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Abstract

This thesis uses action research through work discussion groups to understand the
intra-psychic, inter-personal and systemic factors influencing practitioners’
experiences of physical restraint in residential child care. It explores the ethical
dilemmas, practice challenges and personal distress evoked in participants by this
practice. It also examines their perspectives on how others, including the children
involved, witnesses and professionals, experienced or thought about physical
restraint. Their reflections on the impact of wider systemic factors on their experience

are also considered.

The findings show that physical restraint presents serious physical and emotional
hazards for both children and adults involved. Participants all supported attempts to
reduce restraint but believed that ‘no restraint policies’ presented greater risks than
restraint itself. Other children who witnessed restraints were recognised as invisible
victims as this experience was terrifying and potentially evoked traumatic memories.
The level of ethical distress experienced by all participants was very high but
previously unacknowledged. The perverse social defence that had enabled restraint
to be an uncontested practice despite its clear dangers has been dismantled but the
brunt of anxiety is felt by individual workers. This is exacerbated by the climate of
suspicion and negativity experienced from external professionals and regulators as

well as the public.

The importance of a culture of reflection and curiosity to support staff’s capacity to
remain connected to children and be able to survive hostile projections from both
children and the external world was emphasised and external consultancy identified

as helpful in this process. Strong leadership, a model of care and a supportive but



challenging team were identified as key components of such a culture. Without such

reflective practice, restraint risks being a gateway to institutional abuse.

Finally, this thesis places the findings in the context of current research and practice

and considers the implications for the wider sector.

Keywords: Children and young people, residential care, physical restraint, reflective

spaces, holding, containment, social defences, external consultancy, moral distress.
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Chapter One: Introduction

This thesis focuses on what is happening beneath the surface when physical restraint
occurs in residential child care (RCC) settings. The aim is to expand understanding of
processes within and between adults and what wider systemic factors might influence
them. Although there is an emerging literature about physical restraint in RCC, there
are no studies that examine these dynamics.

The main site for the research was a long-term therapeutic children’s home, the
Cedars. The children were all aged under twelve on admission and all had histories of
severe trauma and neglect. Most had also experienced multiple placement
breakdowns before they arrived. There was an even balance between boys and girls
at the point the research took place. | met a group of experienced practitioners for five
sessions to reflect on their experiences of physical restraint. The material this
generated was also used as discussion triggers with a group of house managers from
another organisation (Sanctuary), for triangulation purposes. Children resident in this
second organisation spanned the age range from early primary aged children to young
people in their early twenties. In this organisation there were more boys than girls as
it had originally been a boys only resource and girls had only reently been admitted.
Children were accommodated in different houses across several small towns and
villages and most attended the school provided by Sanctuary. They had experienced
similar adversities to those who lived at the Cedars both in their families and the care
system. The examples these participants drew upon in their discussion were mostly
from children at the younger end of their resident groups.

In both organisations participants described a steady reduction in restraints for most
children the longer their placements continued. This was, however, offset by a

recognition that as children became older and physically stronger the intensity and
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danger of physical restraints often increased though their frequency reduced. This was
particularly true for boys as they entered puberty. Different issues arose when girls
entered puberty as adults recognised that it became more difficult to physically restrain
them without inadvertently creating a situation where the child might feel sexually
intimidated.

| acted as an external consultant to both organisations. Whilst this pre-existing
relationship eased the process of gaining research access and allowed me to
understand references from participants to particular children or adults outside the
research room, this insider role did present ethical and practical issues. These
included the risk that participants felt pressured to take part in the research because
of their relationship with me rather than through a process of fully informed consent.
In addition, my pre-existing role is likely to have affected the way participants and |
engaged during the research as well as the way | understood and analysed the
material that was generated. These issues are fully explored later in this thesis in the
methodology section (Chapter 3) and my reflections on the research (Chapter 10).
This chapter outlines the background and rationale for the research and presents the
hypotheses that informed my research questions. | then explain some of the language
around physical restraint and consider how this complicates the way physical restraint
is understood and discussed. Finally, | outline the structure of the thesis.
Background and rationale for the research

Physical restraint was a common and largely uncontested practice in RCC settings
until the Hartford Courant (Weiss et al., 1998) exposed child deaths occurring during
restraints. A 26 year long study of US child fatalities associated with restraint found
that at least 79 children died between 1993 and 2018 (Nunno et al., 2022). Although

several adults have died in the UK because of physical restraint (Paterson et al., 2003),
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only two child fatalities have occurred, both in custodial settings (Carlile Inquiry, 2006;
Gooch, 2015). Many children have, however, suffered injuries ranging from bruising to
broken bones (Day et al., 2010; Gooch, 2015).

For a brief period in the US physical restraint was sometimes employed as a
‘therapeutic’ intervention. In attachment therapy children were forcibly held sometimes
for hours to try and create new attachments with adults. Children had to maintain eye-
contact and failure to comply or protests about pain meant they were held more tightly.
This treatment had no theoretical integrity and several children died when it was used.
(Chaffin et al. 2006; O’Connor and Zeanah, 2003; Steele, 2003).

In the UK there has been a significant shift in how physical restraint is perceived. This
has been largely led by people who have themselves experienced physical restraint.
Increasing disquiet has also emerged within various professional groups whose work
has involved physical restraint. Public outrage at the discovery of serious misuse of
restraint, for example at Winterbourne View Hospital!, contributed to strengthening
regulatory processes and new guidance.

Two networks focusing on reducing physical restraint have been set up. The Restraint
Reduction Network is a UK wide membership body that aims to reduce the use of
physical restraint in all settings. The Scottish Physical Restraint Action Group
(SPRAG) focuses on physical restraint in children’s residential services. They have
wide support for their vision of working “towards making coercive forms of holding less

or even unnecessary and, when children are restrained, it is carried out relationally

"1 Winterbourne View was a private hospital for people with learning disabilities. In 2011 a Panorama
undercover reporter found evidence of systematic abuse in particular the indiscriminate use of
dangerous and unnecessary restraints. Eleven members of staff were convicted of abuse.
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and with care?”. In addition to influencing policy and practice, SPRAG has developed
a reflective model that is being implemented across Scotland.

There are criteria for physical restraint in UK children’s homes - restraint must be
undertaken as a last resort to prevent harm to people or dangerous damage to
property (Davidson et al., 2005; HM Government, 2019). Force must be proportionate,
and restraint should last for the shortest possible time. Deciding whether these criteria
are met depends on the individual judgement of adults involved in a volatile and fast-
moving crisis where everyone may be experiencing high physiological and emotional
arousal. Assessment of risk in such situations is contestable, and practitioners face
disciplinary action for making the ‘wrong’ decision. Intervening too soon or too
forcefully may be criticised but their duty of care to others means a failure to protect
may lalso be questioned. An unjustified restraint constitutes an assault and might lead
to prosecution for the workers involved. Davidson et al. (2005) provide a hard
decisions flow chart (Appendix 1) that highlights the consequences of intervening or
failing to intervene in a variety of scenarios.

There are psychological as well as physical hazards involved in using physical
restraint. Children in RCC have experienced painful losses and most have suffered
trauma. Mohr (2006, p.43) argues that “the act of forcible restraint becomes one more
layer of trauma on top of an already wounded psyche”. The negative psychological
effects of physical restraint are highlighted in research studies (Strout, 2010),
particularly the danger of re-traumatisation associated with earlier abuse (Fox, 2004).
During the consultation stage of the Children (Equal Protection from Assault)

(Scotland) Bill (Scottish Parliament, 2018), Who Cares? Scotland® gave evidence in

2 Information about SPRAG is available at (Scottish Physical Restraint Action Group :: Celcis)
3Who cares? Scotland is an advocacy organisation for care-experienced people,
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the Scottish Parliament. After consulting their members, they argued that physical
restraint often constitutes an assault, as it is currently practised. In Scotland the
Independent Care Review (ICR) consulted with over 1000 care-experienced people
and physical restraint was continually mentioned. The review’s report recommended
that “Scotland must strive to become a nation that does not restrain its children” (ICR,
2020, p.85).
Failure to intervene may also have adverse effects. ‘No restraint’ policies may have
perverse consequences for individual children and the whole system. Practitioners
facing imminent danger, may involve the police, presenting a different, and potentially
more serious, danger to the child involved, as a Scottish study suggests.
the calling of the police to take control of out-of-control situations with young
people effectively means that other parties are being called on to use methods
that the agency has decided are ethically unacceptable (Lindsay and Hosie,
2000, p.13).
Children may be more brutally restrained, arrested and charged, spend time alone in
police cells and emerge from the incident with a criminal record. There might also be
systemic effects with some providers refusing places to children showing behaviours
requiring physical intervention.
When dysregulated children express their pain through aggression, other children and
workers are at risk. Failure to protect other children from injury would evoke criticism
and, potentially, disciplinary action for workers. Staff may also be attacked, and
organisations have a duty of care to employees. Paterson and Duxbury (2007) argue
it is ethically questionable to prioritise the safety of one group, such as service-users,
over another such as direct care workers. They place this in the context of increased
aggression towards care professionals and the negative impact of exposure to

violence.
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Physical restraint is a hazardous practice that can cause serious harm to all those
involved. As outlined above, however, there are also risks if children are not prevented
from hurting themselves or others. It poses serious moral dilemmas for RCC workers
expected to make complex ethical and practice judgements in intensely difficult
situations. When this research was initiated, it was clear little was understood about
the conscious and unconscious dynamics occurring in physical restraints and the
systemic factors influencing them. The choice of a systems psychodynamic lens to
explore these at depth seemed appropriate to the complexity of the interaction
between these various processes.

Use of language

This section highlights the various ways physical restraint is defined. It also discusses
the differences in how certain terms are typically understood between practitioners in

residential care and those in the systems psychodynamic field.

Definitional issues
Physical restraint is categorised under the overarching term ‘restrictive practice’. This

term also refers to the enforced seclusion of children or the use of chemical control,
such as sedation. In the UK physical restraint typically refers to a child being held
against their will through the bodily force of adults. ‘Safe holding’ is an alternative term
describing this type of physical restraint. Other physical interventions include guiding
a child away from a situation or blocking their access to spaces when an adult stands
between the child and the place they want to reach. In some countries, however,
‘physical restraint’ includes situations where a child is restricted by mechanical
restraints such as leather straps, special clothing or constraining chairs. In the
research literature different situations are rarely clearly delineated, and terminology is

inconsistent (Day et al., 2010). Although chemical control or seclusion are not usually
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referred to as ‘physical restraint’ many accounts show physical restraint being used
during these other restrictive practices. Children may be physically dragged to
seclusion spaces or held down and medicated if they are resistant to accepting drugs®.
Some studies only included interventions lasting longer than a specified time as
physical restraints. This study focuses on physical restraint in its narrowest sense of
adults using their bodies to restrict a child’s freedom of movement regardless of the

duration of the intervention.

Confused terminology
Two psychodynamic concepts ‘the holding environment’ (Winnicott, 1964; Winnicott,

1965) and ‘containment’ (Bion, 1962) were useful in illuminating the processes being
described by participants in this research and identifying the mirrored needs of both
children and adults. They are particularly relevant in examining residential care as they
describe interpersonal dynamics rather than just intra-psychic processes. Holding
refers to the everyday experience of attuned care and connection provided by a
caregiver. Containment is an active process occurring between infants and their
caregivers. Infants project into their caregivers (containers) emotional experiences
they cannot process on their own. The caregiver processes these projections and
makes them available in a digestible form to the child.

The importance of protective holding environments in which traumatised children can
recover was emphasised by Winnicott and Britton (1947) and Dockar-Drysdale (1990)
in their descriptions of creating therapeutic residential care environments. A key task
of adults in RCC is to contain overwhelming distress and pain that children push into

them without withdrawing emotionally or retaliating punitively. These concepts can

4This happened as a regular practice at Hill End Adolescent Unit where children were forcibly sedated
with adult levels of tranquilising drugs if they made the staff ‘anxious’ Compensation announced for Hill
End adolescent unit abuse victims | Herts Advertiser
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also be applied to the support adults require to do their work. Without a robustly
maintained external boundary and policies and structures that reduce their anxiety,
adults may struggle to provide the preoccupation children require. Additionally, they
need managers and consultants able to contain the extreme emotions evoked by their
work and help them respond sensitively and find meaning in children’s behaviour.
(Ruch, 2011; Steckley, 2010).

Unfortunately, within RCC, the terms ‘holding’ and ‘containment’ often have negative
connotations. Containment is usually used disparagingly about practice that merely
provides basic needs, rather than being a key plank of therapeutic intervention and
emotional recovery. ‘Holding’ has come to be applied mainly to physical restraint. This
not only makes the concept of a ‘holding environment’ unusual in residential settings
but has also contaminated the normal usage of a word describing a natural interaction
between people and invested it with the implication of coercion. Although the
conscious intent of introducing the terminology of ‘holding safely’ was to reframe
restraint as an act of care rather than brutality, it may have served to defend
practitioners against the meaning of their actions. Unusually, however, participants in
this research were familiar with the psychodynamic meaning of both concepts and
used them frequently and accurately in their reflections. In both organisations there
was an investment in continuous training and development as well as regular
consultation. This does not reflect the usual experience for RCC practitioners.
Hypotheses and research questions

In developing my hypotheses, | drew on my knowledge of RCC and the wider context
in which it is situated, as well as my learning from providing external consultancy.

Physical restraint seems to be a space where pressures arising from the external
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context interact powerfully with individual anxieties in a complex and at times explosive
relational environment.

In my consultancy role | regularly support adults who daily face the stress of working
with traumatised and highly dysregulated children. Many seem to have been
unconsciously drawn to RCC seeking to resolve issues lingering from relationships
with their own caregivers. A few, with very difficult childhoods, find echoes of their
experiences in children’s histories. Some have also experienced domestic violence or
traumatic loss in adulthood. Although this is anecdotal evidence, it is supported by
studies showing that care professionals have a higher-than-average Adverse
Childhood Experiences Score (Esaki and Larkin, 2013; Lee et al., 2017). Sometimes
the behaviour of children or details of their histories trigger unexpected reactions in
adults that link to their own adverse experiences. The emotionally volatile experience
of restraint is a time when such unsettling responses are likely to occur.

RCC is essentially a group and intergroup experience. Any study of physical restraint
needs to examine wider interpersonal dynamics in the service, as well as those
occurring in any specific restraint. Although the overt purpose of restraint is to restore
safety, other complex dynamics may also be in play that might reflect differences in
power and authority, complicated personal relationships or contested perspectives.
RCC is a neglected and undervalued sector and yet services experience intrusive
monitoring by regulators. Children looked after away from their families, especially
those in residential settings, and the adults who care for them seem to serve as
convenient receptacles for the split off negative projections from society. The children
are often perceived as victims or villains and those caring for them as potential abusers

or incompetent do-gooders.
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A culture of enquiry and reflection seems to create resilience in RCC organisations
and enables adults to survive the emotional volatility and psychological demand
inherent in the work (Kahn, 2004). This seemed likely to be relevant in examining the
underlying dynamics at work during physical restraints as well as managing the
emotional intensity of the experience.

These were the hypotheses | developed.

e The decision to restrain a child and the process and impact of the restraint are
affected by the individual histories of RCC workers and the characteristics and
history of the child.

¢ Interpersonal dynamics within the setting affect the decision to initiate a restraint
and the process and impact of that restraint.

e Societal and organisational structures, processes, procedures and dynamics
affect the process and impact of restraints.

e Facilitated reflection may provide a holding environment that enables
practitioners to survive the emotional maelstrom of physical restraint without
being overwhelmed and to retain their capacity to think.

These led to my research questions:
* How does a focused reflective group affect physical restraint and holding in a
therapeutic children’s home?

o What conscious, unconscious and systemic factors influence physical
intervention in RCC?

Structure of the Thesis
This thesis consists of three parts: Part One contains three chapters outlining the

background and aims of the research, reviewing relevant literature and describing the
methodology; Part Two contains four chapters presenting findings of the research; Part

Three contains three chapters including discussion of the findings and
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recommendations, reflections on the research and suggestions for further studies and

some concluding thoughts.

Part One
Chapter One Introduction

Chapter two is a literature review in two sections. The first section contextualises the
research and identifies the gap in knowledge leading to my research questions. The
second identifies concepts and research primarily from the systems psychodynamic
field used in framing my research and analysing my data.

Chapter three outlines the methodological and ethical foundations of this research. |
explore my motivation for undertaking the research and outline my role and position
as a researcher. | explain methodological choices and describe the process of
gathering and analysing the data. Throughout this chapter my approach to ethical
dilemmas is highlighted.

Part Two

Chapter Four is a brief introductory chapter explaining my rationale for the
presentation of data and introducing the results of two exercises undertaken by
participants.

Chapter Five identifies the importance of locating any physical restraint in its temporal
and spatial context to avoid a simplistic analysis focusing only on the behaviour of the
main protagonists.

Chapter Six explores the visceral experience of adults immediately before and during
restraints as well as their understanding of children’s behaviours and emotions. |
examine participants’ beliefs about some children’s route to self-regulation.

Chapter Seven considers the complexity of the task workers face navigating the

challenging ethical and practice dilemmas surrounding physical restraint.
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Chapter Eight examines the impact of those external to a restraint on its process and

aftermath and the effects on those who directly witness a restraint.

Part Three
Chapter Nine discusses the data and its implications. The chapter ends with a series

of recommendations for practice and staff support and development.

Chapter Ten offers my reflections on the research process and suggests areas for
future research.

Chapter Eleven offers my concluding thoughts and outlines my contribution to this
field. | draw on my extensive experiences as a practitioner and consultant as well as
my professional training in social work and consultancy to reflect on issues this

research poses.

25



Chapter 2: Literature Review

Introduction

This chapter comprises two sections. In the first | outline my search strategy and
review the research literature about physical restraint, focusing first on those directly
relevant to RCC and then on those referring to contiguous fields. Through this |
demonstrate the gaps in knowledge. | then review conceptual papers highlighting
issues raised by physical restraint and examine the contradictory perspectives these
demonstrate. In the second section | discuss the research and conceptual papers
helpful in my analysis including key systems-psychodynamic concepts framing my

research.

Section 1The Initial Review
Search strategy

Before formulating my research questions and gathering data | undertook a search of
literature using the terms and limiters outlined in Figure 1. | used Suprimo, the search
service of the university where | worked. | also used databases to search the fields of
social sciences, social services and psychology. Although | set wide parameters to
identify as many papers as possible there were not many results and there was

substantial crossover between the four sets.
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Figure 1 Search Results
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| checked all titles and discarded the obviously irrelevant. Where | was unsure, | also
read the abstract. | excluded results that were not primary research. Finally, | read the
remaining papers and reviewed fourteen that focused specifically on the area of RCC.
These informed my research questions. Although | initially excluded interesting but
tangential papers such as those focusing on health, criminal justice or education and
purely conceptual papers, | revisited and updated these later to contextualise my
research.

|dentifying the gap

The fourteen papers fall into two groups: seven focused on organisational or systemic

factors and seven on the experience of workers and children.

