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Chapter 13 
 
Working with violence in children: a developmental and relational perspective 
 
Celia Sadie, Laura Steckley, Susan McGinnis and Joanna Sales 
 
 

1. Introduction 
 
In this chapter, we set out to provide the reader with some direction about the 
management of violence when working with children, and how this feeds into the practices 
of assessment, formulation and treatment across the spectrum from preventive to reactive 
work. We look at current practice, signposting areas for practitioners to explore in depth 
elsewhere, often in other chapters of this book. While we focus on direct practice, it is vital 
to acknowledge that effective, meaningful work with children relies on good indirect 
practice (training, supervision, guidance, support, service development) being nurtured at 
an organisational level.  
 
Children are in a constant state of change and growth; they learn and develop through 
interaction with others and with the systems of which they are a part. They are full of 
potential, yet limited by their lack of power to change the potentially damaging aspects of 
their world. When we encounter them as practitioners, we are meeting their distress in real 
time, not retrospectively, as we might with adults. Whatever is happening, or has happened, 
is immediate or in the very near past. Their responses may be raw and inarticulate but are 
no less an expression of their experience. For this reason, rather than speaking of ‘violence’ 
we will be referring to ‘pain-based behaviour’. 

The term ‘pain-based behaviour’ was coined by Anglin1 to focus therapeutic attention on 
the psycho-social pain that underlies children’s ‘acting-out’ behaviour.  In a grounded theory 
study of what makes for well-functioning residential childcare, he found that this pain was 
under-acknowledged and often unaddressed.  While violence is often assumed to be the 
product of anger, his findings revealed a much broader and more complex mix at its roots, 
including grief, loss, abandonment, anxiety, hopelessness, fear and terror. In his words, ‘the 
ongoing challenge of dealing with such primary pain without unnecessarily inflicting 
secondary pain experiences on the residents through punitive or controlling reactions can 
be seen to be the central problematic for the care work staff’ (p.178). This, we believe, is 
equally true for the management of anyone coming into contact with violence, at any level 
of the system.  

We argue that this is, in part, because witnessing and responding to the pain-based 
behaviour of children is very often painful for those around them, including families, carers, 
and professionals. We also argue that a cultural unconscious exists that cannot bear to 
acknowledge the fear, shame and despair that children experience and instead finds it more 
comfortable to gather those feelings under the umbrella of anger, which can then be 
‘managed’. This approach serves to locate the problem in the child and absolves us as a 
society, and those immediately around the child, from taking responsibility for the 
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conditions from which these behaviours typically arise (i.e. from micro-system settings such 
as families to macro-system forces like poverty, inequalities and political ideologies such as 
‘austerity’). Dockar-Drysdale2 refers to this as ‘out there’ thinking (p.62), challenging us to 
‘tolerate’ looking ‘in here’ at our own responsibility for violence: our defensiveness and our 
unconscious complicity in these systems.  Strength is required not just for resisting one’s 
own defences, but our collective ones as well.  
 
 
 
Throughout the chapter, we acknowledge four main themes in our thinking: 
 

• Work with children needs to be thought about differently from work with adults, 
because of their relative systemic powerlessness and undeveloped capacities.  

• Pain-based behaviour is generated by experiences in relationships and can be 
understood, contained, and resolved through them. 

• Profound distress brings a request for relational containment, and this can be 
enabled by creating containing systems (support, reflective spaces, training, 
supervision) around staff, that validate their experiences and provide spaces where 
they can make sense of children’s communication. 

• Pain-based behaviour can provoke feelings of fragmentation and splitting within the 
child, their family, carers, practitioners and teams, and that our aim should be to find 
integrated, holistic ways of working together that can then support the process of 
nurturing the child’s own sense of integration.  

 
This chapter seeks to reinstate an understanding of, and attention to, the origins of pain-
based behaviour that can easily be lost in the language and discourse around the 
management and prevention of violence in children, both in the research literature and in 
the practice of care, whether through Child and Adolescent Mental Health Services 
(CAMHS), in children’s homes, or in secure settings. We seek to provide a counterpoint and 
a challenge to the prevailing tendency to focus responsibility within the individual and to 
initiate a dialogue where relational and reparative interventions can be considered, 
together with behavioural ones, as part of a process-informed response to pain-based 
behaviour.  
 
Finally, we note that the missing voices here are those of the children themselves. 
Remarkably little research has been done asking children, parents and carers about what 
they have found helpful in being understood and supported in relation to pain-based 
behaviour. This will prove a vital source of future progress in this field. 
 

2. Prevalence 
 
Pain-based behaviour in children deserves a great deal of attention from practitioners and 
researchers because of the ripples of harm and disturbance it generates across multiple 
systems; because of what it tells us about the environments children are experiencing; and 
because intervening early prevents later harm. Rivara3 (p.747) reminds us that ‘decades of 
research by criminologists, sociologists and psychologists indicate that the basis for violence 
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rests in childhood and that there is remarkable continuity of behaviour over time’. We know 
that children frequently experience and witness violence at home and in their communities: 
in the US-based NatSCEV survey4 60% of children surveyed had been exposed to violence in 
the previous year, 10.2% had experienced maltreatment and 9.7% had witnessed family 
violence. One in five had experienced maltreatment at some point in the past. The latest 
national UK survey5 suggested that 18.7% of adults had experienced some form of 
childhood abuse; 7.6% had experienced physical abuse and 9.8% had witnessed family 
violence. 
 
In turn, aggression and violence are common reasons for referral to CAMHS6 and are 
frequently associated with diagnoses of attention-deficit/hyperactivity disorder (ADHD), 
conduct disorder, oppositional defiant disorder and autistic spectrum conditions. Childhood 
aggression is thought to be a risk factor for a wide range of difficulties in adolescence (7, 4); 
whilst most aggression subsides in early childhood, around 15%8 continue to show such 
difficulties into adulthood. This kind of pain-based behaviour can lead to school exclusions, 
peer difficulties, emotional distress, and involvement in the criminal justice system. Early 
intervention is therefore of particular value. At the extreme end of the scale, we can see 
that there were 16,000 proven violent offences in the UK by under 18s in the year ending 
March 20199, the ‘dark figure of crime’ including unreported or undetected offences likely 
to be far higher10.  
 

3. Guidance 
 
The National Institute for Health and Care Excellence (NICE) Guidelines regarding violence 
and aggression in children11 offer a useful overview of practice in the area, making 
recommendations for preventive and anticipatory measures to reduce the risk of violence 
and aggression, ways to manage it by therapeutic means, and then ultimately to contain it 
via restraint, seclusion and tranquilisation. There is a natural degree of overlap with the 
guidance relating to the treatment of conduct disorder6, which goes into greater depth 
regarding recommended psychosocial interventions. Key points are summarised in the table 
below: 
 

Prevention 
 

• Staff should be trained to use restrictive interventions (e.g. restraint) suitable for 
children, but should avoid or minimise their use wherever possible 

• Psychosocial strategies should be used wherever possible.  
• Staff teams should be well-led, trained and supportive 
• Staff should provide meaningful therapeutic activities, should know their patients 

well, and work to balance safety with freedom and privacy.  
• Safeguarding and collaboration are key principles 

 
Assessment 
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• Underlying mental health, cognitive, trauma-related, culture or other relevant 
factors should be identified and relevant practice guidance followed 

 
Management 

• Age-appropriate interventions promoting self-soothing and self-control, and 
support and training for parents, should be offered 

• De-escalation should precede any more restrictive intervention 
• Punishment-based interventions are unacceptable 
• Mechanical restraint should not be used 
• Restraint, rapid tranquilisation and seclusion (never in a locked room) should only 

be used according to the guidance and with close medical monitoring.   
 
The guidance is due to be updated, following a surveillance proposal in 2019 that 
highlighted the need for a future review to consider the importance of trauma-informed 
care and support, and to offer a greater consideration of service users’ human rights. In 
addition, the guidance will need to consider the introduction of the Bild Restraint Reduction 
Network (RRN) Standards (published in April 2019)12, which are now mandatory for all 
training on restrictive interventions delivered to NHS-commissioned services. 
 
 

4. Assessment 
 
Understanding pain-based behaviour in the context of development and relationships 
 
Assessing pain-based behaviour in children requires us to integrate numerous ideas and 
sources of information that the vast literature in this area has yielded, to inform the 
creation of contexts in which the child can feel able to tell us, in whatever ways he or she 
can, about what is going on. The starting point is to provide an environment in which the 
truth of what is going on can emerge, in terms of collaborative, exploratory and empathic 
relationships between professionals, the child and their network. Once that is in process, 
the mechanics of how the assessment takes place, and what components it may include, 
can be worked through. Good and meaningful assessment is multi-modal and takes into 
account the qualities of multiple levels and parts of the child’s system, risk and protective 
factors, and, crucially, the relational environment that surrounds the pain-based behaviour 
itself.   
 
