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Containment and Holding Environments: 
Understanding and Reducing Physical Restraint 

in Residential Child Care

Abstract
There have long been concerns about physical restraint in residential child care and much of the surrounding discussion is negative.  Yet in a recent in-depth Scottish study exploring the views of those most directly affected by physical restraint—children, young people and staff—a more complex and nuanced picture emerges. Much of what the 78 study participants said about their experiences can be understood through the theoretical lenses of containment and holding environments.  Such an understanding can potentially reduce, and where possible eliminate, the need for physical restraint and can increase the likelihood that when restraints do occur, they are experienced as acts of caring.  For this to be possible, both direct practice (between staff and young people), and indirect practice (the ways that staff are supported to work with young people) must be containing.  This paper starts by discussing the complex context in which physical restraints in residential child care in Scotland occur and then reviews concepts of therapeutic containment and holding environments.  The findings of the study are theorized in relation to containment and holding environments, across identified themes of control, touch, relationships and organisational holding.  Implications for practice are offered in conclusion.
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1. Physical Restraint: Definition and Context

1.1 Definition

While in some countries the definition of restraint might include chemical or mechanical restraints (Day, 2000a), in the Scotland and for the purposes of this paper, physical restraint is defined as “an intervention in which staff hold a child to restrict his or her movement and [which] should only be used to prevent harm” (Davidson, McCullough, Steckley, & Warren, 2005, p. viii).

1.2 Complexities, Difficulties and Concerns

Concerns related to the use of restraint in residential child care revolve around issues of abuse, poor practice, violation of children’s rights and restraint related deaths, on the one hand, and the intensity of violence, aggression and challenging behaviour that occurs in some residential units, on the other.  In many cases, staff are working with children and young people who have had extremely damaging life experiences; responding to their sometimes destructive behaviour in a manner that keeps them safe and promotes their healing and development is challenging.  In addition to risk of physical harm (including death) resulting from physical restraint, emotional harm is also of significant concern.  Restraint has the potential to demoralise, cause feelings of humiliation and traumatise or re-traumatise both young people and staff (Allen, 2008).  

In Scotland, these related difficulties are compounded by contextual difficulties, including: complex legislation; a dearth of research and correspondingly inadequate evidence base to inform practice; poor levels of staff qualification given the demands of the work; a range of commercial restraint training packages on offer and being used; and a lack of regulatory frameworks to monitor training and practice related to physical restraint in residential child care (Steckley & Kendrick, 2008a).  On a broader level, residential child care continues to be viewed as a last resort service (McPheat, Milligan, & Hunter, 2007) and the overall care system as a failure (Forrester, 2008). Such ambiguities contribute to the above-mentioned poor levels of qualification, as well as the degree of aggression and violence encountered in some establishments.  It is only those children and young people with the most serious difficulties who are placed in care (ibid), and by the time they enter residential child care, they have experienced significant abuse or neglect and/or multiple placement breakdowns (sometimes as a result of all-cost efforts to avoid a residential placement).  Resultant interruptions to their healthy development and damage to their ability to make and sustain attachments can be profound.  This often manifests in challenging and sometimes disturbing behaviour, and the less equipped staff and organisations are in terms of knowledge, skills and use of self, the greater the chances physical restraint will be misused.

Additionally, residential child care in Scotland (and the United Kingdom more broadly) has been profoundly affected by inquiries into current and historic abuse.  While important changes to policy and practice have resulted, there have also been counter-productive effects.  These include a reinforced public perception of residential child care as a last resort service, and defensive, foreclosing organisational responses (Smith, 2009) resulting from the “dark shadow” cast by the “unremitting nature of the focus on institutional abuse” (Corby, Doig, & Roberts, 2001, p.181). Such preoccupation with abuse can erode confidence and diminish effectiveness in establishing boundaries and limits on behaviour, and this is further compounded by the pressure staff experience related to implicit or explicit expectations that they be in control of young people’s behaviour (Paterson, Leadbetter, Miller, & Crichton, 2008).  The complexities related to physical restraint, therefore, go well beyond a traditional perspective of the problem residing in either the behaviour of the child or deficits in the staff responding to that behaviour (Leadbetter & Paterson, 2004); they are multilayered and exist at the interpersonal, organisational and societal levels.   

While some continue to argue therapeutic benefits related to physical restraint (Ziegler, 2001; Ziegler & Silver, 2004), there is a growing consensus that physical restraint is not therapeutic, poses unacceptable risks and should be drastically reduced if not eliminated (see arguments in Nunno, Day, & Bullard, 2008).  According to Day (2002, 2008), the theoretical basis for physical restraint has been unsubstantiated and needs to be updated and tested as part of an overall body of dedicated research. 

2. Therapeutic Containment and Holding Environments

2.1 Containment

The need for therapeutic approaches to working with young people in residential care has been highlighted in inquiry recommendations and reviews (Skinner, 1992; Utting, 1991; Waterhouse, 2000).  Yet explicitly therapeutic provision is inconsistent in Scotland, despite renewed interest in therapeutic provision since the mid-1990’s (Stevens & Furnivall, 2008).  Psychodynamic theories, stressing the importance of understanding emotional development and the effects of early childhood disruptions or traumas, have significantly influenced many explicitly therapeutic approaches to residential child care (Sharpe, 2006).  Theories of therapeutic containment and holding environments emanate from a psychodynamic tradition and offer a way of understanding some of the complexities of residential child care practice generally, and physical restraint specifically.  