Organisational and systemic factors
Six of the systemic/organisational studies were evaluations of therapeutic models or

crisis intervention training (Boel-Studt, 2017; Brown et al., 2013; Crossland et al.,
2008; Jones and Timber, 2003; Miller et al., 2006; Nunno et al., 2003) which generally
reported reductions in restraints. Most were conducted by researchers involved in
developing the models being evaluated which might undermine their reliability. One
study found no reduction in restraints before and after the introduction of a trauma-
informed model, but this might reflect the low baseline number of restraints prior to the
change in practice (Boel-Studt, 2017). All studies argued that reduction in physical
restraint demanded a whole-systems approach. This was convincingly demonstrated
in a study examining differences in the restraint and seclusion levels among 693
residential treatment facilities (Greene-Hennessey and Hennessey, 2015). Residents’
characteristics failed to predict levels of restraint but differences among facilities did.
These papers reported on services in the US which differ from those in the UK in their

structure and practice. Most operated a behavioural model, although some had
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recently introduced trauma-informed care. There was no evidence of psychodynamic
practice in the organisations studied or systems-psychodynamic analysis in the
research, but the unanimous emphasis on the importance of organisational culture

and training was valuable.

Experiences of staff and children
The remaining papers draw on three qualitative studies examining the experience of

restraint- two undertaken in Scotland and one in the USA. These vary in their findings,
methodology and level of critical analysis.

Bell (1997) explored the effects of introducing Therapeutic Crisis Intervention (TCI) in
a Scottish Region. Practitioners reflected upon their most recent restraint. None felt
the child had experienced distress with some suggesting that they had benefited.
Participants described little fear during the restraint although they expressed concern
about restraint in general because of its potential harm. Staff described trigger points
for restraint: a child refusing to follow direction; maintaining safety; transition times or
hearing difficult news. Their acceptance of restraint used to enforce compliance may
be explained by the early date of this research when there was little concern about the
practice. Routine debriefing was not available, although some opportunistically used
colleagues or managers for reflection.

Hejtmanek (2010 and 2014) focused on physical restraint when reporting on an 18-
month ethnographic study in a residential centre for boys in the USA. In her first paper
she provided a vivid description of a violent physical restraint and the extreme physical
and psychological arousal and distress it entailed. The restraint ended with the boy
naked below the waist, sobbing in a foetal ball, alone in seclusion. Workers’ clothing
was torn and some sustained serious injuries. She powerfully evokes the tension
among staff and other children. Her analysis of this event and others she observed is

concerning. She uncritically accepts workers’ explanations for the violence she
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observed. They believed these experiences were an essential part of the therapeutic
programme - explaining that their violence to children protected them from extreme
community violence they might later experience.
Similarly, her account of the introduction of a new model, ‘Counter Response’
(Shahbazian et al., 2005), demonstrated unquestioning acceptance of the negative
views of staff (Hejtmanek, 2014). She argued that expecting practitioners to reflect on
their own internal reactions was an unwarranted exercise of power and implied that
this suggested that they, rather than the boys, had emotional difficulties. Her own lack
of reflexivity mirrored the resistance displayed by the practitioners at the idea they
should consider their own responses. The author appeared to be drawn into the
participant role that characterises ethnography and lost sight of the equally important
analytic perspective which might have led her to question the workers’ beliefs and
attitudes (Geertz, 1973; Hammersley, 2006).
The remaining papers drew on an extensive Scottish study exploring views of children
and staff about physical restraint. It involved interviews with 37 children and 41 staff
from 20 establishments across Scotland. Five main themes were identified (Steckley
and Kendrick, 2008).

e Children and staff believed restraint was sometimes necessary.

e The complex nature of physical restraint was clear in the ambiguity expressed

about what should trigger physical restraint
e Concern that restraints sometimes occurred unnecessarily with a few children
stating that some adults hurt them on purpose.
e The general experience of restraints was negative although a few children felt

restraint provided emotional release.
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e Restraints should be understood in the context of existing relationships.
Restraints affected, and were affected by, the quality of relationships.
Steckley drew on psychoanalytic theory in later papers. She revisited her original data
examining it for evidence of containment (Bion, 1962) or the existence of a holding
environment (Winnicott, 1965). She found examples of basic containment for children,
but few containing experiences for staff. Most of the epistemological and emotional
holding (Ruch, 2005) was provided by colleagues rather than managers, and external
consultancy support for managers or teams was rare. She suggested that lack of
containing experiences for individuals and groups and the absence of a wider holding
environment for the adults prevented the creation of therapeutic experiences of

containment and holding for the children (Steckley, 2009).

Her next paper identified a reluctance to use touch to de-escalate heightened
situations or even provide comfort. She posited that lack of positive touch may
perversely increase coercive touch as some children sought restraint to gain emotional
release. She noted the extremity of the touch experience of physical restraint and its
association with pain and wondered if this diverted attention from emotional distress
and the possibility of psychological recovery. Again, she argued for the importance of
adults having space to reflect on their emotional responses and practice complexities
and dilemmas (Steckley, 2012).

Her final paper linked the concept of catharsis to therapeutic containment (Steckley,
2018). She used Scheff’s (2007) work on catharsis to explore these ideas. He argued
that catharsis requires a bodily discharge of emotion and a balanced state of emotional
distancing. Descriptions of extreme physiological reactions by both children and adults
were identified by Steckley but there was little evidence of optimal emotional

distancing. She argued that trauma may leave children existing in a constant state of
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under-distancing of emotion — always on the edge of being overwhelmed. Helping
children gain optimal emotional distancing of their emotion may require bodily
responses including, at times, physical restraint. For such work to be helpful rather
than destructive, however, practitioners must work from a position of optimal emotional
distance — neither overwhelmed nor cut off. Steckley again argued that this requires
containment and holding for the adults.

This initial review of the literature identified little primary research on physical restraint
in RCC. Steckley’s corpus of work was the most substantive and contributed to an
understanding of physical restraint informed by psychoanalytic ideas. A significant gap
in knowledge exists, however, as her original study was not designed to capture the
complex and multi-layered conscious and unconscious dynamics and systemic factors
involved in physical restraint. It supported, however, my hypothesis that a focused and
facilitated reflective space might enable staff to stay emotionally regulated and
preserve their capacity to think during physical restraints.

Literature from contiguous fields

The rich literature from other settings where physical restraint occurs has informed this
study. Although these studies were conducted in settings as different as acute

paediatric care and custodial establishments some consistent themes emerged.

Health care research
Most healthcare research was undertaken in adult psychiatric hospitals, but physical

restraint has also been investigated in acute hospital care. Strout (2010) undertook an
integrative review of qualitative studies focusing on patients’ experiences of restraint.
Only twelve papers could be identified. The themes identified include negative
psychological effects, re-experiencing previous trauma, unethical behaviour from

medical professionals and patients feeling their spirit had been broken. Although
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medical patients were more likely to believe the restraint was life-saving many still
described negative emotions. Knowles et al., (2015) explored the impact of physical
restraint on relationships between nurses and patients in a forensic psychiatric
hospital. Five themes emerged which appeared to adversely affect therapeutic
relationships:

e Power differentials were aggravated

e Restraint was experienced as humiliating and traumatic

e Patients were unwilling to accept restraints they perceived as unjustified

e Some staff were seen as wanting to cause pain to patients

e Patients having to deal with their sense of powerlessness.
The researchers emphasised the importance of allowing patients to express difficult
feelings without triggering a restraint and suggested nurses should be more accepting
of patients communicating their unhappiness about being restrained.
Several studies explored nurses’ and mental health support workers’ experiences of
physical restraint and what meaning the act held for them. These studies revealed the
anxieties, ambivalence and ethical distress experienced by professionals who deeply
disliked restraining patients but appeared to accept it as unavoidable. In their study
Bigwood and Crowe (2008) identified the over-arching theme: ‘It's part of the job’. This
acceptance was problematic, however, as nurses also articulated their extreme
discomfort about physical restraint. This conflicted acceptance runs through several
other studies (Bailey, 2015; Bailey et al., 2021; Kodua et al., 2023; Martin, 2023;
Perkins et al., 2012; Wilson et al., 2017). Organisational constraints and structures
were felt to contribute to the inevitability of physical restraint in these settings (Bigwood

and Crowe, 2008; Kodua et al., 2023; Perkins et al., 2012).
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Participants found it hard to ignore the trauma intrinsic to physical restraint, despite
accepting it as unavoidable, which caused them deep ethical distress. Martin’s study,
focusing on support workers, also identified the additional moral difficulty for workers
who believed the behaviour of a higher status colleague had provoked restraint but
felt powerless to challenge them.

The perceived need for control was articulated in these studies and there was a
recognition that individual staff had different thresholds which triggered their need to
enforce control through physical restraint (Bailey, 2015; Bigwood and Crowe, 2008;
Perkins et al., 2011). Sometimes this was linked to fear generated by patients’
aggressive behaviour as well as anxiety about taking part in the restraint. Emotional
distancing and dissociation were described as a way of dealing with their own and
patients’ overwhelming emotions (Bailey et al., 2021). All studies found anxiety about
the impact of restraint on therapeutic relationships with patients. Usually this related
to the patient’s loss of trust in practitioners, however in one study participants
acknowledged that they struggled letting go of negativity towards patients, particularly
when targeted with hurtful verbal abuse (Martin, 2023). Lack of care for and between
practitioners and the absence of space to process emotions were reported in several
papers (Bailey, 2015; Bailey et al., 2021; Martin, 2023). Participants expressed
appreciation that the research had allowed them space to reflect. In contrast, Bigwood
and Crowe (2008) found nurses stating that emotional support and space for reflection
reduced the negative impact of restraint. The importance of support from other skilled
team members was emphasised and difficulties posed by working with less
experienced or agency staff were highlighted.

There is less research on physical restraint in adolescent mental health settings,

however Kodua et al. (2023) undertook a phenomenological study across three NHS
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trusts examining staff experiences of restraining young people. Findings echoed those
of studies conducted in adult facilities — physical restraint was seen as inevitable but
very distressing and the importance of working closely with colleagues was
highlighted. Interestingly, participants believed no long-term damage was done to the
therapeutic relationship, indeed several felt it had strengthened their bond with young
people. The authors noted, however, there was no verification of this perception by
patients. The perceived external focus on elimination of restraint was found to provoke
strong negative reactions from staff and a sense of being misunderstood and blamed.
The authors suggested that organisational attempts to reduce restraints need to
acknowledge the conflicts and challenges faced by staff. Nielson et al. (2020) in a
systematic review of studies into restraint in adolescent mental health settings
identified that most research focused on staff experiences and there was little first-
hand information about its impact on children and young people.

A few authors have also examined restraint in paediatric hospitals. Bray et al. (2015)
provided a narrative review and ethical discussion of the literature on holding children
in such settings. They found little literature and an inconsistency in definitions which
contributes to the near invisibility of the practice despite its ubiquity. They found ethical
issues were rarely considered despite professionals’ dislike of restraining children.
They also noted the relative absence of children’s voices in literature. They argued
that current justifications for restraint are too simplistic and called for rigorous research
into children’s perspectives and greater reflexivity among medical professionals to
challenge currently uncontested practice. Lack of ethical consideration about restraint
was also found in a later study (Lombart et al., 2019). Researchers argued that nurses
experienced ‘transient empathic blindness’ which allowed them to ignore children’s

distress and avoid complex ethical dilemmas. They described the way language
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shifted during interviews so that the child as a person became disregarded and nurses
focused on conducting a particular procedure on a body. They also noticed that when
teams conceptualised restraint as an ethical issue it was rarely used, however when

it was perceived as a routine inevitability it was a common intervention.

Research in education settings
Most research on physical restraint in schools has taken place in specialist education

settings. Similar themes were identified as in previously cited research. A recent
systematic review (Hodgkiss and Harding, 2024) of strategies employed to reduce
restraint identified the importance of a whole school approach combined with
individualised plans for children. They emphasized the importance of positive
relationships between staff and pupils and strategies that maximised the autonomy of
children, supporting them to develop their own capacity for de-escalation by learning

self-regulations skills and making it easy to ask for help when they were upset.

Philips (2025) reported staff concerns about unclear definitions and inconsistency
between training providers. Staff described restraint as unpleasant and wanted to
avoid it but felt it was sometimes necessary. They were aware of external pressures
to reduce restraint and worried about the legal and ethical issues it raised. The
importance of positive relationships between adults and children was highlighted not
only for averting restraint but also for making the experience less traumatic. The
emotional impact on staff and pupils was apparent as was the pervasive experience
of shame and guilt for all involved. There was a lack of studies exploring physical

restraint from the perspectives of children who had experienced it.

Restraint in secure or custodial settings
In the UK the only child fatalities associated with physical restraint occurred in youth-

custody establishments (Carlile Inquiry, 2006; Gooch, 2015). One boy killed himself
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after a restraint where a pain compliance technique was used. Although restraint of
children is supposed to avoid such techniques there is evidence that children in the
UK have been regularly exposed to deliberately painful restraints in custodial settings
The Chief Inspector of Prisons acknowledged that inspectors regularly heard accounts
of restraints where techniques were incorrectly applied and excessive force used
(Haydon, 2020)°. Legal changes came into force in 20248 banning the use of all pain
compliance techniques in the children’s secure estate’ but the impact of this change

is not yet clear.

A study examining the views of 111 children across the secure estate found restraint
was a regular occurrence (Shenton and Smith, 2021). Although not all children
interviewed had been restrained, they had all withessed restraint. Most accepted
restraint was necessary, but all felt that it was often used unfairly or too forcefully. They
suggested staff targeted children they did not like for minor reasons. Researchers
noted that despite describing restraints that were quite violent and seemed excessive,
most children responded with a fatalistic acceptance and a feeling that to some extent
they deserved it. The researchers wondered whether the normalisation of violence
merely confirmed children’s previous life experiences. Interestingly this setting, where
the most concerning practice was evident, also produced one of the most in-depth

accounts of children’s experiences of restraint.

5% Annual statistics show there were six incidents where boys suffered a serious injury during the use of
force in 2023/24 and 51 incidents where boys or girls suffered a minor injury during use of force in UK
youth justice establishments. There were also 208 incidents where a ‘warning sign’ such as loss of
consciousness occurred. Ministry of Justice (2024) Safety in the children and young people secure estate:
Update to March 2024. Available at: https://www.gov.uk/government/statistics/safety-in-the-children-
and-young-people-secure-estate update-to-march-2024

8 Use of force, restraint and restrictive practices in the children and young people secure estate - GOV.UK
7 The Secure Estate includes Local Authority Secure Children's Homes, Secure Training Centres and
Young Offender Institutions
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Summary of primary research papers
The potentially negative impact of physical restraint for everyone involved is clear from

the research literature, yet it remains common across a range of settings. Most
professionals using physical restraint see it as an unpleasant but necessary part of
their job. There are indications, however, that organisational cultures influence how
frequently restraint is used and how it is experienced by staff and service users.
Factors mitigating adverse effects include clear guidelines, regular training, promotion
of positive relationships between staff and service users and a culture that encourages
reflection and the safe expression of emotion. The voice of those experiencing
physically restrained is rarely represented.

Physical restraint conceptual papers

Physical restraint of children in residential care has been portrayed in starkly
contradictory ways. It has been variously conceptualized as a therapeutic intervention,
an unpleasant but necessary intervention, a practice with no evidence to justify its
efficacy and as a precursor to abuse. Some of these differences can be explained by
the various definitions of what constitutes physical restraint and the different ways it is
used in practice.

Authors arguing for the use of physical restraint as a therapeutic intervention (Rich,
1997; Ziegler, 2001) are not suggesting that it is without hazards or should be used
indiscriminately. They do, however, suggest that properly used it can have therapeutic
benefits. Rich pointed out counter transference issues should be recognized as staff
may retaliate with anger to hostile projections from the child thereby confirming their
worst fears. He also emphasised the importance of high staffing levels to prevent
similar behaviour from other children to attract attention. Nevertheless, he suggested

that physical restraint allows children to verbally process distress which will reduce
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future acting out. Ziegler (2001) compared physical restraint positively against other
restrictive alternatives such as seclusion, mechanical restraints, or chemical control
(e.g. sedation). Implicit in his work is that forcible control will be necessary for some
children. He did not consider this a routine intervention but argued it can be beneficial
in dealing with a violent child. He suggested it demonstrates therapeutic limits for the
child, protecting them from their impulses in a relational way that helps them to
experience touch differently from earlier experiences with hostile adults. He contrasted
this negatively with seclusion which leaves the child alone without comfort or
reassurance.

Whilst both authors recognise restraint has dangers, they display little of the ethical
uncertainty or self-questioning that is apparent in later contributions to the field. In
contrast, other authors provide a more critical analysis of physical restraint and
question not only its practice efficacy but also its moral acceptability.

Jones and Timbers (2002) conducted a behaviour analysis of restraint in residential
care and suggested that a predictable self-perpetuating cycle can happen. (See Figure
2). They identified the various reinforcing factors for both staff and residents and
suggested that unless staff receive training additional to restraint techniques then they
will employ these, and restraint becomes entrenched in services. Interestingly the
trigger identified by Jones and Timbers is children’s defiance and restraint is initiated
to enforce compliance. The emphasis is on correcting behaviour rather than
recognising the underlying distress the behaviour may be communicating.
Nevertheless, this is a rare attempt to make sense of the dynamics between adults

and children when restraint occurs.
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Figure 2 The Physical Restraint Cycle
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Day et al. (2010) whilst acknowledging the intense emotions on both sides of the
debate recognised the legal and policy basis for physical restraint conducted within
clear guidelines. They suggested that there was no reliable evidence for therapeutic
benefit other than protecting the child or others from serious and imminent harm. They
pointed to significant reductions in restraint achieved after appropriate training.

Other authors, however, not only questioned the efficacy of physical restraint they
were concerned that it could quickly become the precursor to abusive cultures. Mohr
(2006) argued that in the absence of the right training and organizational structures

overt or covert abuse might flourish. Mullen (2002), in response to the public outcry to
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the deaths reported by the Hartford Courant, wondered whether staff counter
aggression might have occurred to allow them to ignore evidence of children’s physical
distress. He was concerned about the lack of leadership and supervision that allowed
such practices to continue unchecked. He advocated for organisations to provide
regular training, coaching and reflection.

More recently Paterson et al. (2025) have suggested that cultures can easily become
corrupted, and that the misuse of restraint contributes to the development of
institutional abuse. Their focus is on the education system, but it is relevant to
residential care. Such a corrupted culture can be prevented by strong leadership that
creates a clear model for practice that looks below the surface of behaviour to
understand its meaning and sets compassionate relationships at the heart of the
organisation’s ethos. Though they recognised the need for regular training on physical
restraint, they argued this is not enough and insist that it must be accompanied by

compulsory debriefing and time for reflective supervision.

Section 2 Using literature to make sense of the data

| framed this research to explore the overt and covert dynamics occurring in incidents
of restraint and anticipated that the themes that emerged would be best understood
by examining them through a systems psychodynamic lens. This section presents the
key concepts and papers | drew from this paradigm. | also used concepts from the
wider conceptual literature where relevant, and this is also discussed in this section.
Containment and holding

Bion’s (1962) concept of containment and Winnicott's (1964) work on holding
environments were useful in developing my research questions and analysing my

data. Although these concepts were originally created to explain aspects of infant
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development, they have proved helpful in understanding interactions between
individuals and in groups and organisations.

Winnicott (1964) described the primary preoccupation of the main caregiver with an
infant which provides the attuned physical and psychological care that allows healthy
development and supports the child towards independence. He highlights not only the
relationship between caregiver and child but the essential role of supportive adults
around them in protecting this dyad from destructive impingement from outside. The
intensity of connection between caregiver and child and the protective function of other
adults together constitute the holding environment.

Bion (1962) developed the concept of containment to refer to the capacity of a
caregiver to accept hostile projections (Klein, 1946) from a distressed infant without
being overwhelmed. He suggested that these serve a communicative function from
infant to caregiver allowing them to experience the infant’s emotions. He described a
state of ‘reverie’ in which the caregiver processes these projections by feeling and
thinking about them and returning them in a more manageable form. He suggested
this enables the child to develop early capacity for thinking and finding meaning rather
than just experiencing raw emotion.