The principle that informs this chapter is that violence is never ‘unprovoked’ or ‘random’, 
but arises in the child as a response to a real or perceived threat to their psychological or 
physical integrity, in the context of a relationship or a network of relationships. Our role as 
practitioners is to understand this threat from the perspective of the child’s experience and 
construction of it, and why the child has responded to it in the way he or she has.  
 
In order to do this, we must hold in mind a sense of curiosity about where the child is, 
developmentally, at a given moment. This is as essential in our observations in spaces in 
which direct assessment takes place as it is in what we learn about the moments and 
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conditions in which pain-based behaviour is being enacted. Depending on the qualities of 
those environments, neither will represent more than a snapshot of the child’s capabilities, 
and information must be gathered from multiple sources, and most of all, from children 
themselves. This may include home and school observations, play- or discussion-based 
assessment meetings with the child, with family members, siblings and sometimes peers if 
appropriate, in a clinic, at school, or in the home; interviews, including developmental 
histories, with parents (or other caregivers, including staff in residential care or custodial 
settings) and teachers; gathering and synthesis of past notes and reports; psychometric 
tests and symptom questionnaires such as those listed in the table below; specific 
observational assessments where indicated; and consultations with other key professionals 
in the network.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
While in early childhood some forms of aggression may be seen as developmentally healthy 
expressions of emotions, such as excitement, frustration and loss, as children grow older we 
expect them to develop ways of expressing such emotions without doing harm to others.  
Children who have experiences of developmental trauma, neglect, limited stimulation and 
educational opportunities, intellectual disability, illness and neurodevelopmental difficulties 
can be thrown off course from this normal and complex developmental process of growth, 
adaptation, refinement and integration. Growing up under challenging conditions can 
impede or distort development and leave children more vulnerable in their relationships 
and less able to express their feelings in safe and contained ways (for example, through 
talking or seeking comfort); their feelings of distress remain unresolved.  
 
Among the ways in which we might understand this, the concept of developmental 
integration is a useful one in understanding children’s pain-based behaviour. Dockar-
Drysdale2 describes the process of developing as an integrated person through the 
experience of loving containment by the mother or primary caregiver, and states that ‘the 
self is built from such experiences, so that where there are gaps in primary experience, 
there will be corresponding gaps in the self’ (p. 65). Observing the characteristics of children 
in residential care, she noted two features, ‘panic’ and ‘disruption’. The uniquely human 
drive to make sense of what is happening to us - what Stokoe21 calls ‘the Curiosity Drive’ - 
means that children are constantly making meaning, in formative and powerful ways, of 

Widely used measures of aggression and violence in children and adolescents: 
 

• Strengths and Difficulties Questionnaire13 
• Child Behavioural Checklist14 
• State Trait Anger Expression Inventory II15 
• Beck Youth Inventories (BYI-II)16 
• Brief Rating of Aggression By Children and Adolescents (BRACHA)17 
• Structured Assessment of Violence Risk in Youth (SAVRY)18 and the Structured 

Assessment of Protective Factors for Violence Risk in Juveniles (SAPROF-YV)19 
• Disruptive Behaviour Rating Scale20 
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their experiences, and adapting accordingly, within the bounds of what is possible for them 
socially, cognitively, biologically and relationally. Where children are surrounded by difficult, 
frightening and unpredictable relationships, they may learn, consciously and 
unconsciously, that others cannot be trusted, that they must remain constantly on guard, 
that they must protect and defend themselves from shame or threat, that parts of 
themselves are intolerable or uncontrollable, and that their needs are only met when 
distress is amplified, or suppressed. Some feelings may feel so overwhelming or 
unendurable that they can only be expressed as action; panic or disruption.  
  
 
Risk and protective factors 
 
The developing literature has much to offer in guiding the process of assessment, identifying 
key risk and protective factors that enrich our understanding of the child and prevent us 
from forgetting or turning a blind eye to things that matter, and creating frameworks (as 
shown below) that enable us to consider multiple parts of each child’s ‘social ecology’ in a 
holistic way.  
 
Risk factors that repeatedly emerge from research into the lives and experiences of children 
who express their pain through violence include prior victimisation and experiences of 
violence, abuse and neglect at home, at school or in the community22. Socio-economic and 
family factors such as poverty, poor housing conditions, having parents who suffer with 
mental health difficulties, substance abuse, and/or involvement in offending, and who 
cannot easily foster the child’s social competence, problem-solving or academic 
engagement, are commonly found23. Other studies identify the characteristics of the ways 
children think and feel, noting difficulties in understanding and managing social 
relationships, misperceiving others’ behaviour as threatening and hostile24, and a tendency 
towards ‘moral disengagement’ (i.e. dehumanizing the victims of their violence, minimising 
the consequences of such behaviour, and reconstructive violence as performed in the 
service of ‘good’25). These might, of course, be understood as defensive adaptations to 
traumatic and disturbing experiences, and to feelings of shame and fear.  
 
In contrast, protective factors appear to be the inverse, including internal qualities such as 
high empathy26 and social and emotional competence27. Lösel and Farington28 offer a 
comprehensive summary of direct and ‘buffering’ protective factors for youth violence, 
noting that social factors (such as living in a non-deprived and non-violent neighbourhood, 
medium socio-economic status, a positive school or class climate and ‘strong school 
bonding’), family factors (such as a close relationship to at least one parent and intensive 
parental supervision) and individual factors (such as above-average intelligence, low 
impulsivity/easy temperament, enhanced anxiety, prosocial attitudes and academic 
achievement) acted in a dose-response relationship; the more protective factors in place, 
the lower the probability of violence.  
 
Bringing these considerations together in a meaningful way, Bronfenbrenner’s seminal 
ecological systems theory of human development29 sparked a shift towards holistic 
approaches to child assessment that still exerts significant influence today.  The seemingly 
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simple model at the core of his theory (illustrated below) offers an organising frame for 
assessing the multiple layers of influence on a child’s development and the dynamic 
interplay between them. The ability to hold these complexities in an immediately 
comprehensible form makes this model not only elegant, but strengthens its utility.  
 
  

  

 

The microsystem holds immediate settings in which a child’s life unfolds and tends to 
include family setting(s), school, community and, in the case of many of the children 
addressed in this chapter, alternative care settings. With the advent of social media and 
computer gaming, virtual settings (where children ‘do’ friendship and identity work) should 
also be considered30.  Absences of one or more settings should also be considered 
particularly relevant to understanding the developmental needs of children who display 
serious pain-based behaviour.  The mesosystem comprises the interrelations between two 
or more settings in the child’s microsystem; for example, the degree of mutual respect and 
good communication between parents and school personnel will influence a child’s 
development in myriad ways.  The exosystem refers to those settings in which the child is 
not an active participant, but where events occur which nevertheless exert 
influence.  Settings in which parents experience a strong sense of wellbeing or significant 
assaults on their dignity, for example, or staff meetings in which a child is spoken about in a 
demeaning manner would all be located in that child’s exosystem.  The macrosystem 
comprises the patterns manifest in the wider social institutions and ideologies common to a 
particular subculture or culture.  Thus, seemingly intangible concepts such as gender norms 
or stigmatisation, as well as analyses of social policies (for example, austerity), gain traction 
in the service of illuminating the particular experiences and needs of particular children 
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while at the same time avoiding the tendency to locate their difficulties at the level of 
individual families.  Bronfenbrenner later introduced the chronosystem to his model to 
explicitly address the dimension of time and the importance of identifying the impact of 
experiences and events on subsequent development31.  Finally, children’s active agency in 
their own development, and particularly their influence on the settings of their 
microsystem, is also explicitly recognised by Bronfenbrenner.  

Thus we have a tangled, complex web of relationships, settings, systems and events in the 
assessment of children’s developmental needs, both generally and specifically related to 
their pain-based behaviour.  Understanding this is required to avoid the unnecessary 
infliction of secondary pain. This model supports the identification of those elements one 
might otherwise miss in assessments, and to consider the dynamic ways in which they all 
interact and influence particular children’s development over time.   