The concept of containment, introduced by Bion (1962), provides a way of understanding the process by which the primary care giver (for Bion, the mother) receives the projected, intolerable feelings of an infant, modifying and returning them in such a way that they become tolerable; thus the caregiver is coined ‘container’ and the infant ‘contained’.  Early, ongoing experiences of containment enable the development of thinking in order to manage experiences and emotion.  When individuals’ experiences of containment are inadequate or significantly interrupted, cognitive and emotional development are affected and the capacity to manage emotions is reduced. 

2.2 Holding Environments

There are clear links between Bion’s work on containment and Winnicott’s (1965) work on holding.  Winnicott makes important connections between a child’s experiences of being held as an infant, both in his mother’s arms and in a safe physical environment, and an overall emotional holding that makes possible his emotional development (Ward, 1995a).  This whole experience of being physically and emotionally held by the parent(s) is referred to as the holding environment and it is here that the infant develops trust, learns to identify thoughts and feelings, and develops the capacity to think, symbolise and play (Ward & McMahon, 1998). As infants develop into children, the holding environment also involves the process of adults helping them to make sense of and learn from painful experiences (Kahn, 2005).  

2.3 Containment and Holding Environments in Residential Child Care
The concepts of holding and containment have subsequently been applied to other relationships and settings, including consultancy (Sprince, 2002), social work (Toasland, 2007), social work education (Ruch, 2005, 2007; Ward, 2008), teaching (Kahn, 2005), and even business (Kahn, 2001).  It is the application to residential child care that will now be discussed in more detail.

   2.3.1 Containment: Direct Practice

The triggering of primitive, unmanageable feelings disrupts and fragments thought processes, making clear thought difficult (Ruch, 2007).  This can be a perpetual state for some young people in care, particularly those who did not have consistent, ‘good enough’ experiences of containment during their early development.    Ward (1995a) describes both literal containment in terms of basic care and the setting of boundaries, and metaphoric containment, which involves holding uncontainable feelings for the young person.  Through mirroring these feelings back in a more manageable form, the young person gradually learns to understand and manage them herself.

   2.3.2 Holding Environments: Indirect Practice

Helping children and young people to make sense of their feelings and experiences, ‘to talk it out rather than act it out’, will resonate with many front-line practitioners’ understanding of important aspects of their work.  However, with the rise of managerialist regimes and declining influence of psychodynamic approaches to social work generally (Rojek, Peacock, & Collins, 1988) and residential child care particularly (Sharpe, 2006), fewer residential practitioners actually think about their work explicitly in terms of containment or holding environments.  Support for making sense of the strong emotions staff absorb and how this may trigger counter-aggressive or counter transference reactions is necessary but all too often absent in residential child care settings.  Yet the dominant theme across related literature is the importance of containment or the provision of holding environments for those doing containing work.

The consequences for staff of inadequate organisational support in addressing counter-transference, particularly when it is based in fear, can include an immobilization of energy, a diminishing of insight into the issues that underlie behaviour, an increased focus on control, emotional unavailability, irrational or erratic reactions, and provoking and/or punitive interventions, potentially culminating in covert or overt abuse.  There can be something “completely indigestible about the emotional effect” (Ironside, 2004, p.45) of absorbing others’ uncontained emotions, making it difficult to think or see ones own practice clearly.

Ward (1995a) describes the necessary ‘nesting’ of the functions of containment, with systems of staff support containing complex networks of processes and relationships so that these might then contain the more individual, containing relationships between staff and young people.  Systems of staff support include staff meetings, consultancy, supervision and management (Ward, 1995b).  Braxton (1995) stresses the importance of the organisation creating a holding environment that enables staff to address and work through their inner experiences and covert [and often unconscious] agendas so that they can provide metaphoric holding for young people.  Such environments contain safe spaces for staff to freely and genuinely express feelings provoked by the work, including those which may appear critical, destructive or otherwise unprofessional.  Expression is not enough, however; staff also need to be supported to make sense of these feelings in a way that gives insight to the young people, their ‘selves’ and their practice.   As with environments that metaphorically hold children and young people, adequate holding environments for staff will neither be intrusive, abandoning nor rejecting.

The role of managers is pivotal in developing holding environments.  The importance of their therapeutic orientation and involved (rather than distant) leadership has been identified in research specific to residential child care (Department of Health, 1998).  Toasland (2007) draws attention to the projections of practitioners being absorbed and experienced by managers, and the crucial role managers play in providing containment.  She points to the increasing fragility of organisations resulting from continual restructuring and redeployment of staff, thus diminishing reliable organisational containment and increasing the pressure on individual managers as containers.  

2.4 Holistic Containment
Ruch (2005) points to the need for containment in order for child-care social workers to respond to the complexity, uncertainty and risk in practice.  She highlights how practitioners’ anxiety is compounded by the risk averse and bureaucratic nature of steadily emerging technical-rational approaches to practice.  These conditions impede the development and maintenance of reflective practice.  Ruch offers a model of holistic containment which promotes the development of reflective practice in a way that integrates technical-rational knowledge with knowledge deriving from more practical-moral sources.  

