93 (53.8) 54 
(18.4) 

Familial attendance in Residential School 
System   110 (23.6) 37 (7.9)   104(60.1) 6 (2.1) 

Involuntary removal + Childhood history 
of removal   92 (19.7) 14 (3.0) 

 
60 (34.7) 32 

(10.9) 
Involuntary child removal + Childhood 
History of removal + Familial attendance 45 (9.7) 42 (9.0)    44 (25.4) 1 (0.3) 

at residential school             
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APPENDIX B: CHILD CAREGIVING ARRANGEMENTS - AESHA COHORT 
 
 
Table 5: Child caregiving arrangements, stratified by Indigenous Identity, AESHA Cohort   
Study 2010-2015, Vancouver, Canada. 
        Indigenous Identity 

    

                         
n (%)  
    n=964   

Yes, n (%) 
n=481 

No, n(%) 
n=483 

Location of child(ren) at baseline         
  Residing with mother 119 (12.3)   14 (2.9) 105 (21.7) 
  Residing with family members 365 (37.9))   198 (40.1) 162 (33.5) 
  Residing in foster care 38 (3.9)   30 (6.2) 8 (1.7) 
  Residing in adoptive family 99 (10.3)   55 (11.4) 44 (9.1) 
  Grown up/living alone 277 (28.7)   147 (30.6) 127 (26.3) 
  Deceased   13 (1.4)   6 (0.01) 7 (1.5) 
  Other   56 (5.8)   31 (6.4) 25 (5.2) 
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APPENDIX C: CHARACTERISTICS OF MOTHERS OF CHILDREN CURRENTLY 

ADOPTED OR IN FOSTER CARE – AESHA COHORT 
 
 
 
Table 6: Child protection histories of mothers with children currently adopted or in foster care, 
AESHA Cohort Study 2010-2015, Vancouver, Canada. 

      

Children 
currently 
in foster 

care 

Children 
currently 
adopted 

                              Yes, n (%) 
n=38 

No, n(%) 
n=99 

Race/ethnicity and child protection histories of mothers       
  Indigenous identity       
     Involuntary child removal   30 (79.0) 55(55.6) 
     Childhood history of removal 21 (56.8) 37 (37.4) 
     Involuntary removal & Childhood history of removal       16 (42.1) 29 (29.2) 
     Involuntary removal & Childhood history of removal & & family 

attendance at Residential School     16 (42.1) 21 (21.2) 
  White or visible minority       
      Involuntary child removal   6 (15.8)  30 (30.3) 
      Childhood history of removal 3 (7.9)  32 (32.3)  
      Involuntary removal & Childhood history of removal        3 (7.9)  25 (25.3)  
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APPENDIX D: SENSITIVITY ANALYSES WITH IMPUTATIONS FOR CHILDHOOD 
TRAUMA – AESHA COHORT 

 
Table 7: Comparison of odds ratios (OR) of final model of involuntary child removal on current 
poor/fair self-rated health to different models with imputed values for childhood trauma, AESHA 
Cohort Study, 2010-2015. 
  Final Model                   Model 1 Model 2  Model 3   
  OR        95% CI OR            95% CI OR            95% CI OR       95% 

CI 
Involunta
ry child 
removal 

        

No 1.00 ref. 1.00 ref. 1.00 ref. 1.00 ref. 

Yes 1.50 1.04, 2.16 1.49 1.05, 2.10 1.52 1.07, 2.16 1.50 1.06, 
2.12 

                  
Adjusted final model with childhood trauma with missing value (10%).                                                                                                                                                                                                                                                                                   
Adjusted model 1 with childhood trauma with median imputed for missing values.                                                                                                                                                                                                                                                                                      
Adjusted model 2 with childhood trauma with highest score imputed for missing values.                                                                                                                                                                                                                                                                                       
Adjusted model 3 with childhood trauma with lowest score imputed for missing values.                                                                                                                                                                                                                                                                                       
All models use Proc Genmod with 
logit-link.          
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APPENDIX E: SENSITIVITY ANALYSES WITH EXPOSURE OF CHILD REMOVAL – 
AESHA COHORT 

 
Table 8: Sensitivity analyses of odds ratios (OR) of involuntary child removal on current 
poor/fair self-rated health, testing the role of the exposure per child removal and per number of 
removals. AESHA Cohort Study, 2010-2015. 
 