Children in RCC have often missed out on these key early experiences. Adults need
to provide compensatory experiences to fill these developmental gaps in a way that is
sensitive to the child’s chronological age. Dockar-Drysdale (1990) argued adults
should provide individual children with appropriate primary preoccupation and holding
and emphasised the role of other adults in ensuring this is not breached by external
demands. This is difficult to achieve in RCC, but Winnicott and Britton (1947) described

the creation of a complex web of interacting individuals and groups providing an
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environment mirroring the experience of healthy infancy that allowed children to
recover from early adversity.

Such an enabling environment allows children to develop the capacity for
communicating their distress safely. Dockar-Drysdale (1998) identified violence as a
communication breakdown and highlighted the importance of residential practitioners
maintaining connection with children to avert aggressive outbursts. She also
emphasised that workers need to be aware of their own violent emotions to avoid
unconsciously influencing children to act them out on their behalf. Her main concern
was prevention, but she was clear that a child who has collapsed into violence should
be held and reassured while their dysregulation continues. She suggested that
children left alone with such overwhelming emotions will feel abandoned and be
anxious about their very survival.

The concepts of containment and holding help in understanding what RCC
practitioners need to manage the painful challenges intrinsic to their work. Kahn (2001,
p.264) described the positive impact of holding environments when people face “work-
related situations they find disturbing, upsetting or anxiety provoking”. He suggested
that when workers feel held and contained by their environment, they move toward
difficult issues rather than away from them. He suggests that these are key
components of resilient organisation

Ruch (2007) in her work on supporting child care practitioners proposed a
development of Bion’s idea of containment that had focused primarily on emotions, to
a form of containment which she terms ‘holistic’. She suggested that in addition to
emotional containment, this requires a context of thoughtful managerial relationships
that can contain organisational and practice uncertainty (organisational containment)

and one that promotes a multi-level culture of learning and enquiry (epistemological
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containment). She argued that holistic containment is particularly suited for
practitioners and organisations facing the challenges inherent in work with children
and families in adversity.

The Ailment

Main’s (1957) classic paper offered insights into the impact on health staff of dealing
with the patient who fails to recover and, despite their best efforts, seems to
deteriorate. He describes the realization that these patients were medicated not
because of clinical need but when nurses became emotionally overwhelmed by their
voracious but unmeetable needs. Although these patients were frustrating and
overwhelming, they were seen as special. Nurses felt gratified to have special
relationships with them and often patients were provided with additional treatment
sessions or extra attention. Envy and competition were rife among staff favoured in
this way about who was most important to the patient. Staff not involved in this dynamic
challenged it but were often silenced by the ‘ingroup’ and became resentful and
disparaging about the situation with others who shared their ‘outgroup’ status. Main
suggests that the source of these relationship patterns may be very primitive object
relations difficulties. The patients find splits within the staff group and use them to
project their own primitive struggles between sadism and masochism into the staff for
them to enact on their behalf. Staff try to meet the patients’ insatiable demands at huge
cost to themselves and suppress any resentment or dislike of the patients, but patients
still cannot trust them and expect attack. Those in the outgroup become increasingly
irritated and slide into a punitive response. This pattern repeats and splits become
intensified until a patient’s deterioration provokes movement to a more secure

environment. Main emphasizes that suppression of hatred and the inability for staff
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members to talk openly both about their feelings and patients’ needs exacerbate the
patients’ difficulties rather than helping them. His final advice is this

If at any time you are impelled to instruct others to be less hostile and more
loving than they can truly be - don’t (Main, 1957).

Gairdner (2002) used Main’s ideas to explore similar dynamics within health and
residential care settings for children. Particular children evoke wildly divergent feelings
in the adult team, and everyone believes that their perspective is correct. She
highlights that sharing different emotional reactions towards children enables adults to
gain a unique insight into their internal worlds. Adults need to feel able to acknowledge
their negative feelings towards children without judgement. This allows the splits in the
child and the team to be recognized and integrated.

Social defences against anxiety and the need for reflective spaces
Menzies Lyth (1959) postulated that individuals in organisations unconsciously create
shared social defences that protect them from primitive anxieties evoked by the nature
of the work. She argued that when professionals must deal with the messiness of
providing primary care for people or survive the primitive terror and rage evoked in
pain-soaked environments, they unconsciously collude to build organisational
defences that protect them from the full anxieties these experiences generate. She
suggested that reflective discussion might help people deal with the anxieties inherent
in their job more effectively and diminish some of the negative effects of social
defences.

Canham (1998) gave the example of children’s information being lost or not passed
on to relevant care providers because it is too unbearable to contemplate and
suggested this defends professionals from the enormity of children’s histories. He
pointed out that for residential care workers to be effective they must be able to face
the full extent of children’s trauma and that alternative more functional ways to survive
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the unbearable must be found. He suggested that facilitated space to discuss
children’s histories and the impact children have on individual adults and the group,
can help process these uncomfortable responses and make them bearable. In a later
paper (Canham, 2000) he described using work discussion groups in this way.
There is general agreement that well-facilitated reflective spaces are key to remaining
open and connected to children’s pain and increasing the possibility of positive
outcomes.
The need for external consultancy and reflective opportunities for staff and managers
in children’s homes is not only apparent in systems-psychodynamic literature, but it
has also been continually recommended in social work papers (Berry, 1975; Davidson,
2010; Kendrick, 2005; Whitwell, 1998). Consultancy alone, however, is not sufficient
to create a positive culture. Some staff feel consultancy creates rather than reduces
anxiety. This may be because their existing defences are challenged, leaving them
feeling exposed and judged or because the consultant does not understand the RCC
context (Hodgson, 2016). The enduring nature of the role must also be understood.
Bolton and Roberts (1994) described the emotional ‘toxins’ inherent in the tasks
undertaken by practitioners who work consistently with people in severe distress. They
suggest that external consultancy and facilitated reflective spaces can act like dialysis
to remove these. Finally, my own experiences of consultancy would suggest that
without a culture which is open to some level of honesty, consultancy is likely to be
ineffective.

No consultant can rescue an establishment which is totally dysfunctional.

Consultation is not about rescue but about empowerment (Furnivall, 1991

p.145).
The perverse defence (Long, 2002) is a complicated form of social defence where a

reality that challenges previously assumed certainties is simultaneously recognised
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but denied. This builds on the idea of turning a blind eye described by Steiner (1985).
He questioned the typical assumptions in the story of Oedipus - rather than being
unaware of the tragic set of relationships that is being played out, he argued that
everybody knows the truth but turns a blind eye to the reality because it is easier. He
suggested that this process is neither fully conscious nor fully unconscious but
requires a collusive denial to be able to retain the unknowing state. Several examples
of this process relating to care-experienced children have been identified, such as the
professional failure to acknowledge the impossible expectations placed on care-
leavers compared with their peers (Furnivall, 2018).

The persecutory impact of inspection

The UK regulatory bodies that inspect RCC were set up to provide uniform standards
and regular inspection. The articulated intent was to keep children safe and well cared
for. Evidence from research, however, suggests that inspections are experienced as
persecutory and inconsistent in their assessments (Hodgson, 2016; Ibitoye, 2025).
Moreover, there are many accounts of inspections distorting practice as practitioners’
focus shifts from providing care to children to trying to obtain a good grade to ensure
their continued survival (Burton, 2016). The context in which these bodies were set up
was one of panic at the discovery of widespread institutional abuse, and this seemed
to have contaminated the primary task of both the regulators and RCC settings. The
destruction of trust in and denigration of RCC leads to a suspicious approach which is
experienced as searching for deficit rather than seeking to celebrate and share good
practice. Dartington (2010, p.120) highlighted the persecutory controlling nature of
inspection and contrasts it with the containment that might be achieved by
consultancy:

What is spontaneous, idiosyncratic, uncertain in its outcome does not fit with
an agenda of national standards. If you allow carers to have relationships of
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any significance with service users, things will become messy. We need the
remarkable competence of ordinary people to care for others, but then we
become frightened of that competence and impose control rather than, in the
supportive psychological sense, containment.
Purcell et al. (2025) reviewed the impact of regulatory reforms on RCC across the UK.
They identified four themes: the importance of balancing control and support;
improving practitioner autonomy and relationship building; resolving issues with
minimum professional qualifications and a stronger focus on organisational culture in
inspections. Apart from the professional qualification theme, these would challenge
current inspection regimes as they focus on what is easily measurable which as
Dartington suggests may not contribute to quality. There is a sense that grades do not
necessarily reflect quality and that high grades may be achieved by organisations who
know how to meet evidential requirements but may not provide a high quality of care
and might be successfully concealing problems (Hodgson, 2016).
The personal cost of inspections and the persecutory way in which they were
experienced is clearly described by Ibitoye (2025) in her examination of the role of
registered managers in RCC settings. She highlighted the institutional and personal
risks of a poor inspection and the shaming experience of the process whatever the
outcome. She also pointed to the difficult position of managers who are accountable
for a home’s performance although they may have no authority to institute changes
that require decisions from people higher in the hierarchy.
Moral distress
Ethical or moral distress has mainly been explored in health care settings. Morley et
al. (2019) in their synthesis of the literature concluded that moral distress occurred
when a moral event directly led to psychological distress. This could be the result of

being constrained to do something against one’s moral code but could also occur from
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experiencing ethical confusion in one’s professional role. The incompatibility between
professional ideals and the maintenance of a safe and therapeutic environment was
explored by Jansen et al. (2020). They found that nurses experienced shame and guilt
both when they chose to restrain a patient but also when they failed to safeguard
others by not initiating a restraint. Nurses also described feeling misunderstood or
vilified in society or by other professionals for their use of physical restraint. Moral
distress has been shown to contribute to burnout and problems with staff retention not

only in health care settings (Eder et al., 2025) but also in RCC (Brend, 2020).

Summary
This chapter reviewed the literature relevant to my research. First, | demonstrated the

gap in the literature by identifying the dearth of primary research focusing on physical
restraint in RCC and the absence of any studies focusing on my particular research
interests. | then reviewed the research on restraint in contiguous fields and conceptual
papers about the issue. Finally, | discussed the concepts and research that illuminated
my findings. | was continually struck by the variety of views that were implicitly held as
well as explicitly stated and the passion that underlies them. This may reflect the
polarised nature of the debate within the sector and the ethical discomfort that the
issue evokes. In this research, including this review, | have attempted to hold on to a
nuanced perspective that avoids retreating into simplistic and defensive perspectives
about right and wrong. In approaching the literature, however, | was often reminded of

the comment from an earlier writer about papers focused on physical restraint:

In professional literature, there are many more strong opinions than strong
research findings (Ziegler, 2001).

In the next chapter | will outline my motivations for undertaking this research and

explain the methodology | chose to adopt.
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Chapter Three: Methodology and Research
Methods

Introduction
This chapter outlines the methodological approach | used in this study. | begin with a

reflexive examination of my personal reasons for focusing on physical restraint in
RCC. | then discuss the complexities involved in my researcher role and provide an
explanation of my ontological and epistemological positions. | next examine ethical
issues | identified and explain how these were addressed. | then explain why | chose
my methodology. Finally, | describe the phases of the study, using a reflexive approach

to explain my decision making.

My Position

The Impact of Personal and Professional Experiences
| have been involved with RCC for over fifty years and throughout this time physical

restraint has affected the lives of children and workers. As a student, | saw harsh and
controlling restraints used to enforce compliance in a secure setting but also witnessed
what appeared to be courageous and thoughtful physical interventions in a therapeutic
school. For several years | restrained young people when working in a therapeutic
community. Whilst recognizing that restraint was hazardous and could be abused, |
believed it was a proportionate response when children lost control and became
aggressive. Moreover, | believed that it usually improved my relationship with the child,
as | imagined they recognized my positive intent and were relieved that they had hurt
no-one. | realised, however, that the balance between the impulse to protect and the
desire to retaliate was shaky. | knew that the experience of restraint depended on
relationships between practitioner and child as well being affected by the wider context

and any triggering events. | believed, however, that intense and reciprocal
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relationships within the community seemed to mitigate adverse effects of restraint.
Reflective spaces existed for both individuals and groups, and the children could and
did challenge staff about their behaviour in the daily meetings. These spaces were
regularly used to explore and share difficult experiences, including physical restraint,
but there was no real questioning of its efficacy or moral justification.

Contrary to my previous easy assumptions, most care-experienced adults | have
discussed this issue with found restraint terrifying, painful and damaging to
relationships, regardless of the harm that may have been prevented. A few described
more positive outcomes, but these usually occurred while being cuddled and having
space to talk with adults after the incident rather than from the restraint itself. Most
RCC practitioners state that they generally experience physical restraint as deeply
unpleasant and believe that they only use it as a last resort.

As | began to prepare for this research, | had a vivid memory of an experience | had
repressed. Aged ten, | had a short stay in hospital where | daily witnessed medical
staff and nurses holding children down to administer medication. After a few days, |
was mildly resistant to having yet another injection in my already painfully bruised
thigh. Immediately | was surrounded by several large adults and held down. There
were no warnings and no conversation with me. | remember the shock and
helplessness | felt and how quickly | gave in and complied. | then became desperate
to get out of hospital. This memory of a brief moment in my life with people | would
never see again, in a place | was going to leave imminently, cannot compare with the
intensity and terror that many care-experienced people suffer through restraint, but if
| had recalled it sooner | believe | would have been less sanguine about restraining

children.
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The complex issues involved in physical restraint led me to explore it through my
doctoral research. Understanding the dynamics of physical restraint demands an
examination of the connections between the individual and wider systems, a
consideration of the thoughts and feelings of children and adults and an exploration of
conscious and unconscious processes. | also wanted to engage with the moral

dilemmas that any exploration of physical restraint raises.

My position as a researcher
These personal and professional experiences explain my motives for undertaking this

research. Many researchers choose to examine issues that have meaning for them
(Berger, 2015; Letherby, 2000; Scott, 1998) and highlight the importance of openly
sharing their own story. | believe that total objectivity is unattainable and that research
with personal resonance for the researcher can uncover different, but equally relevant,
findings from that undertaken from a more distant position (Letherby et al., 2013). This,
however, required that | adopted a rigorously reflexive approach to ensure that my
personal involvement and interest did not contaminate the meaning of my participants’

experiences.

Even without a personal reason for undertaking research, individual histories can
affect how researchers interpret and retell the stories of others. As Katz-Rothman

(2007, p.15) says:

... we take the personal and place it in the context of the social; we face troubles
and consider issues. Our work of sense-making is a basic human job, done
traditionally through storytelling... Our ethical obligations go beyond what we
owe our subjects ...We owe something too, to our readers and to the larger
community ...we owe them an honesty about ourselves: who we are as
characters in our own stories and as actors in our own research.

In approaching this research, | had to consider my own ontological position and

epistemological approach. My various roles in RCC and my existing knowledge
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affected how | understood physical restraint. | do not consider consistent observable
truths about physical restraint exist - indeed | know that perceptions and interpretations
in this area have already changed and may shift again over time or in other contexts.
Yet some objective realities do exist — physical restraint does occur, there have been
fatalities, people have been injured, and several children became involved with the
criminal justice system because of restraints. The position | take is that of critical
realism — | recognise the existence of a real world (a realist ontology), but | believe our
understanding of the world is constructed through our previous experiences and

assumptions (a constructivist epistemology).

Ethical considerations

Formal ethical approval for this study was granted by the Tavistock Research Ethics
Committee prior to the data collection phase of the research. Using guidelines set out
by the Social Research Association (SRA, 2003 and 2021), | identified several ethical
issues that required continuous attention throughout the course of the research.
Participant and researcher distress

Discussing sensitive material always holds the potential to cause distress particularly
when the research is designed to explore close relationships, ethical dilemmas and
unconscious dynamics. Both organisations have support systems firmly embedded in
their structures and have continuing relationships with external therapy organisations.
Although the research did evoke painful emotions and uncomfortable insights,
participants stated that they found the overall experience of the groups positive and
stressed the importance of exploring such issues in depth. | also recognised that as a
researcher with experiences and deep feelings about restraint | was opening myself
up to the possibility of considerable distress. | have support systems at my work and

at home where | could discuss my own responses whilst maintaining the confidentiality
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of my participants. | also felt safe to explore issues fully with my supervisor. | reflect
more fully on the impact of the research on me in chapter ten.

Confidentiality

Conducting research within small organisations raises difficulties in protecting
confidentiality. The existence of the group and its membership was well known within
the Cedars and attracted considerable interest among the team. Although participants
were pseudonymised it is likely that anyone from the home could recognise the ‘voice’
of particular individuals. This was discussed with participants who felt comfortable that
others might recognise them. In Sanctuary the group was less visible, and participants
were known in depth by only a few colleagues but the possibility their contributions
might be recognised was acknowledged and they also accepted this. Preserving
confidentiality externally was also problematic as RCC is a relatively small sector and,
despite endeavouring to disguise them, participants or their organisations may still be
identifiable. This was fully discussed with all participants and the directors of the
organisations, who accepted these constraints and were happy with the arrangements
to safeguard their material. No children were interviewed, and | had no direct access
to any information about them for this research. The children were all pseudonymised
and could only be recognised by adults in the home who already knew details of the
incidents described. All data has been stored on password-protected computers and

audio recordings were uploaded immediately and deleted from the recording device.

Consent
Although | knew participants were likely to experience some distress during the

research, | believed they all had the capacity for informed consent. | ensured that the
issue of consent was reviewed throughout the process as the implicit power of a

researcher can interfere with participants’ choices. | reiterated that they could withdraw

54



at any point during the data collection process and their individual data would not be
used. | needed to make clear that | could not withdraw data from the group discussions
though | guaranteed not to use any direct quotations. In the event nobody wished to
withdraw from the process.

Impact of my role

As well as acknowledging the impact my existing role in these organisations may have
on the research, it is essential to consider the ethical issues it raises. My relationship
with participants may have affected their decision whether and how to participate in
the process. They might have felt pressure to volunteer through a wish to help me or
gain my positive regard which might also have influenced their contributions. | had
considerable influence and authority within the organisations and it was impossible to
completely divest myself of that power when adopting a researcher role. | addressed
this with participants directly in individual interviews and group sessions. Their
response, however, was that knowing and trusting me in my consultancy role freed
them to speak openly and without fear of judgement. This may of course mean that
they shared more than they were comfortable with, but they also denied this. In their
review of qualitative social work research articles, Gringeri et al. (2013) found that few
authors reflexively examined their own positionality or power issues. Recognising the
inadvertent harm that such lack of reflexivity can cause made me focus on this with

my participants.

Choice of methodology

Research in social care and health usually adopts a quantitative approach which offers
widely generalizable findings (Milner, 2014). This provides important data to develop
robust guidance and protocols to inform clinical or care practice. It fails, however, to

capture the nuanced richness of lived experience.
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Qualitative research asks different questions than those posed by the positivist
approach behind most quantitative methodology. It asks ‘about process,
understandings and beliefs’ rather than searching for ‘outcomes or associations’
(Barbour, 2013, p.26). It explores lived experience and is interested in the meaning
ascribed to this. An essential assumption in qualitative research is that no single truth
exists and that people find diverse meanings in the same events or interactions that
are connected to their personal biographies, internal experience, and environment. My
research questions are most appropriately answered by a qualitative approach.

| could have used a hermeneutic phenomenological approach to understand and make
sense of the phenomena of physical restraint. Such research attempts to identify lived
experience and the meaning individuals impose on it, without fitting it into the
researcher’s existing perspective. | intended, however, to move beyond describing
phenomena and use the research to promote change.