A recent contribution specific to this area is the framework for assessment and intervention 
around violence (‘FAIV’)32 that unites Bronfenbrenner’s model with specific considerations 
of client and practitioner factors. The model can encompass developments in practice, as it 
sets out core principles rather than specifics. A diagrammatic version of the model can be 
found below: 
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Within a wider model such as the FAIV, structured professional judgement (as opposed to 
relying on clinical judgement, or actuarial risk assessment only) is widely understood to be 
the most reliable and meaningful method underlying an assessment. It combines attention 

Client factors 
 

Child welfare, Understanding and insight, Developmental considerations, Clinical concerns, Quality of 
therapeutic relationship, Stability 

Social-ecological model of violence 
 
 
 
 
 

 

Practitioner skills and well-being 
 

Monitoring, evaluating, adapting    Clinical supervision 

Societal  
factors 

Community  
factors Relationship factors Individual factors 

Assessment 
 
Assessment of violence risk 
Violence risk concerns 
Determining who is at risk 
Which risk assessment technique 
Informants 
Assessment-interfering behaviours 

Intervention 
 

Individual or systemic  
approaches 

Risk management/reduction 
Treatment-interfering  

behaviours 
Common factors in the  

therapeutic process 
  

Formulation 
 

Theoretical orientation 
Individual or problem focus 

Formulation technique 
Collaboration 

Communication of findings 
Adaptations and changes 
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to empirical risk factors (static, dynamic and protective, measured using a variety of 
inventories) with professional, clinical judgement and expertise gained from a 
comprehensive assessment of the child in question in the light of psychological theory10. It 
involves a step-by-step process whereby detailed background and current information is 
considered against structured evidence-based protocols, relevant future scenarios are 
explored, and potential interventions that help to manage the identified risks are 
suggested.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
5. Formulation 

 
Arising from the assessment process, therapeutic work should have at its centre the process 
of formulation, in collaboration with the child and key people in his or her system. Open to 
being re-thought and re-written as the situation changes, a formulation is a dynamic and 
meaningful narrative explanation of what is going on, in the context of a range of relevant 
psychological theories. Its value is explanatory and generative, opening up new ideas for 
engaging, supporting and helping the child and surrounding systems. Typically, formulations 
bring together a diverse range of complex ideas in a structured and organised way, for 
example, by dividing information into ‘predisposing’, ‘precipitating’, ‘presenting’, 
‘perpetuating’ and ‘protective’ categories (the ‘Five Ps model’33), and may incorporate ideas 
from numerous theoretical paradigms or take different forms, accordingly. They can, and 
should, be able to be written with and for the child, and should be a tool for therapeutic 
engagement and the facilitation of a wider understanding. 
 
Recent work by Johnstone and colleagues34, developing the ‘Power-Threat-Meaning 
Framework’, has sought to bring a consciousness of power relationships, oppression, threat 
and the personal construction of meaning into the practice of formulation. This 

Practice points: Assessment 
 

• Pay attention to the child’s development (cognitive, emotional, physical, social) 
and the integration of their developmental capacities 

• Analyse specific violent incidents, their contexts, antecedents, process and 
consequences, with close attention to the possible meanings of these from the 
child’s perspective 

• Use multiple methods of assessment, including observation, across contexts 
• Look closely at the quality, variety and history of the child’s close relationships 
• Use an ecological systems perspective to bring together your understanding of 

the risk and protective factors operating at each layer of the child’s experience 
of the world    

• Aim throughout to create a safe and trusting environment where the child can 
begin to talk about what is going on  
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development has helped to relocate pain - in this case as we understand it as communicated 
through violence - into a wider consideration of social, economic, historical and cultural 
factors and experiences. It is essential that a formulation takes account of the multiple 
systems identified in the child’s social ecology.  
 

6. Responses to pain-based behaviour: principles and practice 
 
Principles: containment, relationships and holism 
 
Addressing pain-based behaviour requires responses grounded in containment; these must 
be relational and, in extreme situations, may need to be physical. Within this context of 
containment practitioners can identify and meet unmet needs in the child and his or her 
system, and create the potential, ultimately, for healing and change. 

Containment serves as a central theory through which we can make sense of children’s 
pain-based behaviour and understand what practitioners need in order to respond helpfully 
and consistently. The term ‘containment’ is often used pejoratively to mean holding 
children within a status quo and lacking any real progress (or even intention of 
progress).  The meaning of containment we are referring to here was developed by Wilfred 
Bion35 and subsequently incorporated across a wide array of fields and disciplines. Bion 
identified the caring processes between primary caregiver(s) (in his day, the mother) and 
infant during the first few years of life as the basis for the development of thinking in order 
to manage raw experience and emotion. This ability develops further in toddlerhood 
through the introduction, or more extensive use, of oral interpretation by caregivers of 
toddlers’ emotional states and experiences.  Children who act out their pain through their 
behaviour are often unable, temporarily or throughout much of their day-to-day, to contain 
it. 

Bion drew parallels between what happens between the primary caregivers and infant, and 
the therapist and patient, to illuminate the processes involved in bringing about and/or 
restoring the capacity to think in the client. These processes include projective identification 
of unbearable (or uncontainable) feelings onto the caregiver or therapist or, for the sake of 
this discussion, practitioner. The practitioner who maintains calm receptiveness is able to 
absorb these feelings, to process them actively and cognitively, and to respond with 
empathic acknowledgement. In early years development, when this informs and infuses 
feeding, soothing and changing nappies, infants repeatedly experience the uncontainable 
being made containable. Similarly, when a practitioner absorbs and makes sense of the 
emotional communication of a child or young person and responds in a manner that (begins 
to) meet the expressed need, that child or young person’s emotions and experiences 
become more thinkable and manageable – more containable. Put simply, the practitioner 
becomes a container for the child who, through repeated experiences of containment, 
becomes more able, more often, to contain (i.e. to use thinking to manage) his or her 
experiences and emotions.  

Containment theory is a close kindred to attachment theory36, 37 and Winnicott’s theorising 
about the holding environment38. These are all beneficial perspectives for understanding 
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pain-based behaviour.  We argue that containment theory has greater elasticity in its 
explanatory power, in that it is just as usefully applied to indirect practice (i.e. processes 
that support practice at individual and organisational level) as it is to direct practice 
between practitioners and children.  In direct practice, beyond significant dyadic 
relationships, processes of containment can be identified or cultivated in the network of 
relationships to which a child belongs, as well as in the rhythms, rituals, routines and even 
organisation of the physical environments within which the child’s life unfolds.  Moreover, 
containment is neither static nor a developmental milestone that one achieves; we all 
experience times where our ability to think clearly (or at all) becomes compromised. The 
capacity to use thinking to manage experiences and emotions vacillates throughout life, not 
only due to the relative strength or fragility of one’s developmental foundations, but to the 
ongoing, dynamic interplay of strengths, vulnerabilities, protections and adversities 
encountered throughout the life course.   

Good therapeutic practice, whatever the modality, must involve the cultivation of a state of 
mind and style of interaction that is directly responsive to the cues of the child, and is based 
on a set of ideas and values about the child and the work that include empathy, 
genuineness, curiosity, acceptance, playfulness and flexibility39.  This echoes Vygotsky’s 
concept of the ‘zone of proximal development’40 (p. 86): in essence, the creation of a 
relational environment in which the child can flourish and reach his or her potential. A key 
principle is to cultivate a mode of working where the therapist attempts to meet the child 
and their family in their ‘comfort zone’ rather than requiring them to adjust themselves to 
expectations that may seem foreign or uncomfortable41.  
 
Current thinking adjures us to value the child, but not his or her challenging or aggressive 
behaviour. Whilst this way of using language may aid various therapeutic practices42 it is 
problematic if it reflects a similar lack of integration in the practitioners’ conceptualisation 
of what is going on. Seeing children as separate from their behaviour invites practitioners to 
separate their responses to behaviour from the personhood of the child. We take the view 
that pain-based behaviour is relational; it originates in relational experiences and is 
expressed in relation to others. It has meaning, history, and context and is co-created and 
dynamic. Any useful and humane approach to a child in this kind of pain will address this 
meaning, history and context through the process of creating and sustaining a healing 
relationship, within a larger systemic context in which this way of working is supported. 
Within such a safe, contained and containing relationship there is scope for both empathy 
and challenge on the part of the practitioner and for children to explore the edges of their 
feelings and experiences. This process asks practitioners to hold simultaneously the 
ambivalence and complexity in the task of supporting a child’s integration. Dockar-Drysdale2 
suggests that we as professionals must ‘hold the violence and the child together’ (p. 67). The 
authors are reminded of a recent recruitment campaign for custodial officer roles in the 
youth estate that asked, ‘Can you see the child and not the crime?’. In fact, the essence of 
providing meaningful and containing holistic care to children who are being sanctioned for 
causing pain to others is to be able to see both the child and his or her experiences in their 
entirety. The most innovative approaches to practice, described below, embody exactly this 
commitment.  
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Practice 
 
Preventative work  
 
Much has been written in recent years about the ‘public health’ approach to violence where 
the emphasis is on prevention, as it might be with, for example, an infectious disease. 
Violence Reduction Units and similar initiatives in Glasgow, New York, Chicago and London 
have supported projects to strengthen local communities where violence has been 
prevalent through a variety of means including reducing school exclusions, offering 
parenting programmes, enhancing after-school provision and developing initiatives that 
respond to specific local needs. Developing closer links between CAMHS services and 
schools, locating counselling services within school settings, offering training for teachers, 
and spaces and opportunities to develop young people’s social and emotional skills are all 
examples of promising preventative practice that addresses some of the systemic difficulties 
in the roots of much pain-based behaviour and attempts to offer support in accessible, 
inclusive ways.   
 