 
               Unadjusted Models 
  
  OR        95% CI 
Number of children removed     
   0 children (ref.) 1.00 ref. 
   1 children 2.65 1.79, 3.91 
   2 children 1.81 1.19, 2.74 
   3+ children 1.58 1.03, 2.42 
Number of removals 
   0 event (ref.) 1.00 ref. 
   1 event 2.26 1.57, 3.26 
   2 events 1.70 1.05, 2.76 
   3+ events 1.64 1.01, 2.67 
      
Note: Both models use Proc Genmod with a logit-link. 
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APPENDIX F: MODEL OF INTERSECTION OF INDIGENOUS IDENTITY AND 
INVOLUNTARY CHILD REMOVAL – AESHA COHORT 

 
Table 9: Unadjusted odds ratios (OR) for effect of intersection of 
Indigenous identity and involuntary child removal on current poor/fair 
self-rated health among women sex workers, AESHA Cohort Study, 
2010-2015  
  n  OR†            95% CI 
White or visible minority       
    No involuntary child removal 218 1 ref. 
    Involuntary child removal 75 2.64 1.70, 4.08 
        
Indigenous identity       
    No involuntary child removal 68 1.99  1.27, 3.10 
    Involuntary child removal 105 2.31 1.58, 3.36 
        
Unadjusted model  
Note: Model uses Proc Genmod with a logit-link. 
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APPENDIX G: BIVARIABLE ASSOCIATIONS OF CONFOUNDERS WITH 
OUTCOME OF POOR/FAIR SELF-RATED HEALTH – AESHA COHORT 

 
Table 10 : Odds ratios (OR) for bivariable associations of confounders with outcome of poor/fair 
self-rated health among women sex workers, AESHA Cohort Study, 2010-2015 
 

  Unadjusted 
odds (OR)       

 95% CI 

 Involuntary child removal    
    No 1.00 ref. 
    Yes 1.50 1.04, 2.16 

Age (β,SE) -0.0008 
(0.0095)  

Indigenous   
     No 1.00 ref. 
     Yes 1.56 1.16, 2.11 
Education (less than high school)   
     No 1.00 ref. 
     Yes 1.55 1.15, 2.10 
Childhood history of removal   
     No 1.00 ref. 
     Yes 2.00 1.47, 2.72 
Childhood trauma score (β,SE) 0.075 (0.0029)  
Physical or sexual violence^   
     No 1.00 ref. 
     Yes 1.41 1.13, 1.75 
Injection or non-injection drug use^   
     No 1.00 ref. 
     Yes 2.19 1.63, 2.94 
Housing instability^   
     No 1.00 ref. 
     Yes 1.56 1.23, 1.97 
Street-based sex work (vs. Indoor/off-street/no sex work)^   
     No 1.00 ref. 
     Yes 1.49 1.22, 1.83 
Material support from social network^   
     No 1.00 ref. 
     Yes 1.02 0.86, 1.21 
   

^ In last 6 months 
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APPENDIX H: CONCEPTUAL MODEL FOR SELF-RATED HEALTH ANALYSIS 
 
Figure 1: Simplified directed acyclic graph for relationship between involuntary removal and 
self-rated health. 
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APPENDIX I: SEMI-STRUCTURED, IN DEPTH QUALITATIVE INTERVIEW GUIDE 
 
 
I’d like to start off with asking you a bit about yourself …… 

 
I want to ask you about any experiences of discrimination as a pregnant or parenting sex 
worker. 

Current living/ 
social support  
 

1. Can you tell me a bit about yourself (where were you born? Where 
did you grow up?, how long have you been in Vancouver?) . What is 
your current living situation?  
 
2. What does sex work look like for you these days? Have there been 
any changes in areas you usually work or how often you work in sex 
work recently?    
 