Ruch’s model is comprised of three facets.  The first, emotional containment, is focused on the importance of containing relationships.  It is within the context of these relationships that uncontainable or unthinkable experiences can be processed and made thinkable and manageable.  The second facet is organisational containment and focuses on clarity of organisational, professional and managerial policies and practices.  The third facet, epistemological containment, refers to contexts which value and promote the integration of technical-rational sources of knowledge with those deriving from a more practical-moral source.  These manifest in collaborative and communicative forums and practices, and enable practitioners to think about and discuss contentious, uncertain and/or complex issues in a multifaceted way (Ruch, 2005).

2.5 Containment and Physical Restraint

References to physical restraint within containment literature are scarce (Rich, 1997) and the term containment is most commonly applied simplistically (i.e. the physical containment of harmful behaviour) (Day, 2000b).  The research, discussed in sections 3, 4 and 5, offers a more complex and nuanced account of physical restraint, based on the views of staff and young people who have experienced it.  Considering their views through the theoretical lenses of therapeutic containment and holding environments provides a framework for understanding for some of the findings and a child-centred grounding for improving related practice. 

3. The Study

3.1 Aim and Design

The Study was funded by Save the Children, Scotland and data collection took place between February 2004 and May 2005.  Its aim was to explore the experiences of staff and young people related to physical restraint in residential child care, and give voice to those experiences in order to further inform policy and practice.  The study employed a flexible design (Robson, 2002) using semi-structured interview schedules and four vignettes depicting situations where a young person or young people were exhibiting behaviour that could be perceived as problematic and/or risky.  Different schedules were used for staff and young people and questions elicited a broad range of thoughts about and experiences of physical restraint, the lead up to and its aftermath (though with some identical questions across both schedules); identical vignettes were used with both groups of interviewees.

3.2 Sample, Interviews and Analysis
Twenty establishments participated in the study; ten were run by private or voluntary (not-for-profit) organisations and ten by local authorities. The establishments included secure accommodation services, residential schools and children’s homes.  Two establishments catered to young people with disabilities.  All participants were self selected; the impact of this on the findings cannot be known, but it is likely that the views of those who lack the self-confidence or trust in the researcher/research process such that they declined to be interviewed clearly are not represented.  The findings contribute to the development of theory which aids understanding in similar cases or situations, sometimes referred to as analytic or theoretical generalisation (ibid).    

Those who participated in the interviews included 37 young people between the ages of 10 and 17, and 41 residential staff members.  26 young people were male and 11 were female; 17 staff were male and 24 were female.  Number of years working in residential child care ranged from one to twenty-nine, though amount of experience was not a major factor in the findings.  Young people’s interviews averaged around 30 minutes and staff interviews averaged around 100 minutes.  All interviews were recorded and transcribed verbatim; analysis was done using qualitative research software, with an emphasis on coding, memoing and visual mapping (for a more detailed account of the methodology, see Steckley & Kendrick, 2008c).

3.3 Initial Findings Summarised
While much of the discussion surrounding physical restraint in residential child care and similar contexts focuses on negative aspects, the analysis of the interviews of this study revealed greater subtlety and complexity than has been previously represented in the literature.  The broadly identified themes briefly discussed in this section are included to provide the backdrop to a more focussed discussion on the findings as related to the notion of therapeutic containment and holding environments (for a more detailed discussion, see Steckley & Kendrick, 2008b).    

Staff and young people were nearly unanimous about the necessity of physical restraint in certain situations.  Staff were consistent in viewing physical restraint as appropriate only in situations of harm or imminent harm, and only as a last resort; the complex and ambiguous nature of harm (particularly imminent harm) and ‘last resort’ were also consistent points of discussion, particularly related to issues of absconding and property destruction.  Conversely, many young people were straightforward in their views that property destruction should warrant physical restraint, and some expressed that staff should be or were able to distinguish whether their behaviour posed serious, imminent harm or was merely a way of ‘letting off steam’.  

Young people complained of restraints that were carried out too forcefully, and both young people and staff spoke of restraints they believed to be unjustified.  In terms of their experiences of physical restraints, the overriding emotions conveyed by staff were guilt, doubt and defeat, along with physical manifestations of distress.  Young people described a broader range of feelings, though all young people expressed negative emotions related to at least some of their experiences; these emotions included hate or aggression towards staff, hate or aggression towards themselves, frustration, embarrassment, sadness, regret, and, overwhelmingly, anger.  Interestingly, some young people identified positive emotions in relation to some of their experiences of being physically restrained.  These included feeling safe, cared about and glad that staff restrained them because it helped to stop behaviour that would get them into serious trouble.  

4. Findings Related to Containment

For purposes of ensuring anonymity and confidentiality, pseudonyms have been used for all participant quotes.

4.1 Control
While no participant spoke specifically of containment or holding environments as theoretical models for informing their work, some seemed to have an awareness of basic containing aspects of the care they provide, particularly related to physical restraint.

Brenda: We have a few that recognize that they’re out of control and by us holding onto them, it’s just, just holding them until they calm down. They don’t know how to calm down. They’ve never been taught. A wee guy I work with at the moment, I said to him ‘it’s like a baby learning to walk and talk’. He’s just not learned how to control his anger yet and there’s a lot of emotional stuff as well and, it’s weird, I held him to control his anger. (staff)

This member of staff intuitively linked this young person’s inability to contain his anger with infancy and toddlerhood, where much of the essential early processes of containment take place.  The issue of control is also highly relevant.  The way in which uncontained emotions manifest themselves often diminishes young people’s self control.  Around half of the staff associated the young person losing control as one of the factors in their assessment of the need for restraint; some also expressed awareness of the discomfort or distress experienced by young people related to being out of control.