Promising practice: The Well Centre43 

 
Recognising the need for a preventative, holistic and accessible health service for young 
people at risk of offending in Lambeth, south London, GP Stephanie Lamb set up a joint 
service with youth work and violence prevention organisation, RedThread, to offer a walk-
in ‘one-stop shop’ for adolescents. At the clinic, which opened in 2011 in a well-
established local youth club, young people can see a GP, a CAMHS practitioner, or engage 
with specialist youth workers trained in social prescribing who can address a range of 
unmet physical and mental health needs. A further clinic in Streatham extended their 
reach, as did a partnership with Lambeth Youth Offending Service. All young people are 
offered a biopsychosocial assessment, with a case-finding approach to tapping into 
mental health needs, with on-site counselling, sexual health, medical care and outreach 
services available, and in liaison with other services, such as housing, to enable 
coordinated care across the multiple systems around each young person. The service is 
valued by young people in the borough for its responsive, non-judgmental, holistic ethos 
and for the ease with which they can get the help they need without negotiating multiple 
referrals to disparate teams. The Well Centre has inspired the design of services in other 
boroughs, such as Spotlight, in Tower Hamlets.   

 

An alternative trend - and, in the opinion of the authors, a counterproductive and 
potentially harmful one - is the use of ‘zero-tolerance’ and punitive systems, particularly 
evident in some secondary schools in the UK and America, where strict rules and 
behavioural sanctions including detention, isolation and exclusion are applied. Borgwald et 
al.44 argue that zero-tolerance approaches are ineffective, counterproductive and unjust, 
over-used, often racially disproportionate and likely to promote covert bullying and 
unhelpful stigmatizing. In addition, they note that ‘treating bullying as a crime and removing 
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a child from the school is, in practice, transforming children from being children with 
behavioural problems into quasi-adults whose rights to an education are forfeited, a form of 
criminal punishment’ (p. 6-7). Such practices potentially preclude opportunities for 
forgiveness and repair, instead generating bitterness and reinforcing a sense of rejection. 
Exclusion from education deprives children of broader social contact and wide educational 
opportunities, leaving them more vulnerable to anti-social influences in alternative 
provisions such as Pupil Referral Units (PRUs), and more exposed to difficulties at home and 
in their communities, propelling children along the ‘PRU to prison pipeline’45, 46.  
 
Specific psychologically-informed programmes aimed at the prevention of violence are not 
well-researched, possibly reflecting the early stages of the development of such 
interventions. The last Cochrane review in this area47 attempted to evaluate programmes 
preventing gang involvement but was not able to proceed due to a lack of available studies 
meeting their criteria. The Gang Resistance Education and Training (‘GREAT’) programme, a 
school-based American intervention in which children are taught a nine-week program by 
law enforcement officers, yielded positive results in terms of prosocial attitudes and a 
decline in some forms of delinquency in a large-scale evaluation48 but has not been used in 
the UK. 
 
In treatment, educational and other social settings, initiatives such as the Enabling 
Environments programme49, and the development of trauma-informed ways of working 
where principles of safety, trustworthiness, choice, collaboration, and empowerment are 
genuinely integrated into working practices, promote conditions that are intended to 
prevent violence and encourage positive and therapeutic relationships. Some key principles 
specific to creating an environment that precludes violence in residential care for children 
are offered by Dockar-Drysdale2 (p. 68), all of which require staff to be committed to taking 
up a caring, reflective, adult position: 
 

Four principles for preventing violence in residential child care2 

 
‘1. to accept responsibility for keeping lines of communication always open, so that 
violent acting out can be converted into the communication of anger;   
2. to contain and know our violent feelings so that we do not need to use children to act 
these out for us;   
3. to respect the 'territorial imperative' and to provide insulation for children; and   
4. to be responsible for containing children who are not themselves able to accept 
responsibility.’   

 
By the ‘territorial imperative’ and ‘insulation’, she refers to the need for privacy and 
ownership over physical space.  
 
Treatment 
 
Therapies, intervention and treatment (terms which are used fairly interchangeably in the 
literature depending on the dominant traditions within the given setting) to address 
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aggression and violence may be delivered through a variety of services including CAMHS, via 
social care and local authorities in residential child care, and through specialist services in 
community, educational and secure settings. Any intervention must be based upon the 
relevant practitioners being able to assess and formulate, keeping in mind the concept that 
any difficult and challenging behaviour may be based upon pain and trauma, whatever 
setting they may be working in.  
 



Sadie, C., Steckley, L., McGinnis, S., & Sales, J. (2023). Working with violence in children: A 
developmental and relational perspective. In M. Khwaja & P. Tyrer (Eds.), The prevention 
and management of violence. Accepted Author Manuscript (AAM). 
 

 16 

 Children and Young People’s Mental Health Services  
 
Access to mental health services in England and Wales is delivered through a tiered system. 
  

• Tier 1 is about ensuring that all those working with children across a range of settings 
have a good understanding of the variety of ways in which emotional difficulties 
present, and the capacity to recognise these, respond appropriately and provide 
direction to sources of further help; thus professionals working within education 
settings, social care and all health services seeing children, must be trained in the 
presentation of emotional disorders, and be aware of how to refer on the children 
that require more specialised assessment.   

• Tier 2 services are delivered across the community, with mental health practitioners 
being based in schools and other community services, to ensure greater, easier and 
more embedded access to help for children, in familiar settings; prevention and de-
escalation of emotional difficulties is an underlying focus of these services, based 
upon the precept that more significant and enduring problems can be prevented and 
diverted.  

• Specialist CAMHS represents Tier 3, with skilled mental health practitioners across a 
range of disciplines available in all areas, although the waiting times can be 
prohibitive, with children and their families experiencing considerable delays in 
accessing treatments and interventions. Professionals working within Tier 3 CAMHS 
will come from a range of disciplines: specialist mental health nurses; clinical 
psychologists; family therapists; specialist mental health social workers; Child and 
Adolescent Psychiatrists. Assessments and treatments may be unidisciplinary or 
multidisciplinary.  

• Tier 4 services are in place across larger geographical areas to provide specialist 
assessment and treatment, and in-patient care as necessary, including specialist 
Eating Disorder Services.  

• The advent of F-CAMHS (Forensic CAMHS), since 2016, has led to the creation of a 
nationally commissioned network of specialist teams offering consultation, training, 
liaison and expert assessment to CAMHS teams around particularly complex children 
with forensic needs. 

• In addition to mainstream mental health services, the Voluntary Sector also provide 
mental health services, often for circumscribed problems.  For example the NSPCC 
and Barnardo’s provide services for survivors of sexual abuse, for young people 
showing harmful sexual behaviour.  

 
Services across the tiers are commissioned through local Clinical Commissioning groups, but 
also through Social Services and models of joint funding. More recently schools, especially 
large academy groups, have become commissioners in their own right. Although the original 
thinking was for there to be a seamless, tiered service addressing the needs of children and 
young people, with fluidity and easy transition between the services, the commissioning 
models and fragmentation of funding has meant that it can be very difficult for families, and 
indeed professionals, to know where a young person’s needs may best be met; 
unfortunately young people can experience being “bounced” between services, and 
experience considerable delay before reaching the right professional to meet their specific 
needs. Additionally, families can experience internal waiting lists within services, which 
causes further delay to treatment.  
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It is important to understand that children displaying pain-based behaviour may present in a 
myriad of settings, and linking them in to the most appropriate intervention will depend 
upon how and when they present, and a robust assessment and formulation.  
Unfortunately, these children may find it difficult to access a service that will meet their 
needs. Specialist CAMHS will often reject referrals where challenging behaviour is the 
principal symptom, stating that they are not commissioned to meet the needs of this 
population. Children may be referred to alternative services or third-sector organisations, or 
simply knocked back. This process misses the core understanding that the visible behaviour 
often relates to underlying relational trauma and may reflect the operation of numerous 
biological, psychological and social factors that could have been addressed and de-
escalated. By failing to link them with practitioners who understand about the difficult 
experiences that might have led to the development of pain-based behaviour, services deny 
children timely and helpful interventions. In order to ensure that these vulnerable children 
are picked up early, it is important to teach and train around pain-based behaviour, across 
all children and young people’s mental health and specialist services, so that there can be 
broader discussions about the origin of the behaviours, and better practice to change the 
course for the children involved.  
 
Below we describe parent-, child- and system-focused interventions, including medication, 
that may be used to address pain-based behaviour. 
 