Other methods | might have adopted could have included gathering data through
interviews, focus groups or document analysis. | could have undertaken an
organisational ethnographic study focusing on restraint which would have enabled me
to collect deep and rich data through participant observation. Although there have
been several ethnographic studies in RCC (Emond, 2000; Fowler, 2018), | judged the
topic was too sensitive and might have triggered dysregulation or even unnecessary
restraints.

| decided to use action research through the process of a work discussion group to
answer my research question. Rustin (2019) suggests that work discussion groups
are a promising psychoanalytic research method in organisational research. | also
drew on Mclntosh’s (2013, p.61) work who sees action research as ‘less about a cycle

and more about periods of sustained transformation through engagement in focused
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reflection’. He argues for the importance of seeing beyond what is immediately
apparent in action research. This fitted with my wish to take an approach that allowed
me to explore the subterranean processes involved in restraint. | was also drawn to
the collaborative nature of action research. | asked my participants, and the
organisations they work for, to make a serious investment of time, emotional energy
and cognitive effort in this research, | hoped it would directly benefit them as well as
generating findings relevant to the wider sector. It also seemed important that the bulk
of the research should be conducted in a group setting as physical restraint always
involves more than a single person and | wanted to adopt a data collecting process

that depended on interaction between people.

Research Design

Context
The research was mainly conducted in a small therapeutic children’s home that cares

for four children. The children arrive with few regulatory skills and often communicate
their distress through explosive rage. As a result, the home has a level of physical
restraint which varies depending on the characteristics of the children and how long
they have been in placement. Children all seem to have warm and secure relationships
with the adults who care for them. The secondary site was a large provider of RCC
where | conducted a single focus group comprised of managers from different houses.
In both organisations adults were well supported and the practice of reflection, both
individually and in groups, was embedded in the culture. | had offered weekly
consultancy to both organisations for several years and knew my participants well. All

participants had some familiarity with basic psychodynamic theory?®.

8 Both organisations have accredited crisis and physical intervention training. The Cedars uses CALM and
Sanctuary TCI.
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Clearly my existing role and relationships posed questions about my capacity to
remain objective in this research. As discussed earlier many feminist writers have
questioned the mirage of value free research suggesting that membership of a
community of interest may enhance the richness of research material (Letherby, 2000;
Letherby et al., 2013; Scott, 1998; Stanley and Wise, 1990). | believed that by working
reflexively and addressing the complications inherent in this position | could bring
additional value to this research.

Although it poses methodological and ethical questions there are positives to
undertaking research in from an insider stance (Brannick and Coghlan, 2007). This
research benefited from the pre-existing trust between me and participants. | also
understood both organisations in depth. This allowed me to recognise processes
occurring below the surface in group discussions; however, it might also have left me
unaware of occasions when my assumptions prevented me from noticing new
information. However, although | possess some characteristics of an insider
researcher, my boundary position as an external consultant means | am less
enmeshed in the everyday life of the organisation than a regular employee.

All qualitative research requires reflexivity from the researcher, but this is intensified
when undertaking research from such a close position. | have striven to work in a
‘value-explicit way as described by Letherby (2003, p.71) using her concept of
theorised subjectivity (Letherby et al., 2013). This involves the researcher accepting
the inevitability of subjectivity whilst making a conscious commitment to work to
interrogate it.

Recruitment of participants

My intention was to have the widest representation of different roles. | would have liked

to include anyone expressing interest, but the needs of the service restricted the
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numbers possible, so | recruited five people. The home forwarded an email from me
to all practitioners outlining the project and inviting them to contact me if they wished
to participate. Only five people responded, and | sent them copies of the research
information and consent form and offered to discuss any questions they had. They all
decided to participate. The eventual group included all relevant roles, but all
participants had considerable experience. This had the advantage that they
understood the organisation and physical restraint well, but more recent employees
might have offered alternative perspectives. It would, however, have been unethical to
exert pressure on practitioners to participate. The recruitment of the second group of
participants was organized through Sanctuary’s training manager who sent invitation
emails to the service managers on my behalf. After reading the information and
consent form six people agreed to participate. All recruitment documentation is

available in Appendix 2.

Data collection
Initially | conducted brief semi-structured interviews with participants from the Cedars.

This gave me the opportunity to revisit consent and ensure that they were clear about
their right to withdraw. The interviews also allowed them to discuss any concerns or
initial thoughts they had about the research and to explore how their individual
histories affected their experience of restraint and holding. They were keen to be

involved and raised issues they later revisited in the group discussions.

We then had five group meetings, each lasting 90 minutes, on a monthly schedule.
The first three groups allowed participants to share their experiences, discuss their
understanding of the issues and explore the meaning of restraint for them. In the fourth
group participants engaged in a drawing exercise. They were invited to draw a picture

focusing on restraint that had meaning for them drawing on themes from previous
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groups. Two participants drew actual incidents, the others created images symbolising
important aspects of restraint for them. Participants were asked to respond to the
images before they knew what the artist had intended them to represent. Participants
found this to be very powerful and were surprised by the different perspectives evoked

by the images.

In the final group participants drew on their discussions and insights from previous
groups to try and identify or imagine the experiences and perspectives on restraint
from different stakeholders. They were asked to consider themselves, the child in the
restraint, other adults in the restraint, other children in the home, the wider team or
organisation and the external world. This was helpful in drawing together the different
strands from the previous discussions and exploring their perspectives on how
individuals and groups at different systemic levels affected or were affected by

restraint.

| re-interviewed all participants for debriefing and reflections on the process. | also
wanted to give them space for comments they might have been reluctant to share
publicly. Finally, | asked whether my other role had interfered with their experience of
the groups. All felt it had helped rather than hindered their engagement. They reflected
on the experience and were surprised at the useful insights they reached. They also

valued the opportunity to reflect with others about restraint.

This was also an action research project and areas for improvement were fed into the

wider team at regular points and led to changes in training and practice.

The pictures from Group Four and other key findings were shared with the focus group
of six managers from Sanctuary. The purpose of this was to check for resonance with

practitioners beyond the Cedars. The two organisations were located in different UK
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jurisdictions, subject to differing legal requirements and regulatory bodies, yet the
Sanctuary group found the findings relevant. Their discussion strengthened the wider

applicability of the findings

All interviews and meetings were audio recorded and transcribed by the researcher.
The images from group four were photographed. The interview schedule is available

in Appendix 2.

Analysis
Some level of analysis had already taken place with the group as part of the action

research process which highlighted the issues they found most helpful and surprising.
This was shared formally in a letter to the directors of the Cedars (Appendix 3). | also,
however, needed to conduct a fuller formal analysis of all the data. The analytical
process | used in this process was reflexive thematic analysis (TA) This involved
identifying codes across all the data to develop themes. These are described as -
patterns of shared meaning underpinned or united by a core concept (Braun and
Clarke, 2019, p.594). This requires immersion in the data over time and is an iterative
process that enables the researcher to develop their narrative of what the data

represents.

Familiarisation and coding
| transcribed all interviews and group sessions which allowed me to re-experience the

material at depth The initial process of coding was already starting as | listened and
transcribed. | attempted to code without specific assumptions, but | recognise that my
pre-existing knowledge will have influenced subjective coding decisions | made. In my
analysis and writing | have returned continually to both the transcripts and the original
audio recordings to check that | have only used material that was either explicitly or

implicitly mentioned by participants. Similarly, | continually needed to check that my
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professional knowledge of RCC, especially physical restraint was not affecting my
conclusions. It is important, however, to recognise that completely letting go of such
fore-structures of understanding (Heidegger, 1927) is impossible. It is therefore
important to be open about their existence and remain rigorously aware of their

potential impact.

Developing, reviewing, refining and naming

The process of coding allowed a provisional development of themes, but these initial
themes had to be refined through further review which required considerable analytic

work.

Themes are analytic outputs developed through and from the creative labour of
our coding. They reflect considerable analytic ‘work,” and are actively created
by the researcher at the intersection of data, analytic process and subjectivity
(Braun and Clarke, 2019, p.595).

This stage involved modifying or letting go of some themes. At times this was because
| realised | was imposing my own assumptions on the analysis in a way not warranted
by the data. The process of writing contributed to the clarification and sharpening of
my themes. Braun and Clarke suggest that this is a fundamental part of the analysis.
The results of this TA are presented in Appendix 4 and form the structure of the data

chapters.

Summary
This chapter outlined the methodology | adopted in this project. It explained the

complexity of being an insider researcher as well as the ontological and
epistemological positions | adopted. It explored the ethical issues posed by the
research and how | addressed these. It explained the decisions | made about which

methods to use and describes the different stages of the research process.

The next chapter introduces the data chapters.
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Chapter Four: Introduction to findings

This short introductory chapter offers a rationale for the way the research findings are
organised. It also presents the results of the exercises from the last two groups: the
images drawn by participants about what restraint meant to them; and the Post It notes
from the final group where they gave their sense of how various people or groups

might view physical restraint.

Rationale

The research process produced a mass of rich and powerful data. The analytic
process helped to identify and organise themes in a coherent manner, but it then
became important to create a framework for the presentation of these themes within
the thesis. Although there were many ways this could have been undertaken, it
seemed useful to organise the chapters by mirroring the processes described by
participants from the personal and visceral experience of the actual restraint incidents
through their practice and ethical struggles to the effects of the external world on their
experience. This structure also fitted well with the research questions that focused on
how intra and interpersonal dynamics as well as systemic factors influence residential
workers’ decision making and practice in physical restraints. The substantive data
chapters offer the findings of the research, but these are complemented by the

inclusion of supplementary material in Appendices 5 and 6.

Some of the themes identified in the data are specific to only one of the following
chapters but there are others such as the importance of relationships and the meaning

for participants of the use of power that cut across all the chapters.

Chapter Five considers the importance of being aware of the temporal and spatial

context of any physical restraint rather than seeing it as a discrete event.
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Chapter Six explores the intense physiological, emotional and psychological

experience of the immediate build up to a physical restraint and the incident itself.

In Chapter Seven the focus is on the struggle participants experienced in navigating

an appropriate path between apparently opposing options.

Finally, Chapter Eight considers the impact of the external -withesses and regulators-

on the restraint itself and any aftermath.

Pictures

This section introduces the pictures drawn by participants from the Cedars which were
also used as trigger material in the Sanctuary group. Participants were asked to create
a picture representing something important to them about restraint. Every image below
is accompanied by a text box which is the reflection from the artist. Other significant
comments and observations from discussions in both the Cedars and Sanctuary are
summarised in the text. Although the images reflected themes from previous groups,

they also evoked unexpected but powerful insights not apparent earlier.
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Figure 3 Kitty’s Picture

I am highly emotional today. But yeah, they were handcuffs...it was the restriction
that we have in Pls from the restriction that we put on them. And then the emotions
at the top is how they can feel or how obviously we can feel because we're trying to,
we’re trying to, we’re holding this child preventing them from violence, but we may
have been hit ourselves. And then the question marks is just the morals of Pl and
how you can question yourself. You know you’re doing the right thing because you’ve
stopped them from hurting themselves or hurting others or damaging but then you
are restricting a childlike you are physically holding this chil where they can be
screaming and telling you that you’re hurting them and even though we do everything
right and we follow the CALM principles there’s always still those question marks
about the morals and the ethical reasons for Pls (Kitty Group 4)

99 Pl is used by participants from the Cedars as an abbreviation for physical intervention.
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Other participants picked up on the loneliness and emptiness of the tiny image in a
sea of white paper. It was also noted that this could be a child or an adult as the
confusion and mixed emotions were shared experiences. The blank face masking
internal emotions was a repetitive theme across some of the other images that had
not emerged in previous discussions. They recognised the individual was handcuffed
and felt it was a powerful portrayal of restrictions their children suffered. Their
discomfort about the use of power and the ethical conflicts they experienced were

revisited.
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Figure 4 Sarah’s Picture

where we were... we were in a circle and everyone was around as well with their own
benches in a circle. And like just it's just bizarre to me how like a kid can be screaming like
"someone help me call the police", blah, blah, blah. We were like, This is the worst place we
can physically be holding him right now. But we're not gonna try and walk off with them
because that looks like we're kidnapping him. At least if we're sat still people aren't gonna
think "oh they're kidnappers" because kidnappers don't just sit down. But yeah, the thought
of | wish someone would ring the police and then like, at least then people would know we're
not doing anything wrong. And it could calm down the situation. But when | was drawing the
faces | was able to do Max’s first really easy because he was screaming and shouting but |
didn't know what to put on our faces because | don't know what my face looks like. When I'm
in a restraint | feel like to smile would be weird to be upset would probably match the situation
best but you kind of got to keep that | am calm and cool Yeah, | think we just look a bit like
robots in that picture just like right we're just going through the motions (Sarah Group 4)
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Participants found the staring eyes disturbing and dangerous. It aroused a sense of
being judged and condemned and evoked situations where they had felt desperate
while restraining a child but faced indifference or morbid curiosity. They also reflected
on the lack of expression that Sarah mentioned. They recognised this might be
experienced by the child or witnesses as robotic or emotionless but felt it allowed them
to regulate their own internal state. They reflected on the impact of a blank face on
children whose survival had depended on reading facial cues but were unsure what

expression would be helpful.
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Figure 5 Faye’s Picture

...looking at now in my head, | want to add more, because | want to add the girls on the side, and
them being alone and Hermione having to step up, | want to add the cars rushing past the literal
feeling of this is, this is a life or death literally, if he gets out of this car, he's running on the dual
carriage way. And that's kind of why I put his feelings or what he was saying in red, because it was
just anger it was just all his emotions and then the blue trying to be calming and the green was trying
to recognise the feelings but the feelings at the top were not only his but it was ours at the time. The
glasses on the side as you say taking away all the sight - the arms were jolty because that's where
I'd just been bit. And my arms are absolutely killing. And we do that all the time. Where we end up
getting injured. So difficult to hold. You're hurt but then they're hurting everywhere else which is why
he's then all jolty because he's hurting everywhere. And as | said, that's why the car goes round like
that, because | can exactly fit all the sort of chaos in it was all just enclosed in one place...And then
in my head, I've still got the image of the girls on the side and what they're feeling what they're seeing
how Hermione literally came up and picked my glasses up off the floor and put them in the front to
make it safe. And how she went "Do you want me to call home? " (Faye Group 4)
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All participants were powerfully affected by this image which reminded them of the
primitive terror of situations where if they got it wrong a child might die. They
commented on the hot sweaty chaos compressed in the car and felt the image
represented a situation that might explode at any moment. It evoked the embodied
nature of restraint with pain, tension and desperate holding on but also the sensory
chaos of distorted vision, thundering traffic and a shaking car. They recognised the
intense helplessness of not being in control of the safety of the other children and not
knowing how the situation could be resolved. Finally, they acknowledged how difficult
it was to accept help from the public because they struggled to explain the situation

and were unsure they could entrust the other children to a stranger.
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Figure 6 Sally’s picture

When they’re heightened and they’re becoming violent ...it’s like they become all consuming and
our main focus is them and | thought of the triangle with the victim the abuser and the perpetrator
and it's like one side that the child's like the victim but then the child can also become like the
abuser as well when they're hurting us or hurting the other children. And the other kids are just
watching ... not watching as in like see but sometimes they're in the room when we're having
to take a hold or when stuff starts. So they see that like element of it. You have the sadness and
like tears including the children and the adults. The squiggles are just like chaos because | feel
even when you're deescalating there's chaos - they will be throwing stuff around screaming and
shouting and when they're in the Pl obviously there's definitely chaos. | put the sun and the grass
for like a happy place | try and think of something that you can focus on like when we say like
“this will end". | kind of think this will end, it will and | think of somewhere sunny to try and
motivate me but it was supposed to be moon and stars because at the end of the night everything
does end - they all end up in bed and they do all end up safe and tucked up and secure. And the
love hearts just like Kitty said we love them either way like whether they're getting cuddles off us
or whether they're screaming or shouting at us or they're punching us or they’re kicking us and
I was like that love for them like that's what guides us to where we need to be for them (Sally
Group 4
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This image evoked the switch between the vulnerable child and the terrifying monster
that emerges when the child falls into panic. There was an acknowledgement that
despite the chaos they had to accept and love the whole child, including the scary
monster they could become, for them to be able to recover from their trauma. It also
provoked further discussion of the other children hovering on the sidelines affected by
the experience but unnoticed by anyone. Although the faces were yet again
represented as emotionless, participants recognised the chaos and distress that was
swirling throughout the image but also the importance of love, hope and relationship

that enabled them all to survive the intensity and terror of the experience.
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Figure 7 Antony’s picture
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| wanted to do something that was like the cycle... there's a difference in
emotions and the chaos. And although | tried to generalise it was based on
it was Liam and being stuck in that cycle with Liam...and it would be the
whole room and you'd end up stepping into the chaos. And there was a
point where my photo would be in there and it was a lovely one of us
together on holiday dancing, and he took it off and he ripped it in front of
me. And that got through more than anything else. And he stood in that
chaos. And when, when he was ready, put it back together. But there was
nothing there was like literally nothing left. So, if | kept on going in the cycle,
it would have been like drawing the room and then it didn't have a bed and
it didn't have sockets and it didn't have walls and didn't have skirting
boards. And somewhere in my psyche, it's just that war of attrition of it, it
takes something out of you each time. And you'd steel yourself and you go
back in. But there's less and less there's like physically less or there's
emotionally less there's just like it drains and then there's change but |
didn't feel that | could represent the change it was just the cycle. Different
children at different times | feel like you get into that this is how this is what
we need to survive this is what will end but how it will end what the end will
look like. And when it happens you won't even know it'll just be a point that
you refer back to once it has ended but when you're in it, it's just round and
round. | didn't put any adults in - there's only the child that was the kind of
emptiness and the loneliness not to take away from the - | didn't draw the
restraints aspect- but it was just the | don't think that in that period of time-
| don't think the restraint touches the sides of how the feeling is the chaos
and the emptiness so not wanting to take away that role but it's just it's not
the central theme at that time. (Antony Group 4)




Participants recognised the chaotic cycle and the level of destruction that a child can
create but the focus for the discussion was the slight smile on the child’s face in the
wrecked room. They wondered whether the state of the room accurately reflected the
child’s internal state and they felt more comfortable there than in the neat, ordered
space. They reflected that if the destruction was a communication about how bad a
child felt, then they might feel unheard when their room was tidied and straightened
and given back to them like a parcel. They also recognised that their hope that
repairing the room would help the child to sort out their feelings was probably out of
step with the child’s own readiness to process their emotions. The cyclical nature of
the experience and the consequent erosion of hope also resonated with some

participants.
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Post Its Exercise
All participants completed post it notes with their reflections on how people in each of

the categories might experience or perceive restraint. As | reviewed them in my
analysis the comments seemed to fall into clusters within each category, and this is
how | have presented them in this chapter. The exercise proved helpful in reprising the
issues covered in previous groups and encouraged participants to be curious and
speculate about the variety of attitudes and perspectives that exist about physical

restraint.
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Figure 8 Post Its Exercise

Communication

Individuals not
numbers

Yourself The Child
Abuse
Fear Scary Lonely Unworthy
Did we meet Can | justify this -
criteria did | do something
wrong? I don’t Fight Claw I can’t control
like this hand how  feel
I’'m keeping Safe and loved Containment -
people safe This will Neverending
end
Is anyone Is anyone else Have | hurt Why aren’t they They just aren’t
getting hurt? getting hurt? them? reacting to me? listening
Fight Control -
Be quiet/ listen
Children This will
not bits end
Where are the other Safe Containment Loved
children — are they OK?
I’m surprised | can do I don’t It’s OK to ask
this every time like this Questions questions
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Other adults involved in the restraint

Are they Can | help?