Control is also relevant from the perspective of young people.  There is a myriad of ways young people in residential experience loss of control, from the profoundly significant loss of living with their families to the more mundane, day to day imposition of rules, routines and limits on behaviour.  While structure and predictability are often beneficial, particularly for those young people coming from chaotic environments with inconsistent or absent boundaries, this can be experienced as an extreme loss of control.  Poor or unreliable internal control exacerbates the situation further.

Only a few young people spoke directly about their own experiences of losing control.  This was mostly related to their inability to control their own violence and they highlighted the important role staff played in literally containing their behaviour.  

Interviewer: So were you going to do something? 

Andy: I was going to punch his lights out, I was going to blooter them. 

Interviewer: So did you think staff were right or wrong in holding on to you at that time? 

Andy: Holding onto me was right because I would have hit, I would have hurt that boy very badly. 

Interviewer: OK, so the times they’ve held on to you/  

Andy: /Because this boy, this boy was the same age as me but he was, I don’t think, he wouldn’t have the same strength as me. 

Interviewer: Yeah, so they were protecting the boy?  

Andy: Well they were doing what was right. 

Interviewer: … Were they protecting you in some sort of way as well by holding on to you? 

Andy: Aye, they were protecting me from hurting another boy. I don’t really like it, but if I lose my temper I can hurt somebody. (young person)

4.2 Touch 
The simplistic interpretation of the physical containment of potentially harmful behaviour, mentioned in section 2.5, is indeed a significant dimension of physical restraint and necessarily involves touch.  The literal experience of being held is central to the development of containment for the infant; holding or other forms of controlling touch can also feature in helping a toddler through tantrums and other forms of distress.  As children develop cognitively, emotionally and physically, the need for such intense forms of touch recedes.  Given the interrupted development experienced by many young people in residential child care, such needs may not recede.  This is complicated, however, as the same circumstances that interfere with holding environments can also damage many young people’s capacity to trust and accept support, including those forms of support involving touch.

   4.2.1 Physical Restraint for Touch Related Needs
Both staff and young people discussed issues of touch in the interviews.  Almost a third of staff discussed young people whom they perceived as seeking out physical restraint for touch related needs.  Some referred to ‘kids needing a hug or cuddle’ but not knowing how to initiate or accept this form of touch.  Others spoke of young people using the physical struggle of a restraint to release anger, and a few spoke of young people appearing to need the safety of being held in order to feel their feelings and express them.  

Jean: I think it’s because physical aggression is the only way he knows to show how he is feeling, to get out his aggression, to get out of how he is feeling.  It’s like a younger child who is maybe having a temper tantrum, you hold them and this is his way of getting that physical, it’s terrible but to me that’s how it is.  “I want this physical contact, I want you to hold me so I can get this out, get it over and done with because I don’t know how else to do it.”   (staff)

Touch is a necessary ingredient in providing for the healthy development of children (Brazelton & Cramer, 1990), yet it is becoming an increasingly complex dimension of practice.  Prior abusive or transgressive experiences of touch can cause anxieties for young people, and for the staff who care for them.  Ward (1999) identifies these and other touch related anxieties, the latter of which can be connected to the poor public image of residential child care. These anxieties can create or exacerbate difficulties for young people in seeking out and accepting affective touch. 

No member of staff in this study explicitly spoke of being afraid to give a young person a hug or cuddle, yet there was evidence of ambivalence.  Understandably, several spoke of their discomfort at holding young people during restraint, sometimes referring to it as ‘unnatural’. Related to cuddles, one simply stated they could not be given due to the young person’s age, developmental stage and physical size.  Another spoke of having “absolutely no physical contact” when talking things through with a young person immediately following a physical restraint, despite having just been through a process requiring very close physical touching and despite the often increased need for comfort and reassurance post restraint.

   4.2.2 Touch to Defuse Distress and Aggression
Around a quarter of staff spoke of using touch to defuse situations, highlighting the containing potential of touch in the day to day lifespace; several of these described how a cuddle could sometimes avert the use of physical restraint.  Yet a few mentioned that female staff were more capable of using this intervention than male staff, again reflecting levels of ambivalence (in this case based on gender).  Staff also acknowledged the potential for touch to trigger a higher degree of volatility in a young person.  

No young person spoke of touch having a diffusing effect when escalated, though none were asked directly whether they found being touched to be helpful or problematic when distressed.  Young people did, however, describe either purposely getting restrained or witnessing peers do so.

Sharon: Some kids just need to be held to comfort them. 

Interviewer: As a comfort thing? 

Sharon: Yeah. 

Interviewer: So sometimes do they get held when they haven’t, when they’re not putting anybody at risk, but they just need the comfort of being held? OK. 

Sharon: Well they won’t, but like you have to mad before they can do it. 

Interviewer: Oh, I see. So maybe a kid really just needs the comfort, but they have to kind of go into that ‘putting at risk’ place to be able to get the hold. Aye? That, what do you think about that? 

Sharon: Well I’ve done it a few times. 

Interviewer: Yeah? That’s really honest. If there was a way to be able to get that need met without having to go mad, would you have liked to have had a way to do that? 

Sharon: Hmm [affirmative]. 

Interviewer: Yeah? 