 
Parent-focused interventions 
 
Programmes offering training and support to parents are a well-researched mode of 
treatment, and some have shown considerable effectiveness in promoting parental 
resilience and reducing harsh practices50, 51. Several versions are used in CAMHS services, 
including the Incredible Years Programme52 and the ‘Triple-P’ Positive Parenting 
Programme53. Often they involve multiple or alternative formats (group, individual and self-
directed, with guidance by phone), and generally cover limit-setting, consistency, problem-
solving, play, praise, and the prioritisation of ‘golden’ or 1:1 ‘quality’ time with carers. The 
most effective programmes are collaborative, leave room for parents to relate the teaching 
to their own experiences, are delivered in tandem with separate family therapy, and are 
supported by the provision of creches, transport and other practical interventions that 
enable struggling families to attend. It often proves difficult, however, to engage families in 
these kinds of interventions, particularly where there are histories of mistrust in services or 
other circumstances that may act as a barrier. Fairly high rates of attrition and non-
attendance in such groups54 mean that these interventions cannot always reach those who 
are in the greatest need or at the highest risk. The Lighthouse programme55, a therapeutic 
initiative for parents using mentalisation-based treatment (MBT), art and group-based 
discussion and currently running across various services in the west of England, is a new and 
promising development in this area.  
 
Child-focused interventions 
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Structured, often manualised, cognitive-behavioural therapeutic (CBT) interventions for 
children, delivered in both group and individual formats, have been widely studied and 
evaluated. With children, CBT for anger-related issues usually involves psychoeducation, 
relaxation strategies, problem-solving, social skills and conflict resolution training56 and may 
involve complementary work with parents. The ‘third wave’ of cognitive therapies, 
incorporating (among others) mindfulness and compassion-focused approaches, may 
enhance the effectiveness of these interventions57, 58. Meta-analyses of the effects of group-
based CBT for children59, 60, 61 have generally found that multi-modal, skills-based 
treatments are the most effective, especially where they include problem-solving 
components. Dominant CBT programmes include the Anger Coping Program for younger 
children62 and Aggression Replacement Training (ART) for adolescents63.  
 
Many of the more manualised interventions for children and parents assume that skills 
deficits are the problem, and that the solution can be found in learning more skills, and the 
control to apply them. As Cochran et al.41 point out, however, ‘the skills tend to be known, 
but not used, by such youth’ (p. 292). All practitioners in this field are familiar with the 
experience of working with young people who appear more than able to grasp ideas and 
describe how they can be manifested in positive behaviours but who struggle profoundly to 
feel any emotional charge in these conversations, or to feel there is any place for such skills 
in real life. Cochran et al. suggest that ‘the self-defeating belief systems and environmental 
influences have largely solidified by teen years: thus a corrective therapeutic relational 
experience may be more effective than directives and skill teaching.’ Indeed, years of 
research have repeatedly told us that the therapeutic alliance is a greater predictor of 
positive change than the manifest content or technique of any therapy63, 64, and that 
attention to multiple levels of the child’s social ecology is more likely to effect change than 
focused attention to a specific set of skills.  
 
While there is some evidence that CBT interventions for anger and aggression can be 
effective, the interventions evaluated in such studies are usually American, group-based and 
manualised, with male-only samples, and do not necessarily reflect the nature and form of 
CAMHS work in the UK. Nor are non-cognitive-behavioural approaches such as 
psychodynamic or family therapy often included in the major studies despite clinicians’ 
experience of their value, which creates the obvious danger of their being disregarded in the 
allocation of funding, commissioning in services, or further research.  
 
Small-scale studies highlight the value of other approaches such as Mentalization-Based 
Therapy and Mindfulness-Based Therapy58, 65 and mind-body approaches such as yoga and 
biofeedback training, and we would recommend that practitioners in the area remain open 
and curious about such therapeutic approaches that intuitively, theoretically and 
anecdotally appear to benefit children showing pain-based behaviour, but are yet to be 
evaluated on a large scale. Approaches designed for other groups of children, for example 
those affected by bereavement or loss, such as the Seasons for Growth programme and 
Tree of Life work66, 67, may have great applicability to children whose distress is expressed 
through aggression and violence and who have often experienced significant losses.  
 
Medication 
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Pharmacological interventions are not recommended in the research literature or in the 
NICE guidelines6, 11 for the routine treatment of children presenting with violence or 
aggression; psychosocial interventions are the first line treatment. However, as Squire et 
al.68 suggest, ‘due to the lack of psychologically oriented practitioners within services and a 
predominance of a medical model of understanding behaviour’ and, we would add, because 
often the fear engendered by violent behaviour feels as if it requires a rapid and reactive 
response which medication easily supplies, ‘this guidance is not necessarily followed widely’ 
(p. 124).  It is important, nevertheless, to accept that there are occasions when the use of 
medication may be appropriate. For some children, there may be a co-morbid difficulty that 
can be addressed by the use of medication; an improvement in this area may then enable 
them to engage with psychological treatment or to respond to changes in how they are 
treated by teachers or parents following systemic interventions. When there is thought to 
be co-morbidity alongside underlying pain-based behaviour, medication may be considered. 
Treatment of co-morbid ADHD, significant depression and crippling anxiety may be 
addressed through stimulant medication and SSRIs respectively, in keeping with NICE 
guidance. Prescribing should only be done by an experienced CAMHS Psychiatrist, 
preferably as part of a multi-disciplinary response to a good assessment and formulation; it 
is important that clinicians understand that this is a part of the treatment, and not the sole 
answer. Within specialist inpatient settings, medication may be used to manage particularly 
distressed and challenging behaviour; this needs to be done in keeping with local protocols 
and national guidance around the use of rapid tranquilisation in young people.   
 
 
Systemic and multi-modal treatments 
 
Functional Family Therapy70 is a widely used and researched form of family therapy 
designed to support families to address and resolve aggressive and anti-social behaviour in 
children. It uses a three-stage programme focusing first on beliefs about change and 
patterns of relationships within the family, then on behavioural  
interventions, and finally on generalising change across systems. Early studies of its 
effectiveness showed promising results but subsequent trials have not shown significant 
advantages over other forms of intervention71.  
 
Non-violent resistance (NVR)72 is a family-based psychological intervention derived from the 
principles espoused by activists such as Mahatma Gandhi and Martin Luther King. It has 
been developed by Haim Omer, Peter Jakob and colleagues as a systemic intervention to 
support families and carers of people whose behaviour is violent or controlling. Delivered in 
regular sessions, in the form of guidance and coaching and often supported by telephone 
contact, it aims to redefine and strengthen family relationships and reduce conflict and 
violence. NVR rests on the idea of parental presence and non-engagement in escalating 
verbal or physical exchanges. The assumption is that without a violent counter-response, 
the aggressive child will find that their usual strategies become ineffective, and wear out. It 
is explicitly relational: violence is not regarded as the inevitable expression of trauma, 
deprivation, uncontrollable impulsivity or illness, but as a relational phenomenon in which 
the parents/carers have acquiesced (usually without realising they are doing so) and 
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continued to provide the means for it to perpetuate. NVR is widely used in Israel, Germany, 
and increasingly in the UK. In a German study in 200973, NVR was compared with TEEN-
Triple-P. Improvements were evident among both groups with some advantages found in 
the NVR group. A more recent UK study74 found that group NVR improved family 
relationships and reduced episodes of violence and aggression in the home.  
 
Interventions such as Multi-Systemic Therapy (MST)75 and Multi-Dimensional Family 
Therapy (MDFT) attempt to address more severe difficulties intensively, at multiple levels of 
the system (i.e. individual, parents, wider family, school, peer, community). MST is based on 
ecological systems theory29 and the understanding that the child is an active participant 
enmeshed in a series of larger, connected systems that affect his or her experience. It is 
aimed at preventing children going into custody or other forms of care outside the family 
home, and at improving the quality of family relationships. MST typically involves 
considerable therapeutic resources, with teams of specially trained therapists who develop 
close, collaborative and flexible working relationships with families, staying in daily or even 
24-hour, contact, visiting them at home, facilitating engagement with other helpful 
resources and offering therapeutic intervention at all levels (i.e. in school, with peers) 
according to the needs and wishes of the family. Interventions typically last several months, 
and can be extended as needed. Where families remain engaged, these multi-modal, 
‘ecological’, flexible, expertly delivered and responsive approaches produce some of the 
best outcomes76.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

7. Restrictive interventions 
 
Criminalisation and incarceration 

Practice points: Treatment 
 

• Treatment should be based on a thorough and meaningful assessment and a 
collaborative formulation that considers multiple contributory risk and protective 
factors across the systems around the child.   

• Though Tier 3 CAMHS services are staffed with clinicians with appropriate skills and 
training to address pain-based behaviour, resource shortages and commissioning 
priorities mean that children may not be able to access them.  

• Parent-focused interventions, including supportive skill-building groups, can be highly 
effective.  