OK?
How do Do you Do you feel
you feel? trust me? the same?
I’'m relying on Just keep
you to keep | don’t like this hold
me safe

Tired Stressed
Safe Bonded Cared
for
Different

perspectives

The other children

Why?

What’s that What’s What are
noise? happening? they doing
in there?
Fear Anger Pain
Why did this | don’t like this

happen to me?

Who'’s hurt? When will
it stop?
I’'m still me Safety

Don’t be scared to ask
questions
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The wider team/organisation

Pain

Anticipation
Guilt
Tired
Was anybody
hurt?
Support
You did
your best

Stress

Hurt

Full

Do they need
support?

Relief

Take your time

You do sucha
good job of
keeping everything

contained

External world
How do they Why are they
see what we are doing that?

doing?

That’s just a
naughty kid -
call the police

I cou.ldn tdo Naughty
that job

Choice

Ignorance

Blind? Uninterested

Are they hurting Child
that child? abuse
Behaviour as
communication
Trauma Safety
I never thought about I’d like the world to

how this all looks like to
OFSTED

understand whatitis
and why it’s needed
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Summary
This chapter provided a rationale for the organisation of the main data chapters and

provided a brief outline of them. It also presented the results of the two exercises
completed by participants from the Cedars in their final groups — the pictures and Post

Its.

The next chapter places physical restraint into a temporal and spatial context using an
extended timeline. This timeline is expanded in Appendix 5 with quotes from

participants to illustrate each factor.
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Chapter Five: Time and Space- present, past and
future

Introduction

This chapter explores the importance of viewing physical restraint in its temporal and
spatial context. Participants seemed conscious of the different factors influencing any
one restraint as well as recognising that restraints have long lasting and powerful
effects on everyone, whether participants or witnesses. This contrasts with
bureaucratic requirements that frame each incident as a discrete event and focus on
immediate triggers and consequences for the child as well as demanding appropriate
written justification for physical intervention and an explicit account of techniques used.
Participants suggested these processes risked creating a situation where a deeper
understanding was sacrificed to provide a justification for the restraint that could satisfy

external scrutiny.

the difference between how an event can feel and then when you read what will
be the lasting record, or one aspect of the lasting record, how it can be
completely different ... it's not that they're, they're not accurate - but it's very
rarely where | think ‘that's what | experienced’ (Antony, Group 1).

The timeline presented in Figure 9 is constructed from the individual interviews and
group discussions — an expanded version in Appendix 5 provides direct quotations to
illustrate the findings. It highlights factors that were perceived by participants to have
meaning for them in their experiences of restraints. Far from seeing a restraint as a
discrete explosive event, participants used their knowledge of children and adults’
lives, as well as the emotional and physical environment, to understand why restraints
occurred and their long-term negative and positive consequences. The timeline does
not describe a single pathway but identifies processes that may be in operation at

different points during restraint-associated activities. Although the timeline presents
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the data in temporal sequence, the following sections focus first on participants
descriptions and reflections about actual incidents, next on past influences affecting

restraints and finally on their aftermath

Participants also identified the importance of space in understanding restraints. This
included, but was not confined to, the direct impact of the space in which an incident
occurred. Participants also identified that visiting significant places could increase the
probability of physical restraint happening. Transitions from one space to another were
also associated with increased dysregulation for many children and a consequent risk
of restraint. Physical restraints also directly affected the physical environment not only
for the child involved but also for others in the home. Participants believed the
emotional aftermath for all children could inject anxiety into spaces which should have

been a safe haven.



Figure 9 Extended Timeline

Potential antecedents of incidents of restraint

Distal factors

Current personal/family
factors outside the home

Current emotional/ social
factors within home

Immediate Triggers

Social attributes
eg class, disability
and gender

Changing personal
characteristics:
age, size, injury

Children’s
histories

Personal
Anniversaries

Shared key
events/rituals

Adults’
histories

Children’s current
family, school and
community experience

Children’s group
dynamics

Children’s and adults’
relationships with each

other

Adults’ current home,
family, community and
personal experiences

Adult group
dynamics

Management support/
expectations

Impact of external
pressures or scrutiny

Sensory or
environmental
triggers

Child’s extreme
response to
distress/ excitement

Adults’ anxiety /fear

Adult insensitivity

Communication
breakdown
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Different processes that may be involved in incident of restraint

De-escalation Beginnings Middles | Endings Overall Feeling
No attempt at de- ) _ . _
escalation. Restraint Signalling to Pain, distress, discomfort, Violence escalates Primitive terror. Life,
becomes first option colleagues to physiological arousal for - police called death and survival
initiate children and adults
Sometimes leave it Child’s terror may be .

. Control/ compliance
too long to Losing a sense of expressed through screaming Heved th "
intervene child and self as and violent struggle Bodily changes. achieved throug

whole individuals Child begins to relax coercive power
Child seems to be Individual adults appear
‘asking’ for restraint to be violently targeted 5 -
nsatisfying —
Sometimes feels Sounds change - ; ;
. . ) Verbal accusations . & underlying distress
Understanding like a fight . screaming turns remains hidden
. re i and threats from child .
children’s individual to sobbing
emotional and
sensory needs Difficulty getting into Adults may have range of
and maintaining hold internal responses: concern, Part of a repetitive
Attunement through care dissociation, anxiety, cycle
relationship anger, butlikely to display Child may seek
Impact of ‘blank face’ hug/cuddle
. ; :
Co-regulation environmen ‘Change of face’ - Milestone
adults swap to attempt ' ) experience linked to
Good techni q to reduce tension Occasionally child change / cathartic
ood technique an may be able to

Physical and experience make a

psychological difference Adults use repetitive express and explore

preparation mantras - ‘this will end’ their feelings
‘you will be ok’ to calm
themselves and child




Aftermath
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Perceived impact

Potential

impact
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Impact on

Creating the

Impact on

Guilt/shame

Normalisation
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child involved
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Anxiety about
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perceptions
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regulate
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Can strengthen
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future
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Immediate time and space — the restraint itself
The actual processes and environmental issues involved in restraint are examined

fully in Chapter 5, so this section provides only a brief outline of the discussion to

centre data relevant to past and future time and the implications of different spaces.

Participants were clear that adults usually made strenuous attempts to de-escalate
difficult situations without resorting to physical restraint. They also, however, described
situations where an immediate reaction was necessary because a child was at
imminent risk of serious injury or a child had attacked or was about to attack someone.
Many however, described other settings where physical restraint was used to enforce
compliance or demonstrate superior strength. They believed that, in such situations,

physical restraint was the immediate reaction of staff to any difficulty.

a large issue with them is the unrealistic sense of power that some people get
after being trained... it's once you're trained in PI, that's their ‘go to’. It's not de-
escalation, it's not trying to understand and make things safe, it's a “Well just
restrain them” (Faye, Group1).

Several examples of effective de-escalation were provided usually linked to the quality
of relationship between adults and children. Additionally, participants reflected on the
importance of understanding individual children’s needs and described strategies for
responding sensitively to children and supporting them by attunement and co-
regulation. Usually such de-escalation worked, however participants acknowledged
that sometimes adults were so reluctant to restrain a child they left it too long to

intervene increasing risk for everyone.

but sometimes we don't do it when we should, as soon as we should. So, we
let it go on ... in hopes of them regulating themselves. And maybe that is
because of the fear of holding them and us not wanting to do it. But there's
times where we’ve probably just let this scenario go on for a little bit too long
and not held them (Kitty, Interview 1).
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Although participants were committed to de-escalating situations where children were
heightened and distressed, there were occasions when it felt that the child was

determined to be restrained as Sarah describes.

...there's times where Max like will, he will just say, “Just hold me just hold me.
| just want you to hold me. I'm doing this cos | want you to hold me” (Sarah,
Group 2).

The actual process of restraint generally seemed to consist of three stages.
Participants also seemed to have an overall sense of the whole restraint.

Beginning

This stage includes the agreement between the adults to initiate a restraint. When
adults knew each other well this usually involves a non-verbal communication rather
than the type of conversation suggested by training providers. This type of unspoken
connection and understanding was considered important, and participants
acknowledged that being with less experienced workers in their first restraints was

anxiety-provoking because trust was not yet established.

The initial task in a restraint is to get the child into a secure hold appropriate to the
level of resistance they show which will keep both the child and those around them
safe. Usually, techniques learnt in training enable this to happen but participants also
described situations when this was impossible to achieve using ‘appropriate’ holds.
Constraints imposed by environmental situations, for example being in a confined
space such as a car, made it difficult to successfully get a grip quickly. Similarly, a
child’s physical attributes or psychological distress could make the initial stage feel

more like a fight than a skilfully managed intervention as Kitty recounts.

It's becoming that power struggle in a restraint because he is literally fighting
you. Like you - he can literally, can spin you round, and he can do like a 180
while you've got hold of him, he can be kicking you, it is, it comes down to you
can look at it and it can look like a fight (Kitty, Group 3).
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A few participants described at times losing a sense of the child and self as whole
individuals in the very early moments of particularly dangerous restraints. Some
described the need to suppress emotion and switch into instrumental thinking to
ensure their own and others’ safety when a restraint begins although they recognised

that this might interrupt their connection with the child.

Middle
The longest stage is usually where a child is being held but is actively resisting.

Participants described intense physiological and psychological arousal both for
themselves and the child. Although neither of the crisis interventions used by
participants are intended to use pain compliance, it was acknowledged that the

experience was always uncomfortable and unpleasant.

It's that kind of sweaty, uncomfortable, wanting to move in frustration, versus
like an open touch where someone comes for a hug and you share a hug. It's
worlds away from, from even if you do a hold which resembles a hug. They
don't have a choice to then shrug out of it, it continues until you've decided. It's
like having it forced upon you (Antony, Group 1).

Although participants understood the extremity of emotions experienced by children,
they also shared the difficulty of dealing with the behavioural expression of these
feelings. They described chaos, violence and screamed accusations of abuse from
the children as they were held. Sometimes the anger and violence seemed to be
targeted towards one adult more than others — often a key worker or other significant
adult. Despite being able to understand the possible reasons behind such behaviour,

being the focus of a child’s rage in this way could evoke powerful emotions in the adult.

I'm able to realise that it's to do with the attachment and stuff and the trauma
and stuff. So, that’s the reason because I'm the closest person | get targeted
the most, but it does just ...like it just makes, it makes me feel every different
kind of feeling, I'm angry, I'm upset, I'm confused, I'm just everything (Sarah,
Interview 1).
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Adults might have a wide range of emotions during a restraint but during their
discussions they realised that their facial expressions were unlikely to reflect their
internal state, and children were likely to encounter a blank face. They reflected on the
implications of this for children who had survived traumatic experiences by learning to
read minute changes in adults’ faces, but questioned what emotion might be
appropriate to the situation. Participants also explained that the use of repetitive
mantras such as “this will end” helped them to stay regulated and contributed to the

children becoming more regulated.

Ending
Participants described a common pattern indicating the child was moving into a

different state where it would be safe to end the restraint. This included a reduction in
the tension held in the child’s body and a shift in the quality of their screams from
terrified rage to sadness and pain. Adults described feeling most connected to the child
then as they moved from ensuring protection and safety to a deep concern for the child

and their pain as Kitty vividly describes.

| think when | first go into it ... I'll go info a mode where it's I've got to protect
them, protect myself, protect other people. And | think that is very much my
mindset of going into it until we can start coming to the end and they can... |
think probably when they can start letting that that pain out is when | can start
to just feel more relaxed and feel their pain and know what they're going through
because in the midst of it me head just goes to protect them us everything else
(Kitty, Interview 1).

Often children sought hugs and cuddles from the adults who had held them and
sometimes were able to verbalise their distress and explore the triggers for their

outburst.

On rare occasions, however, no safe ending is possible, and the situation can only be
stopped through external support from the police. Some participants described

situations where the police had intervened that had been deeply distressing for them
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and traumatising for the child and most usually went to extreme lengths to avoid such

involvement.

| had to ask police to leave because they were bending his wrist up his arm. He
was seven at the time, he was seven. And it got to the point Michael, and | just
went, ‘just go” (Kristy, Sanctuary).

Overall Feeling
Participants rarely felt positive about a restraint in its immediate aftermath. Several

recalled experiences where the situation felt extremely dangerous and people’s very
survival depended on a ‘successful’ outcome. They highlighted the importance of

being able to trust colleagues in such situations, as Sarah explains.

It can feel like life or death. Like if I, if we don't get in now and get in at the right
moment as quick as possible and with the best technique, people are going to
die and there's the kind of feeling it's linked with survival, because like, literally,
like, there's been times where | thought, "God, he's gonna kill me," like, so it is
literally linked with survival and | know like anyone in this room can save my life
(Sarah, Group 3).

Often participants felt that although a child had become calmer the underlying distress
remained unsoothed and its roots unclear. They described trying to make sense of the
incident through individual reflection or in debriefs but acknowledged that a cathartic
breakthrough for the child was rare. More frequently they recognised a repetitive cycle
that over time reduced in frequency and for some children eventually stopped. This
cyclical process was often powerfully linked to the destruction of spaces such as a
child’s bedroom that participants felt should be a place of safety and comfort. Figure 8
provides an image of this cycle and Antony’s comments about his picture describe the
depth of destruction that he had observed. In retrospect, participants could identify
specific restraints that seemed to instigate a positive change in their relationship with

a child, but this was rarely apparent at the time.
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Time and space past

Participants all agreed that the immediate precipitant of physical intervention was to
prevent imminent harm to people or serious damage to property. They also, however,
articulated their belief that the emotions underpinning those behaviours usually had
their roots in early traumatic experiences often involving parental abuse and/or
neglect. Moreover, they noted that most children had experienced continued loss of
relationships and places through their disrupted care journey. They suggested that
such experiences left children hyperalert and reactive to apparently minor negative
cues as well as often mistrusting of and resistant to adult support. Sarah, for example,
described her sense that children’s previous trauma was often present in the physical

restraints she experienced.

I have been involved in physical interventions that have been like, to the
extreme level and that’s the child in complete fight and flight and you're dealing
with the trauma right there (Sarah, Interview 1).

Although such early trauma was understood to make children physiologically and
psychologically more reactive, difficult experiences in their current lives and
anniversaries of previous losses were perceived as contributing more immediately to
incidents where physical restraint occurred. Often these were within their family,
however, difficulties or loss in school or the home also seemed to trigger powerful

responses:

There's been changes to one of our children...his key worker was leaving. so,
she left, and then she came back, but not as his key worker. And we had several
restraints over the fact that he felt like he had no one because another one of
his key workers is a manager (Sally, Interview 1).

It was also suggested that some children’s sensory difficulties left them acutely
responsive to sensory or environmental triggers and that restraint was a way they

could restore some physiological and psychological equilibrium.
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Although there was a strong focus on the children’s histories and current experiences
in their understanding of how physical restraint occurred, participants acknowledged

adults’ own histories and responses might also contribute this.

it's all our bits come into play with that as well as the kids' bits. Like how we
react and stuff (Sarah, Group 5).

This might be due to violence or loss in their childhood or adult lives which were
reactivated by the children’s extreme responses. They also reflected on the possibility
that their own behaviours might sometimes have triggered intense anxiety and distress
in children leading to restraint. Some powerful examples involved situations where an
adult was different from the way a child usually experienced them. These might be
physical changes such as different haircuts or perfumes, but an adult’s response to
the child could also be different and unexpected, because of something from the
adult’'s own life, which evoked a fearful reaction. Kristy, for example, described a
worker behaving in a way that was so uncharacteristic that she had found it disturbing
and was unsurprised that the child’s distressed reaction led to a physical restraint'©.
Participants also reflected that their own anxiety or expectation of difficulties might
lead to physiological changes — increased heartbeat, different smell etc — that alerted
children to their heightened arousal evoking memories or anxiety that could tip a child
into dysregulated and threatening behaviour. They also recognised that their own
history with a child might lead them to anticipate a restraint which could create just
such a dynamic. There was also an acknowledgement that adults’ own insensitivity or
failure to understand a child’s communication could lead to distress and behaviour that

led to a restraint.

%1t is possible that their earliest experiences had interrupted these children’s capacity to reliably achieve
‘object constancy’, where they were able to internalise a caregiver’s ‘predictable emotional participation’
(Mahler, 1974).
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Environmental triggers associated with previous experiences could also contribute to
physical restraints. This might be associated with returning to places which confronted
children with earlier loss or trauma such as the family home or the localities of previous
placements. Interestingly, children most often showed their distress once they had
returned to the relative safety of the children’s home. Participants also, however,
described environmental triggers that seemed to be shared between adults and
children. This could occur when places were associated by them with previous visits
that had ended with a collapse into dysregulated behaviour. It was highlighted that

such anxieties needed to be challenged rather than avoided.

Transitions also seemed to be strongly associated with physical restraint particularly
when this involved moving from one space to another. Sometimes this appeared to
relate to anxiety provoking situations such as school or night times. On other
occasions, however, it appeared to be associated with the ending of an enjoyable
activity and children’s inability to regulate not only distress but also excitement and

enjoyment as Sarah describes.

Me, Riley and Max had a lovely day out that day. We spent so much time
together. We had loads of fun. And looking back on it. How exciting was it, but
it was like that different excitement... It was like ....... like it wasn't like super
dangerous, ...but was a "We need to stop you from hitting us. And the only way
we can do that is by sitting here all day (Sarah, Group 3).

Other factors that were seen as contributing to the likelihood of restraints were
changes in the organisation. The disruption of relationships when adults left or were
absent through illness was considered significant. Similarly, changes in the children’s
group could increase or decrease the likelihood of restraint because the children
expressed their distress in very different ways. Sarah, for example, pointed out that
with a different group of children Max (who at the point of the research taking place

was most involved in restraints) might not respond in the same way.
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Participants also reflected on the ways different experiences of management support
and external scrutiny affected their practice. Antony explained that he had left a
previous job because he felt compromised by the organisation’s decision to adopt a
‘no restraint ‘policy which he felt left children physically and psychologically at risk. He
contrasted that with the supportive nature of his current managers. Others described
cultures where restraint was the norm and competence was judged by a practitioner’s
ability to control children physically and be emotionally unaffected. In neither the
Cedars or Sanctuary did this reflect current practice, but participants from both
acknowledged that the perceived pressure to justify and reduce restraints had affected

the way they and their colleagues responded to children in distress.

Time and space future

Participants gave numerous examples of the continuing effects of physical restraints.
One concern expressed by participants was how easily restraint could become

normalised. Sally for example reported a poignant conversation with Max:

... he said to me 'When | leave here, who's gonna hold me?' And | said, 'What
do you mean' and he went like, 'Well, when I'm angry, and | hit youse, youse
hold me." | said, "Yeah'. And he said, 'So, who's gonna do that when I'm grown
up? (Sally, Group 2).

There was also a sense that other children who witnessed or heard a restraint going
on could quickly come to accept this as a normal part of their lives and might make
sense of it through the lens of their own trauma. Even as they reflected on the dangers
of restraint becoming normalised participants expressed their own sense that some
incidents of restraint, whilst not normal, were inevitable when caring for highly

traumatised and dysregulated children

One anxiety expressed by all participants was that by restraining children against their

will they were further traumatising them or retriggering previous trauma. Participants
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also worried that it was easy for a child to fall into unhelpful shame that reinforced their
sense of themselves as bad. In some cases, they believed that the experience of
restraint undermined the child’s trust in the adults. As well as these psychological risks,
they were also clear that restraint was always uncomfortable and could leave the child
bruised and in pain. Most participants believed these negative effects were generally
balanced by the positive impact when children felt safe and contained and knew their

violence and destructiveness could be managed.