Sharon: I don’t know how to for, [pause] you don’t, you need to get all your anger out and then you just go mad and then you need to be held.  (young person)

   4.2.3 Physical Restraint for Catharsis
It appears that some young people may be using restraint (consciously or unconsciously) either as a form of catharsis and to create a ‘safe’ space—a contained space—in which to experience a catharsis.  Over half of the staff spoke of working with young people, either currently or in the past, who were repeatedly restrained (some as often as daily or even more frequently).  There was sometimes a connection between the perception of the use of restraint for the purpose of catharsis and repeated restraints.  Interestingly, some young people made a similar link. 

Staff talked about their concern for young people being repeatedly restrained, the impact of this on the other young people, and the team’s ability to meet the needs of all concerned.  They also described the exhausting impact on themselves and their colleagues, both emotionally and physically (including injuries).  How this is addressed and the implications of this will be discussed in sections 4.4 and 5.  

Only three young people spoke with any candour of having been repeatedly restrained and/or of ‘using’ them for purposes of catharsis, and all three were from different establishments.  Of them, one was still experiencing numerous restraints and on the surface, seemed to have little insight as to the reasons for them.  This may be due, at least in part, to his age (11); he did, however, speak in a disorganised but telling way of the difficulties and violence he had experienced within his family and of his bitter, violent self-hatred.  The other two, aged 16 and 17, both described essentially ‘outgrowing’ the need for physical restraint and each claimed not to have been restrained in over a year.  Both had positive things to say about their experiences of restraint and about their relationships with staff.  It is possible that the latter two may have experienced containing care, of which physical restraint was a significant part; it is unclear whether the youngest of the three is in the early part of a similar process or whether his experiences of restraint are entrenching him more deeply in a destructive cycle.

4.3 Relationships
Relationships between young people and staff emerged as a key theme in the study.  They appeared to be significant in how young people experienced and made sense of their experiences of restraint, and restraints appeared to have varying impacts on the relationships between staff and young people.  The degree of trust within relationships appears to be a central factor in how restraints were experienced by young people.   

   4.3.1 Trust as a Key Ingredient for Young People
Young people spoke of trusting staff to do the restraint properly, not to hurt them and to avoid restraint when possible; some expressed a perception that staff were trying to help them, including helping them to prevent the behaviour that led to restraint.  A few young people spoke of staff understanding them, and all of these aspects can be linked with trust.  

Helen: Aye, I think restraints should be done.  They’ve helped me, but I don’t think they should be done in every single circumstance. (young person)

Some young people spoke of the overall diffusing impact of a good relationship. 

Brian: Like if it’s my key worker, I’ll calm down quickly because we, me and him, have an understanding between each other…

Interviewer: Do you have a good relationship with your key worker? 

Brian: Aye…Just that sometimes you feel like calming down because it’s your key worker and you don’t, you don’t want to put them, because I mean when you’re, when you’re being held on to, and you’re doing that, you’re putting the staff in pain too. Because a lot of them, it takes a lot out of them too to hold onto you. (young person)

Conversely, a couple of young people spoke of a connection between having a positive relationship and being restrained by a particular member of staff.

Ryan: I don’t understand, the pressure from court cases and losing mobility because I was fighting with staff. And I think it was in the pressure. I took it out on him because I liked him and I don’t think I understood.

Interviewer: Did that restraint feel different? 

Ryan: Aye. I didn’t even, I didn’t even go crazy in this restraint. He didn’t even hurt me after that…he was holding me. He wasn’t even squeezing, he wasn’t twisting, he was just holding. (young person)

This excerpt reflects the complexity of factors that contribute to how a young person experiences being physically restrained and how he makes sense of that experience.  This young person referred both to liking the member of staff, and also how that staff responded during the restraint.  In reflecting back after the event, it is impossible to decipher how much the former influenced his perception of the latter, and vice versa.  Both of the previous excerpts may reflect an absorbing, containing quality within each relationship; this also reflects the complex dynamic between relationships, potential or actual physical restraints and containment.

Over a third of young people spoke of either a specific experience or more generally of physical restraint as having a positive impact on their relationships with those members of staff doing the restraining.  

John: Some of them I get on even better with because of it.

Interviewer: Yes?  Any idea why that might be? 

John: Because I have been through it, because I have been angry, because of certain things I have been through to the end…so I can relate to them now. (young person)

Those who differentiated between positive and negative impacts on their relationships frequently pointed to whether there was a good reason for the restraint and whether staff hurt them as key factors in terms of impact.  Some young people also discussed how staff spoke to them afterwards.  

Just under a third of young people indicated that they thought being physically restrained had a negative impact; half of these felt this impact was only in the short term, with the other half describing longer running impacts. 

Not getting on with staff was also identified by young people as decreasing trust and increasing the likelihood of getting restrained.  It also negatively impacted the experience of physical restraint, and at least one young person spoke of feeling distrust for staff with whom he had poor relationships, in terms of being more rough or holding more tightly than necessary during restraint.     

   4.3.2 Trust, Respect and Knowing as Key Ingredients for Staff
Good relationships were mentioned by most staff as a key feature in helping young people de-escalate and avoid physical restraint; they were even mentioned as having a diffusing influence once a restraint had been implemented.  When asked what, if anything, their establishment did in order to prevent physical restraints, just over a third spoke of their explicit focus on building relationships.