3. Who are your social supports currently in your life? How many 
people can you rely on for support (emotional? financial)? (probe: 
Family, friends, intimate partners, regulars, children, care providers)? 
Do you have challenges meeting your needs or those you support? (e.g. 
food, shelter/housing, drugs or alcohol) via sex work and/or other 
income? 
 
4. Are you supporting any other members in your household?  
[If yes, probe for: children, partner, relatives (cousin, siblings) friends, 
pets) 
 
5. How many children do you have? 

Stigma and 
Discrimination  
 

- 1. Are there places (areas of Vancouver), people or services that you 
avoid/avoided when you have been pregnant or parenting a child due to 
fear of being judged or discriminated against?  

- (If yes), probe: housing, health clinics, physicians, hospital/ ER, A&D 
counseling, child welfare workers? 

-  
2.  As a pregnant/or parenting women, are there health services or where 
there housing supports where you feel/felt safe going to and being open 
about your sex work status?  
(If yes) probe: can you tell me what was positive about these 
services/programs? 
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In the next section we’d like to learn more about your experiences of being pregnant. We 
will ask about supports and barriers you’ve encountered. We will also ask what is needed 
to better support women sex workers who are pregnant.  We know this can be a difficult 
topic for women to talk about, and may be especially difficult for women who have children 
that are not currently living with them. By learning more about women’s experiences, we 
hope to use this research to better meet needs of sex workers who are pregnant. 
 

- 3. Can you describe any direct experiences of judgment or 
discrimination you have encounter/encountered as a pregnant/or 
parenting woman in sex work:  

- -health care providers 
- -Social workers 
- -A&D counselors 
- -legal advocates 
- -police 
- -Ministry/Child Welfare Authorities 
- -housing providers? 
- -family 
- -neighbours 
- -home community 
- -clients 
- -other (specify:   ) 
- If yes, can you say more about how this experience affected your health 

or wellbeing in any way?  
-  
-  

Pregnancy 1. Could you tell me a little bit about your experiences of pregnancy? 
How were these experiences positive? Challenging? Were these 
pregnancies planned or unexpected? 

 
2. Were there any family, friends or programs that were helpful or 

supportive during your pregnanc(ies)? (If yes), probe: - types of 
support received: child’s father or partner? family support? support 
from chosen family/friends? health or social support, other? 

 
3.   Were you in a position to look after your health needs while    

pregnant? (Probe: prenatal care? Housing? Food? Transportation? 
Emotional support? Traditional teachings/cultural support?)  
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Note to Interviewer:  Question 8 in section above is aimed at determining whether or not women 
had an opportunity to parent 1 or more children. If women feel they have not had the opportunity 
or right to parent any of their children, interviewer should: 1) not ask the parenting-related 
probes in the Indigenous parents section; and 2) skip the Parenting/Parenthood section of guide. 

 
4. Were there services/programs that you needed when you were 
pregnant that were not available or accessible?  
(If yes) probe:  
-can you describe the barriers you faced?  
-can you describe what services you feel are missing for women sex 
workers who are pregnant? 
 
5. Did you face any challenges doing sex work when pregnant? Please 
describe.   
Probe: Did you ever feel like you had to hide your pregnancy? Did you 
experience any discrimination or violence from clients, police or others 
while working when you were pregnant? Did being pregnant change 
where and how you worked? (If yes), what was different? Did you feel 
safer or less safe in these working conditions?)  
 
6. Did you access any harm reduction and/or A&D services during your 
pregnancies? (If yes) probe: In what ways were these services helpful or 
unhelpful? Did you access services at Sheway, FirSquare, Oak Tree? 
 
7.  Did you have any challenges in accessing safe and affordable 
housing while pregnant? If yes, please describe.  What type(s) of 
housing were helpful or unhelpful as a pregnant woman?  Please 
describe (SRO, supportive housing, women-only, shelter, family-
centered, etc.).  Were there features of housing that felt safe/unsafe to 
you as a pregnant woman? Please describe.     
 