The research process led to an important realisation that the significance of physical
restraints for those children not directly involved was unrecognised. Participants
continually referred to this insight in subsequent sessions, and it was equally thought
provoking for the Sanctuary Group. Not only were participants aware that the
experience might trigger traumatic memories from children’s early lives they reflected
on how much their own responses of hiding or minimising their injuries might replay
the dynamics of domestic violence. Participants reflected on the experience of children
alone in their bedrooms hearing screams and crashes. They believed that not only did
this compromise their often already tenuous sense of their bedrooms as safe places it

also potentially echoed previous experiences of domestic violence.

As well as reactivating early trauma, participants recognised that children experienced
a rupture in important relationships with adults in the home as time and attention could
be abruptly withdrawn to deal with a child in crisis. This might result in anger from the
other children towards the child involved and a wish for them to leave the home.
Although participants were concerned about the unrecognised impact of restraint on
the other children, they also suggested these incidents sometimes provided them with
opportunities to develop and demonstrate empathy towards both the adults and the

child involved.
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The research demonstrated that the risk of psychological trauma and physical injury
was not confined to the children but a constant danger for adults as well. Participants
described numerous injuries ranging from bruises to broken bones. They also
described the traumatising impact of physical restraints where they felt that either they
or somebody close to them was in danger of serious injury or death. As well as the
primitive terror evoked by some of the most extreme restraints, participants also
highlighted the more insidious emotional effects of being involved in restraints where

they might be left feeling like an abuser as Antony describes.

The emotional impact — how it feels to be in particular situations or how you can
be embodying the feelings of an abuser and, and how it feels to be called names
or told that you're hurting. And then, a situation is resolved ... but something
lingers (Antony, Group 1).

Participants frequently alluded to their guilt and shame even when they were sure a
restraint had been necessary. This was linked to anxiety about other people’s
perceptions of them, both immediate colleagues and those in the external world. Some
participants described their desire to seek forgiveness or absolution for the restraint

from colleagues who were not involved in a restraint.

Despite the difficult emotions and experiences associated with restraint, most
participants also achieved a state of acceptance that restraint was sometimes
inevitable and could at times have benefits. Some, however, described long lasting
negative implications of restraints on their relationships with individual children. For
some their first physical interaction with a child was a restraint which shaped their
ongoing relationship, for others there were unresolved issues from the restraint that
lingered for the child. Despite these negative effects, some participants also believed
at times restraints had strengthened relationships because children felt safely

contained by an adult. They felt such experiences could reduce the likelihood of future
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incidents. They also explained that physical restraints strengthened the trust and
bonds with colleagues because of the need to depend so closely on them for their own

and others’ safety.

Anxiety about the exercise of power was a continuing theme throughout the research.
Although this was mostly focused on the ethical dilemmas of exercising coercive
physical control over young children, participants also identified another area where
adult power was exercised, often with little awareness. They realised that the narrative
of a restraint was created by the adults involved and that it became the accepted
written record and important emotional realities were left unrepresented. Although
attempts were always made to seek out children’s views and perspectives, children
were often reluctant to revisit an experience that had been painful, humiliating and
shameful. Moreover, their previous experiences of disclosing painful experiences may

have led to loss of relationships and home.

It was clear that physical restraint also had organisational consequences. Adults could
be absent from work through injuries or stress and the experience of physical restraint
could contribute to people leaving the profession. The heightened scrutiny of physical
restraint by regulatory bodies and referring authorities could lead to criticism or
downgrading for organisations. Requirements to change practice or modify reporting
were sometimes imposed and participants felt these reflected a lack of understanding
about the needs of the children and the challenges faced by adults attempting to create
safety. In contrast, some participants felt that using physical restraint had allowed them
to keep children whose level of distress had previously wrecked numerous
placements. Finally, participants reflected on the future implications of physical
restraint as it might be presented in virtual spaces. This included the representation of

residential care by children who had experience of physical restraint. Even more
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concerning was the fear that a child might be videoed in an external space while being

restrained and how that might be used on social media.

Summary
This chapter examined participants’ perceptions that both time and space are

important factors that should be acknowledged in understanding physical restraint.
They suggest that current reporting practices and external scrutiny risk focusing
attention away from the complexity and depth of such exploration and lead to a

simplistic and narrow consideration of incidents as discrete explosive events.

The next chapter will explore the physical and psychological processes involved in

restraint at greater depth.
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Chapter Six Getting a grip

Introduction

This research showed the act of physical restraint is not only an intense embodied
experience, but one that can evoke extreme emotions requiring effortful cognitive
control to regulate successfully. Adults described the need to get and maintain a safe
grip on the child to prevent injury to anyone, but they also highlighted the importance
of getting a grip on their own emotions to help the child through their distress so that

they too become more regulated.

| think you're fighting your natural fight or flight instinct because - depending on
which one you are- if a child goes to hit you, you either fight or flight - you know
you can't fight a child but at the same time you can't flight because you need
to make sure that you're safe, your colleague’s safe, and that child's safe (Sally,
Group 5).

This chapter presents the themes identified from the data that focus on some of the
physical, emotional and cognitive processes occurring during restraints. It begins by
considering participants’ views and experiences about the actual holds they employ
as well as examining their accounts of the embodied nature of restraint. The impact
the adults’ capacity to contain a child, both physically and emotionally, can have on
the outcome of a restraint is then considered. This includes an examination of the
disintegrative experience described by participants that can occur for both adults and
children, especially early in the restraint. It also explores the powerful psychological
processes occurring between adults and children and the importance of being able to
survive these. The significance of a holding environment for adults as well as children
is also considered. This leads into an exploration of participants’ accounts of how the
repeated experiences of processes such as attunement and co-regulation have

contributed to the development of self-regulation in children in their care.
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Technique

The importance of technical competence was frequently highlighted by participants,
and it was associated with fewer injuries and less distress for both children and adults.
Only Antony had worked in a residential setting, albeit with a different client group,
which had no physical restraint training. He described the vulnerability to physical
injury this involved, and the lack of support staff received. The fact that both the Cedars
and Sanctuary worked to clear models of physical interventions seemed to provide a

degree of structural containment.

Although the training and continual practice sessions were considered essential,
participants questioned their artificial nature. Adults warmed up before training
sessions; there were mats on the floor, and those volunteering to be ‘restrained’ were
not allowed to resist. This provided a stark contrast to the actual experience of
physically restraining a seriously dysregulated and terrified child. It also raised ethical
questions about why they learnt these techniques within a highly protected
environment, yet used them in volatile, highly charged situations. This focus on
potential harm reinforced their sense that physical restraint should never become

normalised.

When you're in a Pl, it's like last resort, the only way to keep things safe. And
you keep it as safe as you can. And like it's a danger to you; it's a danger to
them as well. So, like, it's not like, “Oh, you adults are so important... don't do
it to each other because you might get hurt” because they'd say, “don't do it to
the kids” ... (Sarah, Group 2).

Although their shared understanding and competence provided them with containment
and comfort, participants shared scepticism about aspects of the model they felt were
unrealistic with their children. Participants explained that technique alone could not
help in every situation. The unpredictability of children meant a restraint might be

initiated in less-than-ideal circumstances particularly outside the home.
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They also recognised that sometimes the techniques were not effective. Antony
described the impact of this realisation on him when working with a very dysregulated

girl who was also strong and well built.

[l believed that] CALM is the way and had a complete belief in the security of it,
the holds. And that saw me through to Soraya... might take more people, but
the right technique at the right time by trained practitioners and it will be safe ...
that was like one of my, you know, personal wakeups ... it was not safe to
establish a CALM hold... that was like my first experience of that, and it feeling
like a tussle and a fight... everything I've been taught would not help keep that
situation safe. And that was scary (Antony, Group1).

Restraints usually involve more than one adult, and participants highlighted the
importance of being confident in the competence and courage of other adults. They
emphasised the power of repetition for embedding techniques in crisis situations. The
trust they described was not only gained through shared restraints but from knowing
each other and the culture and practice of their organisation well. All participants were
very experienced and acknowledged they felt less comfortable in restraints with new
colleagues even though they had been trained and accredited. They emphasised the
difference between the experience gained in situations of real crisis and that from
training. They believed that injuries to adults increased when such experience was
lacking. Although they welcomed the reduction in restraints, they felt this impeded the
acquisition of skills and thus made restraints less safe. Kitty explained her feelings

going into a restraint with an inexperienced colleague.

You do think I'm gonna get hurt, someone's gonna get hurt. Yeah, even though
you know, they've got that level...it's that repetition. And even though they've
got that level of training... our Pls are so low at the minute, and they're dropping
every year- their opportunity to be in Pls is a lot more limited (Kitty, Group 3).

Embodied experience
Physical restraint is an embodied experience. A child and one or more adults are

involved in an intimate, body-to-body struggle. This can vary in intensity and duration

but at its heart it is a physically controlling act designed to impose the adults’ will on
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the child. The greater the child’s panic or resistance the more force is required to
control them. Where this unwanted forceful touch was the first physical connection
with a child, this was particularly troubling for the adult and could have longer term

implications for their relationship with them.

...that would be something throughout a career in residential care where the
first time I'm touching someone is against their will to hold them. And that
shaped the relationship.... It feels massively invasive on every level and that's
where you feel closest to being an abuser (Antony, Group 1).

Participants’ accounts highlighted the physicality of the experience at every stage of a
restraint. Even the initiation of a restraint usually involved non-verbal communication.
As well as the looks exchanged between adults, this could also include actions that

are almost like stripping for battle, for example, tying hair back or removing watches

During their discussions participants recognised that this non-verbal communication
was likely to be recognised by the child in crisis. They realised that this might
inadvertently escalate a difficult situation as children notice the adults’ behaviour and
start to prepare for a conflictual encounter. Participants also reflected that the children
might also respond to basic physiological reactions beyond the adults’ conscious

control.

The descriptions provided by participants emphasised the level of physiological
reactions involved in restraints. They talked of being flooded with adrenalin and having
intense bodily responses such as increased heart rate, sweating and shaking. These
were mirrored in the reactions they observed in children. They also highlighted that
most restraints involved skin on skin contact and that in a prolonged physical struggle
such contact was marked by becoming increasingly sweaty and slippery as Faye

vividly recounted:
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This was a summer's day, | was sweating. And we were in a car where the
windows were closed, doors were closed. The car was off so there was no
aircon or anything you were just getting sweatier and sweatier, he's getting
slipperier (Faye, Group 4).

Participants also described the frequent exposure to other bodily fluids such as saliva
(from spitting or bites) or blood (from injuries) and occasionally, in more extreme
situations, faeces, vomit or urine where a child lost complete control of their body as
well as their emotions. These experiences took place in everyday life, not in clinical
spaces so there were no protective barriers for adults or children such as gloves or
masks. Interestingly, however, one participant mentioned that when police were
dealing with a crisis, spit masks might be used even with young children. In rare
instances these situations were exacerbated when a child had removed their clothing
but were still behaving in an extremely dangerous way. Some participants described
how they managed such extreme situations. Antony, for example, explained how he

had coped when dealing with a naked child covered in faeces.

My approach ... was quite businesslike - was the that part was cut off. So, |
could deal with you know, the nakedness and faeces everywhere and the
colleague who was a little rabbit in the headlights with what was going on,
because part of me shut down and stopped responding — I've done this before.
So, you know, | can - survival kicks in (Antony, Interview 2).

He also reflected on this action’s lasting implications as it was a long time before this
child wanted a more positive physical interaction from him. The encounter itself was
brief- a matter of minutes - and from Antony’s perspective the actual intervention was
essential. His reflections from the research group experience were that in a similar
situation he would deal with the aftermath differently by looking for opportunities to talk

about it at the time with the child.

Participants also reported injuries to both children and adults that occurred in

restraints. The children’s injuries they described were bruises or scratches that
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occurred inadvertently. These had continuing significance for both adults and children

even when an adult was also injured.

I don't think it ever fully really goes, like the one where | ended up accidentally
leaving a bruise on Stephen sticks in my head and it's never gone. It's still there.
Even when | see him it's still there. | think that everything that he'd done, | ended
up having a black eye, split lip and a concussion ... there's loads of different
things in that one PI, but | still mainly zone in on the fact that I left a bruise on
his arm and his elbow (Faye, Group 3).

Adults also sustained injuries — a few requiring hospital attention. Although some were
accidentally sustained during a restraint, others were inflicted by the child in their

distress and attempts to get out of a hold.

These injuries created an additional stress while trying to manage the emotional
demands of a restraint and its aftermath. Paradoxically, however, many participants
stated that they would rather they were injured than a colleague, particularly a less
experienced one. Not only was there a desire to protect others in such situations there
was an acknowledgement that dealing with their own physical injuries was easier than

dealing with managing the guilt when others were hurt.

The physical and sensory connections between adults and the child also allowed the
progress of the restraint to be monitored. Participants explained how the changing
levels of bodily tension and the volume and tone of a child’s cries allowed them to
judge when it was possible to relax their hold on a child or shift to a reassuring hug

rather than a controlling grip as Kitty illustrated:

... there are screams from the beginning, but there's just something about them
changes ... it's no longer a fight scream, it's more a wail ... obviously there's
wails all the way through, but ... you just feel it is now so different and it's more
like that breakdown cry than the fight cry (Kitty, Interview 1).

Many restraints ended in a child clinging to an adult who had physically restrained

them and being hugged and soothed. Although adults were relieved when a child was
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able to accept nurture and care they also recognised the complexity and emotional
confusion involved in such total shifts in responses. Sally used the idea of the drama
triangle (Karpman, 1968) in her discussion of her picture (Figure 6). She emphasised

the repetitive nature of the experience and the constant flipping of roles.

The physiological impacts of restraint continue beyond the actual event and

participants described other children’s awareness of their bodily state.

Isobel used to always smell me. And no matter how, like, however, | came back,
and would think I'm calm now, I'm okay, and you know, the situation was over,
she would come and sniff my armpits and, and the stink, wouldn't lie, it would
say you've been in a sweaty restraint (Antony, Group 2).

Providing containment
Participants regularly used the term ‘containment’ to explain what they hoped to

provide through a restraint. They distinguished between the act of physical
containment, when a child was prevented from causing harm, and emotional
containment, when adults connect to and accept the child’s fear and pain and help
them to regulate. Early in a restraint physical containment was usually all that was
possible. Indeed, some participants described a disintegrative process where their

sense of the child and themselves as whole people could almost disappear.

in that first moment of initiating a Pl - I'm not attuned to the child, or thinking
about a child, it's hands that hit, feet that kick and teeth that bite. Once we're in,
then | open up again, but | haven't got the headspace to consider them as an
individual, it's just like, in this equation that's my arm, or that's my leg, or this is
a technique going in for, and so that becomes broken down into those elements
(Antony, Group 1).

As well as the physical struggle, participants described some of the psychological
processes they experienced and how they managed to make sense of and survive

them.
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Most participants described situations where a child had reacted to them as though
they were their abuser either through verbal accusations or by their expressions of
terror. Such experiences were difficult and conflicted with their internal sense of
themselves as good people concerned with making children’s lives better. These
feelings were most acute once the restraint was over. Antony described early in his
career feeling unclean after such experiences and needing a shower once he was at
home. Some participants had their own difficult childhood experiences which made
these feelings even more painful. For almost all of them, however, their emotional
responses were exacerbated by their own ethical questions and uncertainties about

physical restraint.

Participants often actively suppressed their feelings during the restraint to cope with
these powerful projections from the children. Antony suggested that it was not just
adults experiencing this type of dissociative response, sometimes so were the

children, particularly at the end of a restraint.

| have to fight that temptation each time to go to my happy place, and then I'll
come back down afterwards and feel this hasn't touched me. And for the child,
sometimes it can feel like that they're not there. They've let it all out, and it's
gone. And then you're hanging on to the "But you've broken this window and
these things happened.” And for them actually it's done...there's not a neat
ending, not a great moment of truth ...just an "l feel better now". And then you
move on to something different (Antony, Group 5).

Some participants also described ways in which the adults involved in a hold could at
times be split. This could be directly in response to a child’s behaviour or words as
Faye described when Max made her feel incompetent by negatively comparing her
strength to Kitty’s. More often they explained that they found themselves performing
very different roles in the restraint as though they were holding fragmented parts of

the child.
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Participants reflected on the frequency with which in the research they described the
thoughts rather than the emotions they had during restraints and suggested this was
a way of dealing with the enormity of the experience. They explained that this type of
thinking allowed them to monitor and manage the process of the restraint and the
safety of everyone involved. As well as suppressing their emotions at times they also

cut themselves off from the experience of physical pain as Faye illustrated:

I don't think about myself during the restraint at all. | could have blood running
down my arm from an injury that I've got. And | still wouldn't even have that as
a thought it would be purely is everyone else, okay, have | hurt this kid? What's
going on with the other adults? All right? How can we get through this, this will
end, this will end (Faye, Group 5).

Interestingly, however, in several of the images that participants drew they visually
represented emotions such as fear, anger and sadness, and, acknowledged that these
emotions belonged to them as well as the children. It appeared that their conscious
effort was to suppress their emotional response to cope with the immediate situation
but unconsciously they were deeply in touch with the children’s emotions and indeed
mirroring them. In situations that were life-threateningly dangerous such as the
restraint in a car represented by Faye in Figure 5, the effort to prevent the emotions
overwhelming them and exacerbating them becomes clearer. When a motorist
stopped to check on them the emotions rushed to the surface but still had to be
managed because there was nothing he could do to help. His presence merely added
to the child’s distress and his shock increased the complexity of emotions that Faye

and her colleague were dealing with.

... he came, like " Are you okay? | thought you'd broken down" ... it's just the
feeling of you want the help but you're helpless...when someone comes to go,
“You alright?" You just want to scream. "No. | want help...” You're also
screaming "l am so thirsty. | am so hot" (Faye, Group 4).

Participants believed that their capacity to survive physical struggles and psychic

assault without abandoning the child or retaliating with anger were essential aspects
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of providing containment for distressed and dysregulated children. Catriona, for
example, suggested that Callum was finally able to settle at Sanctuary because the

adults caring for him had survived his distress without being overwhelmed

...with Callum, and the amount of movements he'd had prior to being with us,
we have, you know, we're still here - because that was him every hour... | don't
know where the change happened, but it did happen. And he's just going, “Okay
| know these people here.... No matter what | throw at them, they're still coming
back” (Catriona, Sanctuary).

Participants also, however, reflected on the ways in which their own responses could
contribute to a child’s distress rather than soothe it. There was a clear recognition that
it was important that adults not only needed to monitor children’s emotional and
physical state but also their own and that of other adults involved. It was understood
that if an adult was struggling to maintain a safe grip or could not control negative
emotional reactions, wherever possible they should swap with someone more
regulated to ensure that the situation did not escalate. This could require courage to
challenge a colleague or humility to accept feedback on one’s own state. As Kristy
described, this could easily be interpreted as undermining a colleague and allowing a

child too much control.

| had to swap and ask them to leave, and they were raging, that I'd ask them to
leave, like raging. That's that was the child had all the power (Kristy, Sanctuary).

Participants reflected on how training and practice had developed over several years
to reflect greater understanding of the most effective ways to manage crisis situations.
What had once been standard practice was now recognised as unhelpful as Antony

explained.