• Child-focused interventions should meet the child at their developmental level, should 
be engaging, individualised and based on a meaningful and shared formulation of their 
difficulties. Medication can be helpful in specific circumstances, as part of a wider 
response. 

• Systemic interventions such as MST, FFT and NVR may offer more ecologically valid 
and meaningful responses that work at multiple levels.  

• Therapeutic responses should operate on the principle of developing safe, containing 
and communicative relationships around the child that foster the child’s 
developmental integration and positive sense of self and other.  
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The use of ‘secure care’ to manage and prevent violence in children represents an extreme 
form of physical containment. The UK’s readiness to criminalise children is somewhat 
mitigated by sentencing guidelines that discourage custodial sentences and promote 
community orders and welfare interventions. There is a decreasing reliance on incarceration 
for children, though less so for crimes that involve violence. Since 2008, the number of 
children in custody in England and Wales has fallen from approximately 2,900 to 8609. The 
Lammy Review (2017)77 found a disproportionate and rising number of these children are 
from black and other minority racial and ethnic groups, reflecting the operation of structural 
racism in UK society and within the criminal justice system (51.9% of those in the YOIs were 
from minority groups, according to 2021 statistics, relative to 27% in youth custody in 2009, 
and 18% across the general population78). These children are housed in Young Offenders’ 
Institutions (YOIs) (for 15-18 year-old boys), secure training centres (STCs) and secure 
children’s homes (for 12-18 year-old boys and girls), on remand and while serving sentences 
of varying lengths. 51% of children in custody are detained for violent offences9. Over the 
last ten years the average sentence length has increased from approximately 11 to 18 
months, but this statistic disguises the rapidly growing proportion of young people in 
custody who are serving ‘life’ sentences (given a minimum tariff by the judge at their 
sentencing, after which release depends on the approval of the Parole Board, and a lifetime 
on licence). Minimum tariffs have increased dramatically over the past ten years, a trend 
Crewe et al.79 describe as reflecting ‘the increased use of forms of expressive punishment 
designed to communicate moral outrage and a political culture that is less resistant to 
punitive demands, cultivated by the popular press’ (p. 6).   
 
In England, Wales and Northern Ireland, the age of criminal responsibility (ACR; the age at 
which a child can be prosecuted and punished by law for an offence) is currently 10. This is 
the lowest ACR in Europe and one of the lowest in the world; it has been criticised by the 
UN as incompatible with their Convention on the Rights of the Child and ‘not internationally 
acceptable’80. Scotland has recently moved to implement legislation raising the ACR to 12 
(The Age of Criminal Responsibility (Scotland) Act, 2019). Mounting neurobiological and 
psychological evidence has shown that children do not reach emotional, moral or 
intellectual maturity until far later than 10, particularly where development is disturbed by 
trauma and adversity. Adolescence is a period in which risk-taking, impulsivity and 
boundary-breaking behaviour is developmentally and culturally normative81, after which 
these behaviours naturally decline82. As Dockar-Drysdale2 notes, ‘Roughly, one can equate 
degree of responsibility with degree of integration as an individual reached by the person 
who has committed the violent act. Unintegrated people of any age are unable to contain 
conflict, to make a choice, to feel personal guilt or compassion for others or to accept 
responsibility’ (p. 65). This understanding fundamentally questions the legitimacy of 
criminalising young people, let alone administering sentences that are sometimes longer 
than the lives they have already lived and coloured by systemic prejudices.  
 
The fact of coming into custody suggests that containment in the systems of relationships, 
home, school, community and the community youth justice system has not been adequate. 
The level of violence or dangerousness that the child is thought to present is now to be met 
by what we might understand as ‘the brick mother’83. While nominally preventing violence 
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to the public, secure settings are notoriously violent places for both young people and 
custodial staff; in the YOIs, between April 2018 and March 2019, there were 2,400 assaults, 
roughly equally split between peer on peer and staff assaults9. The vengeful paradigm that 
suggests that incarceration is an appropriate and curative response to violence is not 
validated by any known research. Reoffending rates for children who have been in custody 
were last measured at 69.3% in the UK (for the year ending in March 2019)9, and there is 
evidence that children who are treated most harshly in custody are the least likely to desist 
from crime84.  
 
Balancing popular pressure, the apparent protection of the public, long-established working 
practices in the prison service, adherence to human rights and standards supporting the 
humane and rehabilitative care of children, and advancing psychological theory and practice 
is clearly a complex task. The upshot is a system that struggles to manage and address 
violence, much like an uncontained parent reacting chaotically to competing pressures; 
sometimes punitive, sometimes thoughtful, rarely consistent. In response to repeatedly 
critical reports from the prison inspectorate, HMIP, a damning review by Lord Taylor in 
201685 and campaigns by the Howard League and other organisations, the Youth Custody 
Service has introduced a set of reforms aimed at developing a more therapeutic, trauma-
responsive system and training a skilled, professional and dedicated workforce, with the 
planned creation of ‘Secure Schools’ to replace the YOIs and the STCs in England and Wales. 
The standard therapeutic offer to children in custody had already expanded over the last 
ten years, as specialist CAMHS services were increasingly commissioned to operate in 
secure settings. These brought a clinical perspective to the care children were offered, 
beyond formerly minimal mental health provision and the (largely cognitive-behavioural) 
manualised offending behaviour programmes offered by established forensic psychology 
services. There have been numerous attempts to reduce violence in the youth estate, 
including staff training in restorative justice and de-escalation techniques, embedding 
conflict resolution teams, and limiting and supervising contact between the boys, with, 
unfortunately, limited success.  
   

Promising innovations: SECURE STAIRS 
 
A key element of the new Reform programme across the secure youth estate in England, 
SECURE STAIRS, is a framework for integrated care, devised, funded and shared jointly 
between HMPPS, NHS England and the Department for Education. It embodies a set of 
principles for developmentally sensitive, psychologically-informed work with children and 
staff in secure settings86, 87. 
 
SECURE STAIRS (an acronym for the key principles of the framework) significantly 
expanded the funding for NHS therapeutic provision and trauma-informed training and 
support for custodial officers in youth secure settings, from its inception in 2016. The 
operationalisation of the framework differs across these settings but involves core 
components of formulation-based care for young people, and intensive training, reflective 
practice and clinical-style supervision for custodial staff. Its ambitious aim is the 
transformation of ‘warehouses’ to ‘greenhouses’, re-training custodial staff as 



Sadie, C., Steckley, L., McGinnis, S., & Sales, J. (2023). Working with violence in children: A 
developmental and relational perspective. In M. Khwaja & P. Tyrer (Eds.), The prevention 
and management of violence. Accepted Author Manuscript (AAM). 
 

 23 

‘therapeutic parents’ and embedding cultures of benign enquiry, care and reflection in 
these establishments, drawing on a broadly systemic and psychodynamic understanding 
of organisational functioning and trauma88, 89. 
 
The programme draws on ideas from the literature on therapeutic communities to 
promote stable patterns of communal living and relating, establishing community 
meetings and valuing the voices of the boys alongside those of custodial staff. The idea of 
reparation is privileged, where the community offers the potential for forgiveness and 
reconciliation after damage or violence90.  
 
The expanded on-site CAMHS teams created by the SECURE STAIRS programme, working 
with custodial staff, can, when enabled to function within the complexity and rigidity of 
prison regimes, offer highly specialist, individualised, multi-systemic therapeutic work, 
and enable ‘through-the-gate’ transitions with families and community services to address 
and resolve the systemic anxiety around release or transfer. A multi-site longitudinal 
outcome evaluation by the Anna Freud Centre is currently in progress.   

 
Physical restraint, Co-regulation and De-escalation 
 
Children and adolescents in extreme states of distress or arousal, particularly when 
attacking another person, naturally need to be made safe and those around them 
protected. As a last resort, this may require physical restraint or holding91. Restraint must be 
undertaken by trained staff and must be ‘appropriate to the situation, reasonable, 
proportionate and necessary, used for the shortest period possible11 (p. 183).  During the 
restraint, ‘vital observations are taken and recorded’ (ibid), and ideally carried out by a 
member of staff who is the same sex as the child.  
 
While restraint is rarely necessary in community CAMHS settings, it is more common in in-
patient psychiatric and forensic adolescent units, and in secure settings. In the youth secure 
estate in England between 2018 and 2019, there were 6,300 Restrictive Physical 
Interventions (a rise of 16% from the previous year), an average of 46.6 incidents per 100 
children in custody9. Restraint training, guidance and protocols, which include debriefing 
and multi-agency monitoring of video footage of restraints and the presence of medical 
staff to monitor the child’s condition during and after restraint, are normal practice in these 
settings.  
 