We recognize that after babies are born, apprehensions by 
Ministry/Child Welfare can sometimes occur immediately at birth. The 
next question asks about whether you feel you parented your children. 
We ask this question to help us understand what questions to ask in the 
next sections of the interview. 
 
8. In your past experience, did you have your child(ren) in your care for 
either short or long-term periods?  (Probe: If no, did you spend the first 
couple of weeks or months with your baby in the Fir Square Unit?) 
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If participant did not identify as Indigenous on interview coversheet, before moving on to 
Parenting/Parenthood section of interview guide, please ask here if any of the participant’s 
children are indigenous. If a child is Indigenous, ask questions #3, and #5 in section below. 
 
If you are a women who identifies as Indigenous or have children who are Indigenous, we’d 
like to ask you a bit more about your specific experiences or pregnancy and (if applicable) 
parenting as an (Indigenous) women or parent of (Indigenous) children. We recognize that 
Indigenous families are separated at alarmingly high rates by Child Welfare Authorities, 
and that forced family separation has been occurring in some communities for hundreds of 
years since first contact with settlers. In this section we would also like to ask some 
questions about whether you have had experiences with Child Welfare Authorities.  
 

Topic Questions 
Indigenous  
parents/Parents 
with 
Indigenous 
children 
 

1. (If woman identifies as Indigenous) What term do you prefer? 
(Aboriginal, Native, Indigenous, First Nations…) – use term they 
identify [if applicable] 
 
2. (If woman identifies as Indigenous) Did you experience specific 
barriers to accessing pregnancy supports or parenting supports as an 
(Indigenous) woman? Please describe. 
 
3. Are there any pregnancy or parenting supports and programs that you feel are 
particularly important for (Indigenous) women or women with (Indigenous) children? 
(E.g. Indigenous-focused family services family housing, access to elders, ceremonies, 
medicines (sweat lodges, smudging, pipe ceremonies, sharing circles etc.), ability to 
visit family and community, Indigenous/Indigenous women spaces?) Have you faced 
any barriers in accessing these types of services? Did you experience any differences 
between Indigenous-focused services and non-Indigenous pregnancy/parenting 
services you may have received? 

 
4. (If woman identifies as Indigenous) Can you share whether as or not 
as a child you were separated from your parents or siblings due to Child 
Welfare involvement?  
 
5. Did fear of Child Welfare intrusion affect your experience of 
pregnancy or parenting in any way? If yes, how? (Probe: Did  fear affect 
at all how you and (if applicable) your children connected with health 
care, social services, cultural/traditional services, other? Please describe.  

 
In the next section we’d like to learn more about your parenting experiences. We are 
hoping that by learning more about women’s experiences we can better advocate for 
programs and policies that better meet the needs of women sex workers who are parents. 
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Parenting  1. Could you tell me about your experiences as a parent?  Were these 
positive experiences? Challenging?  
 
2. Could you describe what supports or programs were available to you 
while parenting, if any?  
Were there any supports/services that you need/ed but do/did not have 
access to as a parenting woman? If yes, can you describe them? 
 
3. Can you say a little bit about your past experience of doing sex work 
while caring for children? Did parenting affect at all where and how 
often you were able to work? (If yes, probe:  How, if at all, did 
method(s) of solicitation or venues/ location where you serviced clients 
change? Childcare? Food banks? Postnatal care? Other parenting 
support groups?  
 
4. Can you talk about whether there are advantages of doing sex work as 
a parent/parent as compared to other work. (If yes), probe: flexible 
hours? more income to provide for family? etc.)  
 
5.  Did you have any challenges in accessing safe and affordable 
housing that allows children? If yes, please describe.  What type(s) of 
housing were helpful or unhelpful as a parent?  Please describe housing 
(SRO, supportive housing, women-only, shelter, family-centered, etc.).  
Were there specific features of housing that felt safe/unsafe as a parent? 
Please describe.     
 