We used to talk about ...what was on their mind whilst it was happening. So, it
wasn't unusual for these restraints to be longer and the roller coaster be driven
by us talking about it in that exact moment...not, not, you know, not intentionally
creating guilt or shame but now the training is very different around the length
of the, the actual physical side of things, ... like how the adrenaline's affecting
you, what, what you're capable of hearing what you would or wouldn't discuss,
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and kind of always de-escalating ... it's very different... at the time, that was
how you did it, that was a template for, for restraints, you got into the nitty gritty
of- find out what it was to make sure it didn't happen the next time. And it was
like then you saw it through to the bitter end because it was yours (Antony,
Group 1).

They also explained there could be an urge to explain or justify a restraint to a child to
protect a sense of oneself as a good person -effectively placing the blame and shame
on the child- whilst recognising that this exacerbated the situation. Participants,
however, reported a gradual shift in practice by which it was increasingly possible for
adults to be alongside a child in their distress, communicate acceptance of their pain
and express a conviction that everyone would get through the situation with less focus

on searching for interpretations, explanations or justifications.

Participants were also able to acknowledge that sometimes they misread a situation
and failed to really hear a child’'s communication about their need. Antony provided a
poignant example of a restraint in which he responded to the aggression a child was
displaying by holding him and failed to recognise his desperate need for a soothing

cuddle from his other keyworker.

Despite the physical and emotional distress involved for everyone in restraints and
their recollections of times when they or others had got it wrong most participants
believed that for some children physical restraint provided necessary emotional as well
as physical containment. Their experience was that at times children’s experience of
total psychic disintegration was so intense that only a physical intervention could reach
them. This resonated strongly for several participants in the Sanctuary group who
expressed concern that failing to hold physical boundaries for a child could leave them
unsafe and totally dysregulated and be worse for them than experiencing a physical
restraint. They highlighted the importance of trying to ensure that any restraint was

undertaken as a caring action.
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...he needed the adults to contain emotionally and physically...and | think not
doing it would have been worse for him.... But how do you make sure people
are confident? Because it's exhausting for everyone, and how's it done?
Caringly? Yeah, with love, affection, not for power, not for control, but at the
same time you are going, “No, we're not doing that. That's not okay, and that's
not safe” (Kristy, Sanctuary).

All participants highlighted the importance for adults of formal debriefing and informal
peer support after incidents of restraint as a form of containment for themselves. The
participants in Sanctuary, who all had many years’ experience in RCC, commented on
the shift in the response to difficult incidents which had previously evoked little or no
concern or care. They described deliberately creating a culture where negative
emotions and tears were acceptable and the expectation was that talking about
difficulties was important and helpful. They acknowledged that accepting or asking for
help was not easy as they had been socialised into a belief that showing emotion was

a sign of weakness.

| think we're getting a lot better at how you manage it because of the changes
in reflections, debrief, what you're asking, recognition of emotions... | think
that's a culture shift ...of that whole vulnerability’s a strength...by the way | put
myself in - it's taken me a long time to learn that, and I've got better because |
remember an incident that we had in December, and | actually said can you
debrief me because | need to talk that through ... | don't know if, years ago, |
would have done the same (Kristy, Sanctuary).

Participants from the Cedars, which had a more established culture of reflection and
an awareness of the importance of accepting adult distress, also highlighted the value
of the multiple opportunities provided to reflect on incidents of restraint. At the end of
the research, however, they commented on how important it had been to reflect on
their more general experiences of and perspectives on restraint rather than focusing

on single incidents. They felt they had never done this before as Kitty stated:

It's the one time we've genuinely been able to sit down and be able to talk about
Pls in depth. And really, when you think about that process, like the process of
physical intervention, and what it entails, and the emotions that you go through
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to think the in-depth conversations about it really don't take place it's quite crazy
(Kitty, Interview 2).

During the Sanctuary group’s discussions, they considered using the pictures exercise
with their own staff groups to facilitate a similar space for a more general reflection on
restraint. Even within these two organisations where opportunities for reflection were
embedded within the structure and culture, this suggests that participants identified an
important gap in the holding environment. Within the Cedars the realisation of the
importance of creating a time for shared reflection about physical restraint has resulted

in restraint being discussed on a regular basis within the weekly reflective space.

The journey to self-regulation
Participants were clear that providing external physical and emotional containment

should always be a process leading to children developing the internal capacity to self-
regulate. They worried that the normalisation of restraint risked the child becoming
dependent on others to manage their emotions which could seriously interfere with
their capacity to lead successful adult lives. In most cases they described a pattern of
restraints reducing over time and eventually ceasing, but a few children displayed such
overwhelmingly dangerous behaviour that they could not be contained and had to be

moved, often to more secure environments.

Often children expressed their need for this type of external regulation through their
heightened arousal and threatening behaviour. Participants described ways in which
practice had shifted in their organisations with a consequent reduction in the frequency
of restraints in such situations. Jeannie described a lengthy de-escalation with a child
in the middle of the night and her constant need to assess the balance of risk between

intervening physically or just continuing to talk to him.

| got called out at four in the morning and he's kicking about the room, and what
actually helped was the hole that he kicked in the wall, because then | could
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actually talk to him through the wall and then he’s up at the window... When do
you go in? How long do you give him? How long do you try? Right? Okay, we'll
try a wee bit longer, right? He's not quite put himself at risk... He's down, right.
Let's start something else. It's constant, and then eventually, about two hours
later, he lay down and went to sleep (Jeannie, Sanctuary).

The discussion in the group around this event highlighted the level of anxiety Jeannie
had to contain about the risk the boy posed to himself and the impact on other children.
There was a recognition that previous practice would have been to go in and restrain
him from the outset which, while reducing Jeannie’s anxiety and removing any
immediate risk, would have prevented the boy having the experience of emotionally

supported self-regulation.

Sally also explained how a focus on identifying clear strategies with individual children
that helped them to calm down had reduced restraints in the Cedars over the previous

year.

The more we've focused on de-escalating the children and what works for
them.... it helped us get to know the children better and, know that if like
Hermione's putting her shoes on, it's not because she's going to do a runner
and abscond - you're like, ah, you know that she's going to go, “I'm gonna go
for a walk”. And it might be she'll walk to the bottom of the street, and she'll
come back, or she'll say can we go for a walk around the block (Sally, Group
2).

In both these examples it was the adult behaviour that changed rather than the child’s
because the adults were striving to attune to the needs of a child rather than react
precipitately when criteria for restraint were reached. Antony reflected that undertaking

a restraint can act as a defence against unbearable feelings.

When you stop and just take that step back, or just have that moment to reflect,
| think it's often there with the children that, like they're giving you this feeling
that is often, sometimes overwhelming. So, it's easier to think well I'm trained
to deal with this, so you do this, and they do this (Antony, Group 3).

Despite their recognition that many restraints could be avoided if adults were fully
attuned to the child’s distress and prepared to engage with it, they also gave examples

where restraint seemed inevitable because it was meeting some deep need in a child.
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Participants explained that they were now also more aware of the interaction between
the effects of trauma and neurodiversity. They shared their growing awareness of
children’s sensory needs and believed that children sometimes sought both the safety
that physical restraint could provide and the sensory pressure that they could not ask

for directly.

My understanding is a lot of the children need that restriction, they need the
comfort, they need tightness. Because they can't ask for a hug. And yes, we're
protecting them and we're protecting staff and we're protecting damage, but
they are needing that containment, they need us at that moment in time to say,
... We are going to hold you but it's not, it's not in a malicious way ...l just see it
as another form of giving them that pressure and that comfort (Kitty, Interview

1),

Participants from both organisations gave examples where children had asked adults
to lie on top of them to get the pressure they wanted. The importance of physical
pressure in supporting some children to regulate was a relatively new understanding
in both organisations and clarity about the most appropriate strategies for children was
best achieved through specialist occupational therapy (OT). Max, for example, had
been assessed by OT and had a special sensory diet created for him. This enabled
adults to offer appropriate levels of deep pressure to him when he was dysregulated
and on occasion this could avert a distressing restraint. It was clear, however, that this
type of intervention caused discomfort to the adults involved — it did not fit easily into
established forms of physical restraint, but neither was it a reassuring hug. Being so
responsive to a child’s needs came with risk of external criticism or unexpected

reactions from the child.

Participants shared situations where they were prepared to make risky judgements to
enable children to experience a measure of self-regulation. For example, an adult with
a strong relationship with a child might decide to manage the child’s distress by

themselves without recourse to a restraint despite the criteria already being exceeded.
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Such choices required deep trust between the adults and until the situation was
resolved it generated far greater anxiety for all those involved than undertaking a
restraint. Such anxiety is based on a realistic assessment of the danger that
dysregulated children can pose. Participants had described some of the serious
injuries sustained by themselves or colleagues, and, arguably, choosing to engage
alone with a child in this way could be perceived as reckless. They suggested,
however, that the experience of regulating without being restrained demonstrates to a

child that they have alternatives even when overwhelmed by intense emotions.

Alongside this intense attunement to children’s needs some participants described
experiences of coregulation with a child. This involved authentically acknowledging
their own internal state to enable the child to learn more about bodily responses to
stress and ways of managing them. Rather than the adult taking responsibility for
managing both their own and the child’s emotional state this seemed to provide a way
for them together to work through a difficult situation. Participants also described
children being able to communicate just how hard they were working not to be violent
even if they were behaving aggressively or destroying property. Noticing and
encouraging children’s attempts to use words rather than behaviour to express their
emotions was seen as a crucial step in the development of self-regulation even when

their words were threatening.

When he's saying "I'm going to, I'm going to kick you and I'm going to break
your head". And I'm you know, "I'll be two steps further away, then", you know,
we have conversation at that level. And when it comes down, talking to him
about like "You were strong enough to put that into words and some people
couldn't, some people would have done it by now. And by saying it you've said
that's how strong you felt" (Antony, Group 3).

Most children were desperate not to lose control and be restrained and at times it was

possible to avert a restraint by reminding them how well they had been managing and



114

encouraging them to find a different way to react. As well as expressing their feelings
verbally rather than through behaviour, children also need to learn to tolerate feedback
from others without exploding in shame or denial. One space in which participants

described this happening was in the children’s meeting.

Participants recognised that the adults’ ability to tolerate difficult emotions had also
needed to improve. Rather than responding to distress by attempting to control it and
separate the dysregulated child from others, they felt they were becoming better at
remaining in touch with the emotion and processing it in the moment. This seemed at
times to have shifted their perspective of where the point was reached that a restraint
became necessary. In the final group Antony explains the position he had arrived at in

understanding his part in helping children to arrive at the point of self-regulation:

It's the listening but not talking, or the listening and hearing what's being said
or like with someone who uses a lot more symbolic communication like
Hermione you'll think that she has told me something... the effort is to try and
keep showing that you're trying to understand, rather than understanding, for
me personally, | don't think she ever intends for me to know what's going on or
to tell me. It's just that you'll keep trying to understand (Antony, Group 5).

In both organisations the number of restraints has reduced dramatically but the
histories of the children they care for are as traumatic as ever and their behaviour just
as challenging. What participants described were changes in understanding and
practice that have enabled adults to attune more deeply to their children and support

them in their journeys towards self-regulation.

Summary
This chapter considered the techniques involved in physical restraint and explored the

embodied nature of the intervention. It also examined the internal and interpersonal
physiological and psychological processes that occur during such events and how

these are managed by the adults involved. Despite the distressing and traumatising
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nature of physical restraint, participants generally believed that they were sometimes
inevitable to create safety. In addition, participants drew attention to some of the
psychological and sensory needs that might at times be met through physical restraint.
They were, however, aware of the danger of children becoming dependent on external
regulation of their distress and described a variety of ways in which they attempted to
support children to develop their own self-regulatory skills. There was a recognition
that attitudes, practice and knowledge had changed, and this had resulted in fewer
restraints. It seemed, however, that the psychological burden of this was an increase
in anxiety held primarily by front line practitioners. The importance of providing a
holding environment for adults so that they could contain children’s distress was

emphasised by participants.

The next chapter will focus on the challenges encountered by adults in navigating

several ethical and practice dilemmas around physical restraint.
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Chapter Seven Between Scylla and Charybdis —
finding their way

Introduction

In the Odyssey Homer describes the journey through the Strait of Messina where
Odysseus and his crewmates had to navigate between two monsters — Scylla who
lurked on cliffs snatching sailors from passing ships and Charybdis a whirlpool that
swallowed whole boats and their crews. Facing this dilemma, Odysseus chose to steer
the ship closer to Scylla and lose some, but not all, of his sailors. The continual need
to make choices between different problematic options was a strong theme throughout
the research. Participants described situations where there was no good option, only
one that was less harmful. Moreover, the different histories of the children, the complex
web of relationships and the swiftly changing context of any children’s home prevented
the development of definitive instructions or even guidance for adults facing these
situations. Whatever decision they made had the potential for negative outcomes and
they were accountable to themselves and others for this. Whilst there was a practice
component to all the issues raised, they also presented profound ethical dilemmas.
Participants were fully aware of some of these prior to the research but others emerged
during their discussions. Although exploring below the surface in this way was
uncomfortable for participants, it seemed to help inform their decision making and

practice.

To hold or not to hold — that is the question

The most obvious question facing participants was whether to engage in physical
restraint of children. This was discussed at two levels: firstly, whether and when to

intervene physically in a particular crisis and secondly, what are the ethical issues
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raised by physical restraint more generally and how did they personally engage with

these.

Crisis decision making
Participants described continually wrestling with the implications not only of physically

restraining a child but also the consequences of failing to intervene physically.

| think it's a very fine line, isn't it? Is it a restraint culture? If we didn't restrain?
What injuries would staff have? What injuries may children have? How much of
the house would be left intact? (Kitty, Group 2).

In their discussions participants continually returned to the complexity of these
decisions and, reflected on how practice had evolved, partly due to the focus on

reducing restraint.

Those with many years’ experience in RCC, particularly within the Sanctuary group,
described a previously reactive culture where restraint had been endemic and there
was little opportunity for reflection. They described a fundamental change in their
organisation: physical restraint was no longer considered a routine practice but an
experience with a significant impact on everyone involved. Although all participants
were committed to creating a culture where restraint was used as little as possible and
reflective practice encouraged, several expressed concern that at times failing to
intervene quickly compromised safety. Kristy explained the minefield practitioners and

their managers must navigate.

...what's quite difficult is that you are trying to do reflection and learning when
people have guilt, concern, “Are we doing the right thing”, where | have had
reflections of they’ve let things go too long, you know? So, what is last resort
for one's not for another. And last resort doesn't mean that you've gone through
all the de-escalation techniques before...So, on one hand, you're trying to say,
let's reduce this. Let's not do it as much as we can. But the other hand, you're
going uh oh, because that child was really not feeling very safe. And it’s a pure
minefield (Kristy, Sanctuary).
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Participants highlighted that terms such as ‘last resort’ used in policy and guidance are
open to interpretation which can be different not only from person to person but even
from day to day. They reflected on situations where their own or others’ tolerance of
difficulties was affected by stress in their personal lives or anxiety in the workplace.
These differences could affect practitioners’ choices not only by making them too ready
to leap into a restraint but also by leading them to avoid necessary physical
intervention. In the Sanctuary group Kristy vividly described adults being paralysed by
the presence of an inspector from the regulatory body and failing to intervene in a

situation of rising chaos and danger.

Even without the physical presence of an inspector, some participants believed that
adults had internalised a fear of judgement that was expressed in a need to justify their
actions not only to colleagues, managers and the external world but also to

themselves.

| think the whole, the perception of Pls and stuff is ... they’re like apologetic, “I
had to go into it”, as if I've done something wrong. “I did the PI, | wasn't able to
do anything else” .... you know you've got to justify it. But at the point when they
hit you once -that’s, that’s the criteria met. But we will let it go more. And it's
sometimes it's about, can | justify that I've done enough? (Sarah, Group 1).

While at times this reluctance to intervene physically reflected anxiety about external
judgement, some participants, also explained that their own uncertainties about the
positive outcomes of physical restraint meant they sometimes delayed till the last
possible moment before initiating a hold. To avoid dealing with the lingering negative
feelings for themselves and the child, they would prefer to spend hours de-escalating

a situation rather than engage in a short physical restraint.

In contrast, others stated they were unwilling to tolerate any actual violence without
stopping a child, physically, if necessary, partly for their own protection but also

because of the emotional damage a child might experience from causing harm to other
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people. Moreover, some participants felt that the prolonged emotional distress and
lack of containment experienced by children when adults are unwilling to intervene

might be more harmful for them than a physical hold.

Emotional distress is just as harming as physical. | think if you see a kid,
physically hurt it’s a bit more visual. But if you see a kid is - | just think you know,
would you allow that to continue if that kid is so distressed (Catriona,
Sanctuary).

The complexity of the decision-making process involved is reflected in the discussion
where these apparently contrasting views were not held as fixed positions by
participants. Whilst they had all at times experienced the reluctance to intervene, they

had also all made swift decisions to initiate a hold when they believed it was necessary.

Participants described some extreme situations where the difficulty of decision making
was exacerbated by external advice that physical intervention for a child should be
avoided because of the danger of re-traumatisation. They could find themselves
caught between replaying the neglectful parent or the abusive adult. For example,
faced with a newly arrived child who was unwilling to come out of their room even to
use the toilet but who became physically aggressive if anyone came in to try and clean
up after them, adults eventually had no choice but to protect them through a physical

intervention.

Most participants described a feeling of guilt and shame after a restraint even if they
believed it was the right decision and often questioned their own competence and
relationships. They also suggested that these emotions had intensified because of the

increased scrutiny of restrictive practices.

| do think at times, because there's so much of a sort of lens on that we need
to reduce this, this needs to get better, that that feeling of guilt and failure is
worse (Kristy, Sanctuary).
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Ethical dilemmas
Throughout the research participants emphasised that they wanted to care for the

children with love and compassion and to help them recover from the trauma they had
experienced. Their involvement in physical restraint sat uncomfortably with their
identity and self-concept as caring human beings. In Fiona’s response to the image of
the lonely individual in handcuffs in Figure 3 she contrasted the hope she has that
children would have better experiences in their care with the reality of physical

restraint.

Most participants expressed considerable discomfort about using power to control a
child against their will even if they were able to justify it. They recognised that many of
their children had already experienced adults using physical force to control or abuse

them, and these adults had also justified this to the children.

That's probably what adults done when they were hurting them and did that
adult then justify why they hit them? So we say “Oh, we're holding you because
you've hit me or you've hit so and so or you've caused damage”, but that adult
will have said “Oh, well I've hit you because didn't eat your tea or I've hit you
because you backchatted me or something” like it’s justification but for different
things (Sally, Group 4).

Participants also recognised the possibility of professional misuse of power. They were
all aware of reports in the press of the abusive use of physical restraint and felt that
public assumptions about restraint were negative. Some participants acknowledged
that before working in RCC this would also have been their perspective. Others
recounted experiences of working in settings where they had witnessed the misuse of
power exercised in unnecessary physical restraints. This exacerbated their own
discomfort and uncertainty. Faye described a constant wrestling in her own mind about

the morality of physical restraint:

Is this right? Half the time | don’t - | know it is because it's to keep people safe.
So, keep them safe is obviously what's needed - But | am constantly thinking is
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this right? But this isn't right you're hurting them you're stopping... but power is
the thing we talked about in the in one of the other ones about power and control
- and this just doesn't feel right when you are doing it, because you're restraining
a kid, you're holding them, potentially hurting them and yes, you’re stopping
them from hurting you and others but... (Faye, Group 5).