There is an increasingly strong emphasis on the use of de-escalation techniques as a way of 
averting violence, and for good reason. Physical restraint poses serious risks of physical and 
psychological harm to all involved, including death92, 93. Its misuse is associated with 
children’s rights abuses94 and the Committee on the Rights of the Child (2016) has criticised 
the UK for its lack of related monitoring95.  Accordingly, young people should always have 
access to independent advocates and means of raising concerns via complaints or other 
processes.  
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In the UK, seclusion and isolation are no longer considered humane ways to deal with 
children in distress, although recent media reports have suggested that some schools here 
continue to use such practices. It is increasingly understood that co-regulation - the use of a 
relational space in which an adult in a caregiving role can help the child to regulate his or 
her emotions using proximity, vocal comfort and other strategies - is a more therapeutic 
and naturalistic response. The capacity to co-regulate, however, depends on an 
environment and a set of relationships that support staff to be able to work in this manner, 
as well as a knowledge of the child that includes an understanding of any sensory issues.  It 
is also important to acknowledge that building and maintaining the kind of relationships 
that children can access when they become distressed is sometimes profoundly difficult, 
particularly when previous experiences have given them good reason to resist and/or test 
their relationships with adults.  Staff should be closely familiar with the individual 
formulation for each child which should encompass co-produced care plans that anticipate 
how that child is understood to respond to stressful events, and suggest what may help.  
 
When feelings have built to a level at which they have erupted into pain-based behaviour 
that poses a serious risk of imminent harm it is essential, first, to remain in relationship, 
maintaining calm receptiveness and making yourself and the relationship as accessible as 
possible to the child through actively cognitively processing the communicated pain and 
empathically acknowledging it, even (and especially) as you assess it necessary to physically 
restrain the child.  This can be one of the most complex and demanding requirements of 
professionals working with children who have chronic and severe psychosocial pain. The 
second essential component of good related practice (individually and organisationally) is 
the provision of meaningful opportunities for understanding, resolution and reparation 
afterwards. This has the power to contain and transform feelings of shame, confusion and 
hurt, and is a crucial part of enabling children to learn to express their pain in less harmful 
ways.  

Physical restraint is one of the most extreme forms of containment that will occur in the 
settings to which this chapter is addressed.  This is the case whether the restraint is carried 
out as a form of what we might call ‘crude containment,’ or whether it is part of the 
therapeutic processes theorised by Bion (and others, subsequently), as discussed above.  In 
a large-scale, in-depth, qualitative study of staff and young people’s experiences of physical 
restraint in residential child care96, 97, almost half of the 30 young people who shared their 
experiences of being physically restrained described some as having positive effects, either 
on how they felt afterward or on their relationships with those who restrained them.  Young 
people appeared to experience and make sense of restraints based on the degree of trust 
they had in the staff who restrained them – trust that staff were trying to avert recourse to 
restraint, that staff were trying to understand and help them, and that when they were 
restrained, it was done for the right reasons and in a way that did not deliberately hurt 
them. For trust to withstand the intense potential for restraint to rupture relationships, the 
two essentials outlined above come into sharper relief.  To be clear, we are not suggesting 
that physical restraint itself is beneficial. Indeed, in the aforementioned study all young 
people who shared experiences of being physically restrained spoke of negative experiences 
and/or impacts on their relationships with staff.  Thus, it warrants repetition: physical 
restraint should only be used when less restrictive ways of resuming safety are proving 
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ineffective or the immediacy and severity of risk is so great that there is not time to use 
them. When it is carried out relationally within wider systems and practices that are 
robustly containing, it can be a part of a wider experience of therapeutic containment.  

The Restraint Reduction Network (RRN) has set out to reduce the reliance on coercive 
practices (including physical restraint) across education, health and social care settings 
including both children’s and adult services.  Towards this end, they have developed training 
standards and a certification scheme, as well as an active network of committed 
practitioners and a repository of related resources12.  

 
8. Developing protective factors through legal and ethical practice 

 
Throughout this chapter we have touched on the elements in children’s lives that can lead 
to pain-based behaviour. Most of these - victimisation, abuse, neglect, poverty - are beyond 
childrens’ power to change. Compounding these external influences are internalised beliefs 
about themselves and others as a result of inadequate attachment relationships and unmet 
needs which telegraph to children the message that they do not matter. ’These children are 
sensitive to humiliation; they have been exposed to a catastrophic loss of power…’98. The 
picture can look bleak. However, in Bronfenbrenner’s macrosystem there exists a positive, 
protective, and potentially developmental factor in the form of laws and guidance relating 
to children. These, in tandem with our professional ethical codes and frameworks, offer 
opportunities for practice that can plant the seeds of self-respect and agency in children. 
 
Child law in all four nations of the UK takes a strong children’s rights perspective with many 
of its principles grounded in the UN Convention on the Rights of the Child (UNCRC), adopted 
by the UK in 1991. Statutes such as the Children Acts set out who has rights and 
responsibilities with regard to children. Case law such as Gillick v West Norfolk and Wisbech 
Area Health Authority draws on the principles of capacity, consent and privacy in the 
Convention to allow children the right to make choices about their own lives.  
 
According to Psychological Interventions in Child and Adolescent Mental Health Services99, 
the competence framework for child and adolescent mental health services, one of the core 
competences for work with children and young people is ‘knowledge of legal frameworks 
related to working with children/young people’. The competence required includes 
knowledge of capacity and informed consent, parental rights and responsibilities, 
participation, child protection, mental health, education, data protection and equality. 
These topics sound dry but they represent a vital and living resource for practitioners 
seeking to establish growth-enhancing relationships with children.  
 
Capacity, informed consent and confidentiality 
 
In the UK, a child under 16 can consent to medical treatment if s/he understands the risks 
and benefits of what is being proposed. This right is found in the Age of Legal Capacity 
(Scotland) Act 1991 in Scotland and in Gillick v West Norfolk and Wisbech Area Health 
Authority in the rest of the UK. There is no lower age limit for consent, although in Scotland 
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there is a presumption of capacity at age 12. A relational (and therefore developmental) 
approach to assessing children’s capacity makes it a collaborative process of informing 
children about their treatment in child-friendly language, checking their understanding, 
answering their questions and upholding their decisions. A parent cannot overturn the 
wishes of a child who has capacity in Scotland. In the rest of the UK, parents must make a 
request through the courts. 
 
A child who has capacity and has given his or her consent to treatment is entitled to 
confidentiality within certain limits based in the child’s right to protection. This right to 
confidentiality is found in case law (Axon v Secretary of State For Health (The Family 
Planning Association: intervening) [2006]) and in Article 16 of the UNCRC which says that 
children are entitled to privacy. Maintaining confidentiality and, when sharing 
information, requesting consent and discussing with the child what is being shared 
demonstrate respect for the child and can help to build trust. 
 
Participation 
 
Legal frameworks endorse a child’s right to have a view when adults are making decisions 
that concern them, and for that view to be taken into account. This principle of participation 
is also articulated in Article 12 of the UNCRC: ‘States Parties shall assure to the child who is 
capable of forming his or her own views the right to express those views freely in all matters 
affecting the child, the views of the child being given due weight in accordance with the age 
and maturity of the child.’ In practice, this means routinely consulting with children 
throughout your relationship with them, making sure that their wishes are understood and 
implemented in accordance with their capacity.   
 
Child Protection 
 
Children have a right to be protected. This is a universal, ethical, moral and legal right. In 
legal terms, the responsibilities that pertain to safeguarding and child protection can be 
found in the Children (Scotland) Act 1995 and the Children and Young People (Scotland) Act 
2014 in Scotland and in the Children Act 1989 and Children Act 2004 in the rest of the UK. 
The principle of protection is found in Article 19 in the UNCRC and addressed in detail in 
child protection guidance at national and local levels.  
 
When practitioners take action to protect children it should be done with care and 
compassion; informing them, consulting them, respecting their choices as far as possible, 
supporting them throughout the process and acknowledging the impact of any loss or 
change that results.  
 
Data Protection 
 
The General Data Protection Regulation (GDPR) entitles children to the same data 
protection rights as adults, with additional specific rights: 
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• Children of any age may share their personal data in order to access free online 
preventive or counselling services. 

• Children must be provided with clear child-friendly information presented in plain, 
age-appropriate language about how you will process their data. 

• You must explain to children why you require the personal data you have asked for, 
and what you will do with it - including when and how you will share it - in a way 
which they can understand. 

• You must tell children what rights they have over their personal data in language 
they can understand. 

 
In relational terms this might take the form of writing case notes together with a child or 
young person at the end of sessions, using session rating outcomes measures with them or 
keeping a shared treatment diary. 
 
Equality 
 
Discrimination and unfair treatment of children can go unnoticed simply because they do 
not know their rights or because having a protected characteristic means that they become 
used to habitual bullying and day-to-day discriminations, like lack of wheelchair access, for 
example. Under the Equality Act 2010, children have the same protections as adults in all 
categories except age discrimination. Children are only protected from age discrimination in 
employment or, if under age 18, when using, or trying to use, services.  
 