6. Did parenting affect your alcohol/ drug use patterns or 
where/how/who you used with?  Did you find any strategies helpful to 
reduce potential harms of drug use on your children? (If yes) What were 
these strategies? Have there been any positive impacts of drug use on 
your parenting? What were these? Were you able to access harm 
reduction-centered care for pregnant/parenting women (Sheway, 
Firsquare)? Were any family, friends or programs helpful to you in 
balancing your drug use and the caretaking of children? If yes, can you 
describe them? Were there any people or programs that you need/ed but 
do/did not have access (probe: harm reduction programs for parents? 
respite care for children? 24-hour affordable childcare options? etc.) 
 
7. [If answered described using drugs while parenting] Have you ever 
attempted or sought out drug or alcohol treatment as a parent? (If yes) 
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The next section will focus on experiences with parent-child separation due to Child 
Welfare Authorities or other family arrangements. We understand that for some families, 
parent-child separation may be temporary until a parent regains custody, and also that a 
child can be separated from a parent more than one time. Through this research we hope 
to build understanding of women’s experiences and promote and support better pregnancy 
and parenting supports.  
 

What types? Did you seek out treatment or were you asked/mandated to 
attend? Were you able to bring your child/children to treatment? How 
were these programs helpful or unhelpful to you? Could these programs 
be improved to better meet the needs of women with children? How? 
 
8. Are/were you on an opioid-replacement therapy (methadone, 
suboxone, etc.) while parenting? What was unhelpful or helpful about 
your experience of opioid-replacement therapy while parenting? 
 
9. Thinking overall about past and/or current experiences as a parent, 
what knowledge, skill or ability has been most helpful to you as a 
parent? How did you acquire this? (Probe: self-taught, past down from 
family, parenting class, etc).  
 
10. Is there a moment in your role as a parent that you would like to 
describe that you feel particularly proud of what you were able to 
accomplish? [Probe: What is it about this moment that makes you 
proud?] 

Experiences of 
parent-child 
separation due 
to Child 
Welfare 
Authorities or 
other family 
arrangements 

1. Can you describe what barriers you think make it challenging for 
women to keep children in their care? (Probe: housing, poverty, 
discrimination, racism, previous involvement with Child Welfare 
Authorities, mental health struggles, substance use, etc. )  
 
2. While pregnant or parenting, do/did you ever experience supervision 
by Child Welfare Authorities (Probe with examples: home visits by 
Child Welfare workers? hair testing? urine screens? supervision by 
family members? Other type (specify)?) (If yes), how was this helpful 
or unhelpful? Did it impact at all what people and programs you went to 
for support? 
 
3. Have you ever had a child(ren) removed from your custody by Child 
Welfare Authorities? (If yes, probe: did this happen more than one 
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time?) Have/has your child(ren) ever been placed with family or home 
community (If yes), can you describe how this arrangement was/is 
helpful or unhelpful?  
 
4. Can you describe a little bit about what was going on in your life 
around the time(s) that you experienced separation from your 
child(ren)? (Probe: did you have safe place to live, access to harm 
reduction for parents (Sheway, Fir Square)? was there partner or family 
support? partner violence? financial stresses? Other?)  
 
5. (If child ever removed by Child Welfare Authorities) Can you share 
what reason(s) Child Welfare Authorities gave for removing your 
child(ren) from your care? Did Authorities know about sex work and if 
yes, how was this information shared with them? Was sex work given 
as a reason for removing child(ren)? Was sex work given as a reason for 
not returning child(ren) to your care? Was substance use used as a 
reason?  What efforts, if any, were made by Child Welfare Authorities 
to put your child(ren) in the care of family members or your home 
community following separation? 
 
6. (If child(ren) ever removed by or placed with family/home 
community).  Was sex work given as a reason for separating  child(ren) 
from you? Was sex work given as a reason for not returning child(ren) 
to your care? Was substance use used as a reason?    
 
7. If desired, were you able to attend visits with child(ren) following 
separation?   
(If yes, probe:  what was helpful and what was unhelpful about visits? 
(If no, probe: what were barriers to visiting with children (child adopted 
with no access, money, transportation, health issues, grief/stress of 
visits, supervision at visits).  
 