Generally, staff identified several factors as important in building the types of relationships with young people that could help them to prevent or avoid restraints or withstand the impact of restraint.  Trust, respect and knowing the young person were dominant, and most others identified can be connected with one or more of these three.  Knowing the young person was mentioned by almost three quarters of staff, in terms of an important factor in building relationships, assessing situations of potential harm and effectively helping young people to deescalate.  Knowledge of the young person was also linked by a few members of staff with effective use of touch, and it is clear that the relationship between staff and he young person is a determining factor in whether touch is therapeutically containing.    

Related to trust, staff spoke frequently about young people trusting them to avoid using physical restraint if possible, and to not intentionally hurt them if situations did end up in restraint.  This is a direct parallel with the responses of young people.  Not abandoning the young person, either in the lead up to the restraint or as a result of what occurred prior to or during the restraint was also mentioned, as well as sticking with young people more generally “through thick and thin.”  

Helping young people to develop alternative ways of dealing with the feelings and circumstances that tended to trigger a restraint was also strongly connected with trust.  Talking with young people, whether speaking things through or explaining the reasons for decisions was also frequently mentioned and often connected to the building of trust, as was the importance of listening (though less often).

Staff made connections between setting boundaries and the other dominant theme of respect.  In setting boundaries, firmness, consistency, predictability, fairness, realistic expectations, honest explanations and flexibility were all mentioned.  A connection was made between the need for young people to experience control, and that sometimes this was simultaneously experienced as a form of caring.  Staff also spoke of working with colleagues, both presently or in the past, who had an inappropriate orientation towards control; this either manifested in rigidity and sometimes the misuse of physical restraint, or an avoidance of setting boundaries.  Both were associated with a loss of respect on the part of the young people.  Finally, several staff spoke of young people’s need to feel safe, which was more frequently connected with respect and the related elements discussed here, though it also was connected (often simultaneously) with many of the elements of trust discussed above.  

4.4 Organisational Holding
What clearly emerges is that relationships between young people and staff are central for young people to have healing experiences of containment, within which literal containment (i.e. physical restraint) may play a part.  It is also clear that the behavioural, organisational and societal contexts make these relationships demanding, challenging and complex.  Ruch’s (2005) model of holistic containment, discussed in section 2.4, is useful to examine levels of organisational holding present to enable staff to develop and maintain such relationships.

   4.4.1 Organisational Holding: Emotional Containment
There was some evidence of emotional containment (the first facet) for staff in the form of peer support, support from the unit manager, post incident debriefing and supervision.  The most consistently favourable comments by staff, in terms of feeling supported related to challenging behaviour and physically restraint generally, referred to relationships with fellow staff.  They spoke of the importance of knowing one another and backing each other up.  

Jen: I think we’re quite lucky that way cos we do have quite a united staff group. Um, we can talk to each other, rely on each other, support each other. (staff)

Good relationships and support from the unit manager was also mentioned, but with less frequency.  

Post incident debriefing was also mentioned by participants; however, the majority described it as only happening “in theory” or inconsistently, with other demands in the unit cited as interfering with it happening.  A few staff indicated that they would rather not be debriefed, or that there were circumstances (e.g. late at night at the end of a difficult shift, a distrust of the manager) where they did not want debriefing.  

Close to a third of staff spoke of feeling unsupported after a restraint occurred; this does not include those that expressed that they felt support was inconsistent.  Some indicated that no form of debriefing took place, and a few described a general lack of acknowledgement of the impact of the restraint or violent behaviour on staff.

Lindsay: …when you’ve had the history of managers we’ve had previously, we basically just didn’t even acknowledge something had happened…too many people think it’s part of your job and dismiss it as such. “It’s ok for you to be hurt cos that’s what you’re paid for.” Well it’s not, actually.  (staff)

In some cases, respondents were unit managers who also provided direct care to young people.  A few of them raised issues of a lack of accessibility or understanding on the part of their more external manager. 

Danny: Probably at that point you also have a lack of understanding as well because things can happen so quickly and it’s about a lack of understanding about your own feelings because your adrenalin’s going …“Is there somebody that I can speak to about this?  Can I be absolutely up-front with the person who I’ve been involved in this with relation to my own feelings, particularly as a manger?”  You need to be able to support everybody else round about you and as the unit manager, at times, you cannot really go to other residential workers and be saying “Well, I feel like this or I feel like that” because they look to you for leadership, guidance and support.  So as a unit manager there has been times following restraints where I’ve felt frustrated that I’ve not been able to verbalise my own views and opinions about it in a constructive way and it’s always had to be very guarded, because you might be waiting for two, three, four, five days for a debriefing after it, actually, because you are waiting for an external manager. (staff)

Supervision, highlighted in research and reports as an important facet of creating positive care environments (Milligan, Kendrick, & Avan, 2004; Skinner, 1992), is another potential arena for meeting the emotional containment needs of staff.  When asked whether physical restraint was ever spoken about during their supervision sessions, over half of the participants answered no, with a subset of these indicating that they infrequently received supervision at all.  

   4.4.2 Organisational Holding: Organisational Containment
Organisational containment, the second facet of Ruch’s (2005) model, focuses on the procedural dimension of promoting organisational, professional and managerial clarity.  This clarity is a necessary component in enabling staff to manage anxieties related to providing containing relationships.   Related policies, guidelines and practices identified in the discussions with staff include: their awareness and understanding of an overall agency policy related to physical restraint; policy and practices related to training; and care planning practices.