Living with a protected characteristic - and the resulting sense of difference - can be 
especially difficult for children and young people, for whom fitting in with their peers is 
important. A relational approach to equality means not making assumptions about the 
impact of a protected characteristic and instead taking time to understand the meaning of it 
for the individual child, valuing the child as a whole person and asking the child how they 
would like you to work with them.  
 
Codes of practice and ethical guidelines 
 
The Royal College of Psychiatrists’ Good Psychiatric Practice: Code of Ethics (2014)100 sets 
out twelve principles for good professional practice. These principles do not distinguish 
between adults and children and are not limited by age except Principle 5 which addresses 
issues of capacity and consent. According to the Code, all patients shall have their essential 
humanity and dignity respected. They shall have their consent sought, their confidentiality 
maintained, and be enabled to make the best available choices about their treatment. The 
Code describes collaborative practice with patients, referring to ethical principles of 
beneficence, non-maleficence, justice and autonomy common to professional codes of 
practice across most of the helping professions. While recognising that children’s autonomy 
and ability to self-determine can be limited by their age and circumstances, developmental 
practice endeavours to see the opportunities for growth in every encounter with them.  
 
The law respects children’s ability to make choices within the limits of their capacity, takes 
their views into account, protects them from harm, safeguards the information they share 
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with us and ensures that they are treated equally and fairly. Ethical frameworks for good 
practice articulate the values that we hold as practitioners and that we bring to our work 
with children and young people: among these are a commitment to treating them with care, 
respect and fairness, and supporting them to discover what they are capable of. Together, 
the law and ethics represent a powerful resource for developing protective factors in 
children such as self-worth, empathy and social competence. 
 
It is perhaps too much to expect a child who has experienced little or nothing of these 
values and principles to suddenly, and miraculously, embrace them or to trust the person 
who offers them. It takes consistency, patience, trustworthiness, hope and even a degree of 
stubbornness to stick with the personhood of a child who has lived with pain and expresses 
it through behaviour:  ‘A good enough therapist [for children] has a dash of a caring 
grandmother combined with the forensic discipline of a scientist and the compassion of a 
spiritual leader, humbled to the healing powers of love and time’98.  
 

9. The impact of COVID-19  
 
At the time of writing (early 2021), COVID-19 and the associated restrictions continue to 
affect the lives of young people in the UK and on the provision of healthcare for them and 
their families. The pandemic seems to have provoked creative approaches to providing care 
and unexpected opportunities but has also highlighted, exacerbated and, in some cases, 
been used to justify the reinforcement of existing inequalities. 
 
CAMHS teams have largely moved to providing assessment and therapy online, which 
seems to have had both advantageous (widening access to some, enabling greater 
flexibility) and disadvantageous effects (narrowing access to others, limiting the provision of 
specialist assessments, providing a different and potentially less ‘real’ experience of relating, 
raising confidentiality and privacy issues), and Social Care and Youth Offending Services 
were able to monitor children less closely. School closures affected children differently, with 
some children increasingly exposed to harm at home, others retreating with anxiety, and 
many of those with social, communication and other neurodevelopmental needs no longer 
able to access specialist provisions. 
 
Anecdotal evidence from clinicians and Youth Offending Teams suggested concerns about 
some of the most vulnerable young people disengaging, others waiting so long for 
treatment that they turned 18 before provision or transition to adult services could be 
arranged, and young people ‘going missing’ more than usual during the pandemic, 
potentially involved in county lines drug dealing and exploitation by criminal gangs. A joint 
report by organisations working with children affected by youth violence (RedThread, Street 
Doctors and MAC-UK101) on the impact of COVID-19 highlighted the loss of statutory support 
and rising feelings of depression, anxiety and isolation among the young people they 
interviewed.  
 
For young people in custody, remand time lengthened as the courts shut, leaving some 
young people detained for extended periods. Attempts to promote early release in order to 
ease crowded conditions in custody resulted in few expedited releases. New entrants into 
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custody - those known to be at the greatest risk of suicide - were segregated for 10-14 days, 
in order to limit transmission. There was an immediate reduction in violence, mainly 
because boys were only unlocked in small ‘household’ groups, and were confined in their 
cells for much longer periods than usual. Family visits were stopped, then reinstated on a 
restricted basis (with no physical contact allowed) and video calls made available. HMIP 
‘scrutiny’ inspections determined that the boys felt safer, but also raised concerns about 
their access to fresh air, education and services. For some, confinement paradoxically 
provided an opportunity for them to establish more trusting and consistent relationships 
with officers stationed on their units but, for others, boredom and loneliness were acute. 
With low staffing, restrictions on face to face work, the withdrawal of the Independent 
Monitoring Board and most agencies working within the YOIs (apart from NHS physical and 
mental health care), services available to the boys were comparatively limited, and the 
usual levels of safeguarding scrutiny reduced.  
 
 

10. The impact of pain-based behaviour on practitioners and systems 
 
Working with children expressing pain through their behaviour demands a great deal from 
practitioners, not least because the experience of facing pain-based behaviour can itself be 
traumatising and arouses individual and organisational defences that can then get in the 
way of doing the work of care and containment. This is well documented in the 
psychoanalytic literature on violence and systems102, 103 and, frequently, tragically enacted 
in the scandals of abuse and neglect in care homes, psychiatric hospitals and secure settings 
that regularly surface in the media. In order to do this work safely and therapeutically, staff 
must be well-trained, closely supervised, given reflective spaces in which to process the 
impact of the work, and supported by systems of management - and, beyond this, political 
ideologies and cultural narratives - that understand, enable and value good work.  
 
The central theme in this chapter is the value of understanding and working with children 
through a developmental, relational lens; paying attention to their social ecology and 
planning therapeutic work accordingly. Safeguarding - protecting and promoting the child’s 
safety and that of those around them at all times - is central. Working at multiple levels 
means that multi-disciplinary teamwork, good information-sharing and liaison and joined-up 
work with other services and agencies is crucial. Staffing must be at a level to meet these 
needs, both in terms of the size and the diversity of therapeutic teams, and in the care and 
containment provided to practitioners in order for them to do this very challenging work 
with humanity and integrity. As Dockar-Drysdale2 reminds us, ‘We have to be careful that 
children find us when they reach out, and that they do not again find defences instead of 
people’ (p. 62).  
 
In settings where we are dealing with pain-based behaviour, good systems of containment 
are particularly important, as painful and violent dynamics will otherwise be played out 
between staff or parts of the wider system, or in relation to the children.  The greater the 
frequency, severity and duration of uncontained states experienced by children, the more 
likely the disruption to practitioners’ and organisations’ capacity to think clearly and 
respond helpfully. In offering a containing space for staff working with young children with 
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severe disabilities, Mawson103 noticed that ‘workers would frequently feel depressed, 
despairing of being able to make a worthwhile difference in these children’s lives… they 
would sometimes feel intensely persecuted by these feelings, even to the extent of 
experiencing at some level a measure of hostility towards the children themselves’ (p. 67).  
 
The Healthy Organisation Model21, 89 offers a framework for thinking about how processes 
of containment can operate in teams. Stokoe suggests that healthy functioning depends on 
several factors; first, clarity about the primary task and the shared principles that underlie 
the task. These may be represented through a mission statement, an operational policy, and 
a team ethos that is mutually understood and agreed. Then, the organisation requires a 
decision-making system that delegates authority down through the hierarchy and welcomes 
and accepts the resultant anxieties up through the system as a source of valuable 
information. The provision of opportunities to discuss and work through these anxieties - in 
this case, through supervision, learning, reflective practice and other team meetings - and 
the organisational commitment to a position of curiosity and benign inquiry are essential to 
continuing healthy functioning as well as adaptation and the containment and 
transformation of the anxieties that naturally arise in the course of the work. In 
organisations in which these factors are not in place, or are endangered by the operation of 
external and internal pressures (e.g. painful experiences with children in their care, changes 
in institutional priorities, losses of funding, increases in workload), anxiety can become 
located in individuals and relationships causing a toxic, blame-focused culture, rather than 
understood as an inevitable and meaningful signifier of a systemic problem and worked 
through together.  
 

11. Conclusion 
 
Our intention in this chapter has been to set out key principles and good practice in 
assessment, formulation and treatment, inviting practitioners to consider violence in 
children from a relational perspective where behaviour is understood to be a pain-based 
response to situations, settings and systems. We want to encourage those who encounter 
pain-based behaviour to see these children in context and to respond to them from a 
position of humanity and empathy, while bringing all of the professional knowledge, 
experience and skills we have to contain them, to provide the right care for them (and for 
ourselves as we support them) and to walk alongside them as they take steps towards 
fulfilling their potential.   
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