Now I’m going to ask some questions about how experiences parent-
child separation may have affected your health and wellbeing. Because 
being separated from your own siblings or parents in your childhood 
may also affect this experience, I’m going to ask a question about this 
as well.  
 
8. As a child, were you separated from your parents or siblings due to 
Child Welfare involvement? (If yes) probe: Did this history affect your 
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experience of living through the aftermath(s) of separation from your 
child(ren)?  
 
Note to Interviewer: Question below is VISUAL QUESTION #1, please 
refer to appendix with visual prompts and instructions. 
 
9. How is/was your health and wellbeing after becoming separated from 
your child?  Your physical health? emotional health? mental health? 
overall well-being? (Probe: How, if at all, does it affect how you take 
are of your self and your health?) Do you struggle with any anxiety, 
depression, suicidal tendencies, or other mental health issues as a result 
of separation from your child? What about your physical health? 
Sleeping? Eating?  
 
10. Can you describe if there were any people or services available to 
support you after you were separated from your child(ren)?  (If yes, 
probe: Legal advice, family/friends, professionals, etc)? Please describe 
types of support (help with grief, assist with family reunification, 
financial help, food, shelter, traditional healing/cultural support, other?)  
What people or programs were/are needed that you did not have access 
to following separation from you child(ren)? 
 
11. Did the experience of living through separation from your child(ren) 
affect your use of drugs or alcohol (for example bingeing or more risky 
use)? What about sexual risks (e.g. condom use, choice of partners, 
clients) Please describe.  
Note to Interviewer: Question below is VISUAL QUESTION #2, please 
refer to appendix with visual prompts and instructions. 
 
12. How does the separation from your child affect your relationships 
with others?  
Probe:  
-family and home community -friends-medical and health care 
providers-intimate partners- Child Welfare Authorities 
-social service providers 
-other-please specify 
 
13. Do you feel differently about the experience of separation from your 
child now than you did earlier? In what ways is it different or the same 
as when it first happened (probe: has there been healing? have feelings 
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Thank you for your time and for sharing you story so far. Before we finish, we have some 
final questions: 
 

Topic Questions 
Final thoughts 1. Are there any other changes/programs/policies you would like 

to see for sex working parents? 
 
2. Is there any specific support or advice you would give to sex 
workers who are pregnant or parenting? 
 
3. Is there anything else you would like to share with us? 

 
Thank you so much for sharing your experiences with us today.  
  

changed or are they unchanged?) Are there services or programs that 
you need at the present time but do not have access to? What are these? 
	

- 14. Have you experienced judgment as a result of being a woman who 
is/was living separately from her child(ren)? (If yes, probe: From who 
or where does this judgment/discrimination come from? Has this 
judgment/discrimination affected you or your family’s health or 
wellbeing in any way?  

15. Have you have been reunited or are you working toward 
reunification with any child(ren)?  
(If yes) probe: Are there any steps for reunification that you had/have to 
meet? Have any people or programs or strategies been helpful with 
reunification or healing relationships with your child(ren)? Are there 
any services that you need/ed but do/did not have access that would 
help? What are these?)   
(If no) probe: Has there been anything that you do or have told yourself 
that has been helpful in the time apart from your child(ren)? 
 
16. Thinking about the experience of separation from your child(ren), is 
there a name you would give to a strength that has helped you cope or 
“get through” this time? Is there a story you can tell me that would help 
me understand better how you came to acquire this strength?  
 
17. What support or advice would you give a woman in your 
community who has just recently lost custody of her child? 
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APPENDIX J: VISUAL QUESTIONS IN QUALITATIVE INTERVIEW GUIDE 
 

Figure 2: Visual question prompt 1 in qualitative interview guide. 
 