When staff were asked whether they were aware of their agency’s guidelines related to physical restraint, there was a wide range of responses.  They spoke with the greatest consistency and clarity about the importance of completing forms and notifying parents and social workers when a restraint had occurred.  Some staff were clear in discussing related conditions under which restraint could be used; these most frequently included presence of imminent harm, presence of staff trained in the agency’s chosen method of restraint, and use of restraint as a last resort.  Other staff were not sure whether their agency had a policy or guidelines that specifically addressed physical restraint, but they were able to recount similar conditions under which it could be used (often linking them to training).  One participant indicated a deliberate lack of clarity related to agency guidelines in order to keep issues of liability located at an individual, rather than ‘corporate’, level.  Another member of staff spoke of an unwritten policy of reducing property destruction, and sometimes experiencing this as pressure to restrain in circumstances where she felt there was not imminent harm.  Indeed, staff spoke with much less clarity and certainty about situations involving property destruction or young people running away.  

Training appears to be an area of more consistent clarity; the vast majority of staff indicated either an explicit or unwritten policy that training was necessary and required before they could physically restrain a young person.  Most also indicated that it supported them in responding to situations that may lead to restraint, and almost all felt that it helped in terms of doing the physical holding.  Interestingly, there was also a common theme that actual restraints rarely occurred according to the “text book,” though most did not dismiss the need for a model to follow.  Over three quarters of staff indicated a consistent practice of addressing issues related to physical restraint in young people’s care plans, with content usually centring on risk assessment and behavioural management plans. 

   4.4.3 Organisational Holding: Epistemological Containment
Epistemological containment, the third facet of Ruch’s (2005) model, refers to the forums and supports which enable staff to make sense of the uncertain, contentious and complex areas of practice.  In this study, there appears to be little evidence of such forums.  

Post-incident debriefing and supervision can provide epistemological containment (in addition to the emotional containment discussed in section 4.4.1).  While there is evidence of developing practices related to post-incident debriefing, for the most part the content does not appear to be of a nature that would promote the kinds of insights and construction of meaning necessary for this level of containment.  Staff consistently characterised debriefing simply as someone checking in with them to see if they were okay, and being given space to have a cup of tea or a cigarette.  

Richard: Staff should be debriefed to make sure they’re okay. 

Interviewer: Does that happen? 

Richard: Yeah, that does happen. It’s much better…It’s kind of a funny question though. It’s just like, it’s almost perfunctory. It’s like, “You OK?” “Yeah, I’m fine. Thanks for asking.” “Do you feel able to rejoin the group?” “Yeah.”  I suppose some people would say, “No, I need to go home.” 

Interviewer: Yeah?
Richard: But, I mean, I wouldn’t do that…I couldn’t really care less if anybody debriefs me or not. I’m not interested. It doesn’t matter. It’s done and I’ll deal with it myself. (staff)

A small minority of participants did speak of more substantial debriefing; these discussions were depicted as centring on whether staff ‘did the right thing’.  A few mentioned the discussion of strategies for future potential incidents and only one spoke of conversations involving her “own triggers”. Several more spoke of wanting just such conversations to occur and staff consistently indicated a concern for whether they had handled the lead up and the restraint itself correctly. 

While just under half of the staff indicated they had discussed physical restraint in an individual supervision session, none described content that could be seen as epistemologically containing.  In terms of staff meetings, which potentially can serve as a forum for staff supervision, content consistently centred on strategies related to the young person’s triggers and behaviours.  

The meaning of physical restraint did not appear to be a subject of discussion in any forum despite the range of constructions evident in the transcripts.  There were times, however, when staff (and young people) appeared to be making sense of their own view and constructing meaning during the course of the interview.  Indeed some staff seemed to relish the reflective, exploratory space, with some interviews lasting two hours or more.  Both in listening to them and in analysing the transcripts, there was not a sense of these types of spaces occurring in establishments.

Outside consultancy is one of the four systems of staff containment identified by Ward (1995b), and is key in providing reflective spaces and perspectives that enable staff teams to continually challenge and make sense of their practice and experiences.  Very few participants mentioned consultancy, and when they did, it was specifically focussed on addressing the behaviour and needs of a particular resident (usually related to sexually harmful behaviour).  

5. Discussion

5.1 Direct Practice: Relationships, Touch and Control in Providing

Containment for Young People

Key themes of relationship, touch and control appear significant in understanding the complexities of therapeutic containment and physical restraint.  In listening to participants’ responses, it becomes clear that it is not simply the experience of restraint itself that affects young people’s overall experience of it.  It is the context within which the restraint occurs that is as significant, including preceding and subsequent events and the ongoing quality of relationships.  Additionally, while containing relationships may help to avoid physical restraints, the occurrence of a restraint may not necessarily be an indication of a poor relationship or a young person not being metaphorically held.  It does appear that good experiences of containment, whether or not they involve physical restraint, are impossible outside the context of a good relationship.

There is likely a direct relationship between the effectiveness of touch to defuse heightened emotion and the quality of relationship between the parties involved.  Fear or ambivalence related to touch complicates this and can also impede the kind of containing relationships that may preclude the need for physical restraint.  This is further exacerbated by a wider context of ambivalence and suspicion towards residential child care (and, by implication, residential child care workers). 

The quality of relationships between staff and young people also likely affects the latter’s experiences of boundaries and control.  Some out of control behaviour indeed requires intervention and the experience of being out of control can be distressing for young people.  How staff make sense of and manage the related, absorbed anxiety from the young person, the other young people present and their own triggered anxiety will impact the degree to which their intervention is proportionate and based on an assessment of need, or simply a reaction (or overreaction). Therapeutic containment requires an ability sometimes to poultice out rather than always dampen down.  Containing and making sense of out of control feelings and resultant anxiety is crucial if staff are to create safe spaces for young people to explore and work through difficult feelings and behaviour; the alternative is simply the provision of controlling reactions to alleviate their own and/or others’ anxiety.  

It appears that there is basic yet significant work that can be described as therapeutically containing taking place in at least some of the establishments that participated in the study.  The majority of this work appears to be happening between staff and young people. 

5.2 Indirect Practice: Organisational Holding of Staff
There is less evidence, however, of containment occurring at a level where staff explicitly tune into the more subtle, complex, absorbed emotions and experiential states of young people in order to better understand and assess need.  While there is some evidence of staff being organisationally held, it also appears to be at a very basic level and it is likely that there is a direct relationship between the two.  

There is a consistent indication that staff feel mutually supported, yet it is concerning that those responsible for the direct care of young people with significant containment needs are also left to fulfil the bulk of each others’ containment needs.  There is an added complication faced by unit managers.  While they need to manage the same complexities of relationship with young people, they also have a containing role to play for their front line workers.  There was little evidence of emotional containment being provided for those unit managers who participated in this study.

Policies, procedures and legalistic frameworks, apparent in varying degrees, can only provide the tone and parameters within which staff must make professional judgements.  These were clearer at a technical-rational level, as evidenced by consistent responses related to completing forms and notifying parents and social workers.  It appears they offered less clarity in relation to the more complex, practical-moral applications.  This was evident in participants’ confusion about situations of absconding and property destruction, and their general concern about whether they had ‘done the right thing’.

Staff also need forums which promote and support the discussion of uncertain, contentious, complex aspects of their practice in a multifaceted way, and this dimension of containment was almost completely absent.  Debriefing appears to be experienced as an administrative exercise, with its potential to meet containment needs as yet untapped.  Individual and team supervision can also serve such needs, but there was no evidence of them doing so. There can be an inherent tension, however, between the supervisory functions of containment and accountability, particularly related to the more uncertain and contentious areas of practice and the ‘unprofessional’ feelings that are often triggered when working with young people who have considerable containment needs.  Outside consultancy can help to relieve this tension, yet there was no evidence of such consultancy occurring.  The containing functions provided by an outside consultant come into sharper relief when one considers the pivotal role of unit managers, most of whom are trying to simultaneously meet the containment needs of their young people and their staff while receiving little containment themselves.

The existence of mutual support amongst teams, while necessary in a holding environment, is not sufficient.  It can also have a darker side when epistemological containment is not present.  While it is natural for people to seek out reassurance in the face of doubt and uncertainty, if the culture does not support honest, frank and reflective discussions, then challenging poor practice will be less likely.  It will be even less likely if mutual support is the only form of containment that staff experience.  Several staff spoke of witnessing practice that they did not agree with; some indicated that they could approach colleagues to discuss differing view, but others did not.  The effectiveness of such discussions was also unclear.  Even those who have the commitment and fortitude to challenge poor practice require reflective forums to challenge their own views, resist false certainty, construct meaning and avoid absorbing counterproductive aspects of their unit’s culture.  One participant showed just such an understanding of the link between the development of a reflective culture and the reduction of poor practice.

Kirsten:…as far as the kind of general culture in here, it’s not really the kind of thing to reflect…I think that with senior members of staff probably reflect, you know, informally a lot…I would say individually reflecting… 

Interviewer: How do you think developing into a reflective culture about restraint, or just in general about practice, would impact restraints at [establishment]? Or do you think it wouldn’t have an impact?...
Kirsten: Yep, I think there would be definitely be an impact on the restraint process and on the number of restraints. 

Interviewer: So how would the number maybe be affected, in your mind? 

Kirsten: Because I think if people were to think about it, from what I’ve witnessed in here, in a kind of formal way with either, when I’m saying formal I’m kind of meaning in a kind of debriefing session with like either the line manager or another colleague who’s, you know, allocated to that kind of job. 

Interviewer: Okay. 

Kirsten: I think if we were being honest with themselves then a lot of the restraints that happen, that I’ve witnessed, wouldn’t have happened.  (staff)

6. Conclusion

There is strong evidence of significant and complex containment needs, both for staff and for young people, in residential child care generally and in this study specifically.  There is not evidence, however, of these needs being met to an adequate degree, especially for staff working with young people who have experienced particularly damaging life events.  There are direct implications for the practice of physical restraint.  Technical-rational approaches alone do not adequately equip staff to address the more complex, ambiguous and contentious elements of the practical-moral dimension of practice.  A more holistic containment is necessary for staff if units are to become holding environment for all of those working and residing there.  Good holding environments have the potential to reduce and possibly eliminate the need for physical restraint; they can also make experiences of therapeutic containment possible, of which physical restraint may simply be a small part.  Very basic levels of therapeutic containment appear to be congruent with the way many staff make sense of their work with young people.  Robust therapeutic containment, however, is much more complex and requires committed, informed leadership and multi-layered investment.  
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