Instructions for visual question 1: Using the diagram as a visual aid, please describe if and how 
different dimensions of your health and wellbeing (i.e., spiritual, social, mental, emotional, 
physical or cultural health) may have been affected after becoming separated from your 
child(ren). Describe the intensity of possible health effects by pointing to the inner areas of the 
circle for lower intensity effects and outer areas for high intensities effects. 
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Figure 3: Visual question prompt 2 in qualitative interview guide. 
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APPENDIX K: SOCIO-DEMOGRAPHIC CHARACTERISTICS FOR QUALITATIVE 
SAMPLE 

 
Table 11: Socio-demographic characteristics for qualitative interview sample. 
 

  Total sample         
n=31, n(%)             

Age (median, range) 47 (27-56) 
Race/ethnicity   
     Indigenous identity 19 (61.3) 
     White 12 (38.7) 
Born in Canada (vs. immigrant) 31 (100) 
Childhood history of removal from parents 13 (41.9) 
Housing status   
     Supportive housing 11 (35.5) 
     Social housing 6 (19.4) 
     Homeless/staying in shelter 3 (9.7) 
     Single room occupancy hotel 5 (16.1) 
     Private house/apartment 5 (16.1) 
     Halfway house 1 (3.2.) 
Currently working as sex worker 17 (54.8) 
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APPENDIX L: BROAD CODES FOR QUALITATIVE ANALYSIS 
 
Category: Current life circumstances 
 
Current_living_environments  

- Descriptions of where participants live 
- Advantages/disadvantages of current living environment 
- Narratives about stressful living conditions 

 
Current_sex_work  

- Descriptions of soliciting and doing dates 
 
Current_social_supports 

- Descriptions of social supports 
- Feeling connected to community 
- Current relationships with family 

 
Category: Stigma 
 
Druguse_Pregnancy_Parenting_Stigma: 

- Where stereotypes come from  
- Fear of disclosure of sex work status as pregnant/parenting woman 
- Changes to relationships with service providers 
- Changes to relationships with relationships with family/friend 
- Shame and secrecy 
- Narratives of health experiences related to drug use stigma 

 
Sexwork_Pregnancy_Parenting_Stigma: 

- Where stereotypes come from  
- Fear of disclosure of drug use status as pregnant/parenting woman 
- Changes to relationships with relationships with service providers 
- Changes to relationships with relationships with family/friends 
- Shame and secrecy 
- Narratives of health experiences related to sex work stigma 

 
 
Category: Pregnancy 
 
General_pregnancy: 

- Narrative about health/social services accessed/not accessed while pregnant  
- Housing status while pregnant 
- Food security 
- Social supports while pregnant 
- Physical and mental health status while pregnant 
- Incarceration during pregnancy 
- Meeting of basic needs 
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- Narratives about pregnancy experiences at Fir Square, Oak Tree, Sheway 
- Physical, sexual, verbal and psychological intimate partner violence while pregnant 
- Ideas for systemic changes to better support pregnant women  
- Service and support needs currently lacking for pregnant women  

 
Pregnancy_sex_work: 

- Narrative about sex work while pregnant 
- Narratives of sex work safety/unsafety while pregnant 
- Secrecy and fear 
- Barriers/opportunities of sex work during pregnancy 

 
Pregnancy_drug_use 

- Experiences of drug use while pregnant 
- Opiate replacement therapy while pregnant 
- Narratives about detox and treatment facilities drug treatment while pregnant 
- Harm reduction strategies during pregnancy 

 
CPS_ pregnancy: 

- Narratives of interactions with CPS/Ministry while pregnant  
- Secrecy of pregnancy due to fear CPS/Ministry 
- Concerns or anxiety about unborn child due to fear or presence of CPS/Ministry 
- CPS/Ministry as barrier to prenatal care 
- Narratives of institution coercion while pregnant 
- Narratives about monitoring, surveillance and over-surveillance 

 
Category: Parenting 
 
General_parenting: 

- Narratives about parenting, motherhood and mothering 
- Narratives about trying to make ends meet,  poverty, inadequate welfare rates, etc. 
- Narrative about health/social services accessed/not accessed while parenting 
- Housing status while parenting 
- Social supports while parenting 
- Physical and mental health status while parenting 
- Incarceration while parenting 
- Meeting of basic needs while parenting 
- Physical, sexual, verbal and psychological intimate partner violence while parenting 
- Ideas for systemic changes to better support parenting women  
- Service and support needs currently lacking for parenting women  
- Narrative bout parenting experiences at Fir Square, Oak Tree, Sheway 

 
Parenting_sexwork: 

- Narrative about sex work while parenting 
- Narratives of sex work safety/unsafety while parenting 
- Secrecy and fear 
- Barriers/opportunities of sex work while parenting 
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Parenting_druguse 

- Experiences of drug use while parenting 
- Opiate replacement therapy while parenting 
- Narratives about detox and treatment facilities drug treatment while parenting 
- Harm reduction strategies while parenting 
- Positives of drug use while parenting 

 
Category: CPS interactions 
 
CPS_parenting 

- Narratives of interactions with CPS/Ministry while parenting  
- Fear of CPS/Ministry 
- Concerns or anxiety about children due to fear or presence of CPS/Ministry 
- Narratives about experiences with social services referred to or mandated by CPS 
- Narratives about monitoring, surveillance and over-surveillance 
- Suggestions for services or supports for parents involved with CPS 
- Suggestions for services or supports for parents living apart from children 
- Suggestions for services or supports for parents regaining custody of children 

 
CPS_apprehension 

- Events of child apprehension 
- Supports to mother offered/not offered during event 
- Narratives of reason(s) for CPS involvement 

 
Intersecting_oppressions_CPS 

- Narratives about sexism, racism, ableism, ageism, classism, as barriers with CPS 
 
Category: Children 
 
Children_living_apart 

- Narratives about access to children in foster care or other out-of-home arrangement 
- The place and meaning of these children in their life 
- Memorial object to remember child 
- Plans for future relationship with child 
- Barriers to relationship with child 

 
 

Children_living_with 
- Narratives about regaining custody 
- The place and meaning of these children in their life 
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Category: Indigenous women & child protection system  
 
Indigenous_family_separation 

- Narratives of multiple losses (historic displacement, geographic separation,  
- spiritual disconnection; mental disruption and imbalance; and, cultural disintegration)  
- Narratives of intergenerational family separation 
- Narrative of impact of intergenerational separation on pregnancy/parenting practices 
- Narratives of impact of intergenerational separation on CPS interactions 

 
Indigenous_services 

- Narratives about advantages/disadvantages of Indigenous-specific services 
- Desires or needs for more culturally-safe services 
- Engagement in culturally-based wellness practices  
- Disinterest in Indigenous identity or Indigenous services 
- Place of culture and ceremony 
- Narratives about lack of access to services 

 
 
Category: Parent-child separation 
 
Post_Apprehension_health_safety 

- Narratives of drug use safety in aftermath of separation from child  
- Narratives of sex work safety in aftermath of separation from child  
- Narratives about experiences with health and social services  
- Physical health experiences after separation 
- Mental health experiences after separation 
- Emotional health experiences after separation 
- Spiritual health experiences after separation 
- Connection to community 
- Narrative of ‘trauma’ of apprehension 
- Violence in aftermath of separation 
- Housing precarity after separation 
- Institutional interactions after separation (e.g., incarceration) 

 
Post_apprehension_support_isolation 

- Narratives of experiences with legal services 
- Narratives of experiences with  
- Narratives of housing experiences after separation from child 
- Narratives about intimate and social relationships after separation from child 
- Narratives about lack of access to services 

 
Category: Social change  
System_Change 

- ideas for systemic change 
- service and support needs for pregnant/parenting sex workers  
- service and support needs for pregnant/parenting women who use drugs 
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- Narratives of proposed social reforms 
- Narratives/visions of social transformation 
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APPENDIX M: OUPUT FROM QUALITATIVE ANALYSIS DEPICTING CASCADE 
OF NEGATIVE SOCIAL CONSEQUENCES FOR SEX WORKERS IN AFTERMATH 

OF CHILD CUSTODY LOSS  
 

Figure 4: Depiction of cascade of negative social consequences for sex workers in aftermath of 
child custody loss. 
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