As well as discussing the direct use of power involved in these interventions,
participants also explored the power adults had to create the narrative around physical
restraint. The bureaucratic requirement to record every incident of restraint and
provide a justification risked creating a history that represented only a partial truth.

They also recognised that it was easy to come up with post hoc rationalisations for

their intervention and emphasised the importance of continual self-questioning.

Although children were given the opportunity to share their views if they were
restrained, this was rarely taken up. Often, they had no wish to think about the
experience because it caused them further distress. Moreover, participants questioned
whether it was realistic for young children with a history of traumatic relationships and
loss to know whether a restraint had been a proportionate reaction. They also felt that

children might be reluctant to challenge adults they were completely dependent upon.

Participants also explored their sense that occasionally children might stop struggling
and become compliant through fear rather than through feeling safe. This might be
fear of losing or damaging their relationship with people who were important to them

but might also be fear of injury and pain.

I've previously felt that fear and whether it's just kind of compliance through
fear...it was typified by me coming into a room and him having hit or bitten
someone, and then him apologising to me, for you know, and it would be not
quite as formal as | remember it. "I'm terribly sorry. Sorry you have to see that"
he said, and then it kind of stopped (Antony, Group 3).

This posed a particularly uncomfortable problem for men involved in such situations.

Antony describes his ambivalence about knowing that his own body and perceived
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strength might evoke additional anxiety in children, whilst recognising that this had
also created safety in crisis situations. Although Antony was the only man in the group
where this was discussed, it was recognised that children often responded to adults
based on their previous experiences of men and women. In contrast to Antony’s
experience of being uncomfortable about his perceived power, sometimes women felt
forced to demonstrate their power and strength to challenge children’s assumptions

about female weakness.

Participants knew the children had histories of severe trauma and were constantly
aware that physical restraint might trigger memories or flashbacks of previous physical
or sexual abuse. This was particularly acute when children were new, and adults had
not yet developed a relationship with them that was different from those they had

experienced in the past.

As well as the risk of evoking traumatic memories, adults also acknowledged that there
were times when physical restraint did hurt children, and they were concerned that
might damage trust and affect future relationships. Sometimes the impact of physical
restraint lingers for years even when adults assume the rupture in the relationship was

repaired.

... Sometimes we do get it wrong, and we do hurt the children, you know. There
was a really difficult restraint two years previous, it came up during this really
difficult period of change and he was shouting at the top of his lungs that | had
strangled him... although the repair, the repair had been done, | suppose the
biggest part of that learning is just because it looks repaired - because | had
went back, right? We're okay. We've done this, we've done some nice things
together, so we're okay, we're cool - but actually, two years later, that had
triggered in his mind, and | was devastated for him, holding that for that length
of time, and his opinion of me, that | had intentionally tried to hurt him...But
when children are hurt, just making that conscious effort of repair - repair
without the assumption that it takes just one time (Fiona, Sanctuary).



123

The potential negative effects of restraint and their ethical distress about it meant that
at times participants questioned whether restraint was ever justified. Kitty voiced the
continual internal moral struggle she experienced about physical restraint during the
discussion of her picture (Figure 3). This was not simply a philosophical or intellectual
issue it caused real distress — Kitty was in tears throughout that discussion. Others
shared their emotional upset when they had witnessed the pain of children during and
after restraints or felt that they or others had failed to recognise children’s

communications or been overly forceful.

In the Cedars group, although they described the constant ethical and emotional
struggle they faced around restraint, there was a consensus that the appropriate use
of physical restraint was a lesser harm than the potential physical and psychological
effects of not using it. Antony shared his perspective that there are times when the

danger to a child or others is so severe that there is no alternative:

The stakes are so high, there are some ways that feel like it's life or death.
There are some where it is literally life and death... if you don't get it, right,
someone could die. And there's, you know, like, there's not many other... can't
think of any other aspects of my life where, you know, the stakes are that high.
And it's, it's part of what you have to do and like, it's never ideal (Antony, Group

1).

Antony also provided an interesting perspective on what can occur when a policy
decision is made to stop restraints. Rather than the adults having a responsibility to
protect children from the consequences of their actions when they are in a state of
terror and dysregulation, the children can be left alone in their distress and must carry

the burden of any adverse outcomes from their behaviour.

| was involved when we stopped restraints because restraints were too high. It
had been national press... And so, it just became blame the kids, leave them to
it. And if something goes wrong, it's their fault, because nobody stopped
them...They need to learn self-control and they’ll do that by not being stopped.
And that was terrifying (Antony, Group 5).
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Although Antony found that terrifying, he perceived that for some practitioners it meant
they could avoid the difficult moral and emotional struggle that participants in this
research all described, as the responsibility for and anxiety about managing emotional

distress and difficult behaviour shifted from adults to children.

The discussion in the Sanctuary group was profoundly affected by the policy context
in Scotland. The report from the ICR — The Promise — has forced the issue of physical
restraint into the spotlight across all RCC settings in Scotland. It calls for Scotland to
‘strive to become a nation that does not restrain its children’. Participants agreed with
that as an aspiration and were aware of organisations that had adopted ‘no restraint’
policies, but most were unconvinced that restraint could be eliminated completely.
Whilst in agreement that restraint had been used far too freely in the past and that the
focus on restraint reduction was to be welcomed, the discussion highlighted

differences in their perspectives.

Donald felt that the previous professional consensus was broken and anticipated that
in a few years, even people who were currently suggesting that elimination was
impossible would be shocked that they had ever accepted restraint as a practice. He
acknowledged that on a personal level he would prefer never to use restraint and did
not believe that it ever promoted positive change, whilst also accepting the

organisational expectation that he would use restraint in certain situations.

It became clear in the subsequent discussion that this was an issue that he and his
colleagues wrestled with continually and although the other participants disagreed with
his stance they understood and shared his ethical reservations. Similarly, he

recognised the practical and ethical difficulties involve in adopting such a policy.
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I fully get all the complications. If someone's going to jump on a rail track, if it
was my daughters | wouldn't want anyone to put them in a prone position, but
I'd want to pull them off the train track, right? I just, | just wonder sometimes, if
it wasn't there, what would we do and we'd be forced to use all our de-escalation
Skills more - would we feel safer?... the police might come, and they might, they
might put a child in handcuffs and might put a spit mask on them, and it might
be horrific. But then again, those same police officers don't have to be there
that next morning and repair that relationship (Donald, Sanctuary).

It seems from Donald’s comments that he could envisage situations in which he would
feel it was right to intervene to protect a child or others from risk of imminent death or
maiming. His concern, however, was the profound damage that physical restraint
could do to adults’ relationships with children and he was unsure that even harsh police
involvement caused greater harm. The importance of creating a relationship of trust
also underlay the opposite perspective of his colleagues. They argued that without the
use of restraint children’s omnipotent rage would never be contained which could
contribute to multiple placements and children’s sense that they were overwhelmingly
dangerous. Curiosity about organisations that operated with ‘no restraint’ policies had

led Kristy to explore how such organisations managed difficult behaviour.

Their policies aren't really any different from ours, other than they don't use
restraint. But one woman said they were advised to lock themselves in the
office. How does that create a sense of safety for a child ...if you think, again
from an attachment point of view, that, you know, children will become scary,
frightening, because that's my survival - that's how I'm going to keep myself
safe. And yet, adults then go, well, actually, do you know what? you are - so
we're just going to back off and lock ourselves in our office (Kristy, Sanctuary).

All participants in the discussion took seriously the negative feedback care-
experienced young people had given about restraint through consultative processes
across the residential sector and within their own organisation. They were deeply
aware that these voices had been neglected in the past and that practitioners had
engaged in physical restraint practices that had hurt and frightened children without

fully considering their impact. They felt that this heightened awareness had increased
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anxiety for practitioners in caring for the children because they now had to face these

ethical issues directly but recognised that these emotions were probably appropriate.

...It adds to that guilt, guilt and worry about when it does happen, but then, in
the same hand, | would be hugely concerned if | had a member of the team who
was involved in a restraint and didn't feel some emotion. Do you see what |
mean? So you actually you're wanting people that actually care, so you would
be expecting them to have feelings around it (Kristy, Sanctuary).

The various discussions centring around the ethical issues involved in physical
restraint highlighted the emotional and moral distress experienced by participants.
They described their guilt, uncertainty and discomfort about restraining children even

when they believed on balance it was a necessary intervention.

... it doesn't matter where you are or how many restraints you've had, it takes
you that takes you back to the most difficult and the ones that's been the
hardest, and they all should feel hard to let go of. But that's, that's how I feel -
it's that pit in your stomach about fucking doing it to other people’s weans
(Fiona, Sanctuary).

Although the question of whether to use physical restraint and its associated ethical
issues was the most frequently mentioned dilemma, participants also highlighted other
issues where they had to try and navigate a path that caused children and themselves

the least harm.

Balancing risks

Risk assessment is a constant task in RCC, and participants explained how this was
particularly acute when considering the possible options that might or might not lead
to a physical restraint. They described balancing the risk of dangerous behaviour
against the risk of children never learning to develop the capacity for self-regulation.

They described two quite different situations where this could occur.

The first was when they could predict that a child might struggle to manage a particular

experience such as a trip out or a combination of adults working together. They
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explained that it would be easy to act in a risk averse way by never allowing such
events to occur but that this would prevent opportunities for growth as well as curtailing

children’s opportunities for learning and enjoyment.

If it's always the last resort, and we don't want to set them up to fail, you could
look at it saying “Well, there's two adults on - that always leads to restraint at
this particular time. So, they'll not be on, we'll just avoid it, it'll never happen
again”. But like part of the opportunity led work is that each time there was an
opportunity for it not to happen (Antony, Group 5).

The vivid example provided by Faye in Figure 5 of a physical restraint in a car by a
busy dual carriageway demonstrated the level of risk that participants routinely faced
in their work. All the participants were able to give examples of similar situations but
believed that avoiding all such risks would leave the children with a seriously impaired
quality of life. Although they had general support and guidance from managers, such
decisions about the balance of risks were made on a moment-by-moment basis by the

adults caring for children.

A different and rarer example provided by participants was when an adult, with the
agreement of colleagues, decided to support a very distressed child who was
aggressive and destructive on their own, without resorting to physical restraint.
Participants suggested that the easy decision in such a situation would be to intervene
physically to make everybody safe. They recognised, however, that supporting a child
to manage their anger and distress without being restrained was an important step on
the route to self- regulation. They were clear that such a decision depended on the
relationships between the adults as well as that with the child. They described the
intense anxiety they all experienced but were clear that where successful it was an

important emotional development for the child.
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Seeking congruence — managing secrets and shame
During the research in The Cedars, participants began to explore the implications of

the ways they presented themselves during and after physical restraints. The drawing
exercise in Group 4 made them realise that the blank expressions on their faces during
a restraint failed to reflect their internal state. This was noticed first in Sarah’s picture
(Figure 4) but was apparent in some of the other images too. This was a new
realisation for them, and they were unsure about the meaning of such incongruence.
In their discussions they considered the possible impact on children if they allowed

their internal emotions to be displayed.

But then you can't show emotion in other ways... if you were sat in a Pl with
him and you were you were sad or you got upset, he wouldn't be able to manage
like he wouldn't be able to tolerate you being upset because he is already a
child that would put it on himself or he would then be like I've made you upset
because I've hurt you (Kitty, Group 4).

There was concern that if they were open about their distress that this might
compromise safety by feeding the child’s sense of their own power and control and
intensify their struggle against the hold. They also believed, however, that once
children were regulated, they might also suffer shame for having upset the adults.
Although they could rationalise their need to suppress the expression of their emotions
in this way, they also began to examine the meaning for their children of being

confronted by a blank face at moments of extreme distress.

There's safety in being able to read the gestures and understand and then you
know where you're positioned in relation to somebody else. And to have
someone giving you nothing back would be like really precarious. Like, | think
Max reads every gesture, every nuance of the face... you could have someone
screaming "Listen to me" | think seeing it laid out like... the child’s it's raw, it's
screaming, it's, it's “I need that, help me!” and then you're met with the curtain
down (Antony, Group 4).

The advice from organisations that provide training can contribute to this emotionless

presentation. Participants explained guidance suggested engaging in neutral
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everyday conversations such as discussing the weather to reduce the intensity of the
experience. For some children with severe sensory difficulties, it was also considered
that any response could become a stimulus and exacerbate the situation, so adults
were advised to remain silent. Whilst accepting that these responses could help the
immediate situation, participants expressed concern about the meaning for the
children of this lack of connection in the context of their earliest experiences. Their use
of mantras such as “This will end” seemed to be a way of staying connected with the
child and managing to self-regulate whilst avoiding becoming entangled in an
emotionally escalating situation. Sally, however, highlighted that although they thought
they were successfully concealing their emotional state their suppressed emotions
might still be evoking a response in the child. She suggested trying to tap into these

hidden communications by checking each other’s faces during restraints.

If it's safe enough to... actually look at the other person's face and see what
they're actually like and what that then invokes in you, to feel what that invokes
in that child - because sometimes you might think you stay safe but you really
could be angry - like | might have something in my head and try and then not
let my face show (Sally, Group 4 ).

The emotions most frequently expressed about the children throughout the research
were love, concern, and a desire to understand their behaviour as communication.
Participants were also in touch with their own sadness and fear and how this
connected to the children’s despair and terror. Although anger or hatred towards the
children was much less commonly expressed there were glimpses of these too. Sally,
for example, acknowledged that though she loved the children there were times when
their behaviour or responses meant that she did not like them very much. Interestingly,
the shift in culture that has permitted the feeling and expression of love towards the
children seems also to have made it more possible to acknowledge the co-existence

of negative emotions towards them as well. Sally continued by saying she felt it would
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be impossible to do the job if she did not love the children she cared for. Sarah was
able to acknowledge the full gamut of emotions (p.85) she could feel for the children
and was clear that although she could bring her theoretical knowledge to bear to
understand children’s behaviour that did not always make it emotionally easier to cope

with.

| understand it therapeutically - | understand it but fucking hell. Just give us a
break (Sarah, Group 5).

Antony described being able to acknowledge with Max during a de-escalation the
accuracy of his perception that he (Antony) was angry and using it as a therapeutic
interaction. This intervention highlighted to Max that there were alternative ways of
managing anger that challenged his earlier perception of how devastating and

dangerous anger, particularly male anger, had to be.

| am angry, but that anger is not going to lead to me attacking you. But you're
right, you've read that right, that's why | am over this side of the room and you're
over there (Antony, Group 5).

Alongside the complexity they described about recognising, managing and using the
emotions aroused in them by dysregulated behaviour and physical restraint,
participants also reflected on the meaning of their tendency to minimise or mask their
physical injury and pain. They were particularly concerned about messages their

behaviour might be conveying.

...some of us do hide our injuries from restraints from the other kids and from
the child who has done them... what does that show as well, in the sense of
again, we're hiding? That it's okay? We're saying it's okay cos we're not showing
you what's going on? (Faye, Group 2).

Participants made sense of the dysregulated behaviour leading to restraints by
recognising its source in previous unresolved traumatic experiences often from early

childhood. They also explained children were vulnerable to falling into states of shame
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and the urge to hide their injuries came from a wish to avoid shaming the child who
had hurt them. They also began, however, to recognise that they were in danger of
colluding with a pattern of domestic violence that might be familiar to all the children
from their experiences at home. This incongruence was highlighted as one of the most

revealing experiences from the research by Kitty in her final interview:

We never think about how it impacts the children who aren't involved in them.
Yeah. And that was something that never ever crossed my mind... And it's like,
we, we isolate it into that incident, and we get on with the rest of the night, or
the day. But we don't think about the other children who've heard the screams,
heard the shouts, seen the bruises. And actually, from the possible
backgrounds that they come from, and what they've experienced, we can
potentially put them back in that space. And then again, we're just pushing over
it like, potentially family members did. So, we try to say to them, we don't hit
people, this is the wrong thing. But then if we ignore it, and just push it off, then
we're just pushing it off like a woman or man in a domestic violence situation
(Kitty, Interview 2).

The difficulty of acknowledging the impact of a physical restraint appropriately, is
exacerbated by the constrictions placed on communicating effectively with the other
children by the demands of maintaining confidentiality. Adults are left with trying to be
open without shaming a child or risking them becoming a scapegoat for other children
yet unable to provide an explanation for the distress and violence. It was not only the
role of the adults involved in restraint that emerged as difficult in this discussion.
Participants highlighted how often it is the least experienced members of staff who are
left with the other children who are not involved in the incident but who can hear the
sounds of what is happening. They suggested that this can mean that the stress of the

situation is managed by denial of the meaning of what is happening.

Even in the immediate aftermath of restraint where all the physical signs of injury are

still apparent there was often an urge to deny the impact. As Sally indicated it was at
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times impossible to manage to respond to a child’s concerns in an honest way because

the adult was still trying to process the experience.

You walk into one of the kid's bedrooms after being in restraint and like, “Are
you hurt?” my first instinct is to be like, “Nah”. But like, sometimes like you have
been bitten and you've got like an ice pack or like your shirt's been ripped so
they can see the visible bite mark or you've got a scratch on your neck or your
face or summat and you're stood there like “Nah, no, I'm fine.” But it's visible
and it's like it's not because you want to lie to them ...but at that point, I'm like,
part of me’s like, “I just don't need to get into it with you” ...and you're like, “It's
all right, let's carry on with bedtime” (Sally, Group 5).

As well as the risk of an implicit collusion with the dynamic of domestic violence
participants recognised that their denial of their own injuries could have an impact on

children’s own ability to acknowledge their pain.

Finally, there was a recognition that the bureaucratic recording and accountability
procedures required after a physical restraint also contributed to the process of
minimising the emotional impact of the experience. Although the requirement to justify
every incident reflects the seriousness with which restraint is viewed, paradoxically the
format expected by OFSTED stripped the emotional meaning from the event and

served to provide a defensive distance from the pain and distress involved.

We process it, it becomes an incident and then it gets referred to as an incident
at each step it becomes removed from the, the traumatic experience of going
through it and feeling like an abuser, it becomes a “Can you just have a look at
this PI?” - And it's very separate from the visceral experience of it (Antony,
Group 5).

Summary
This chapter outlined the ethical and practice dilemmas described by participants

around physical restraints that required them to choose between courses of action,

any of which might cause serious harm to children or adults.

They described a constant struggle about whether it was right to engage in physical

interventions with children. This included the decision to initiate any specific restraint
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but more widely whether their ethical concerns about the harm caused by forcibly
controlling children against their will were balanced by the safety such restraint could
provide. Their discussions highlighted the complexity inherent in any consideration of
the ethics of restraint. They could all recount situations where people had been at
immediate risk of death or serious injury without intervention but they also all
recognised the terror, distress and physical risk involved in physical restraints. Most
participants believed that, when used appropriately, physical restraint was the lesser
of two harms but the alternative view that restraint should be banned was also
expressed and considered. Participants also described other situations that required
them to make complex and difficult decisions. They recognised that some restraints
could be avoided by removing the conditions that made them possible but were
concerned that this could reduce the possibility of children learning to self-regulate or
enjoy normal childhood experiences. They highlighted the constant need to balance
the risk of creating situations children might be unable to manage with ensuring that
they had the chance to have as full a life as possible. They also recounted times when
adults took the risk of serious injury to themselves and did not restrain an aggressive
and dysregulated child but relied on the strength of their relationship to help the child
work through their emotions. Finally, participants recognised and discussed the
difficulties they experienced in being able to be fully congruent in their behaviour and
interactions about restraint. Being transparent and open about their emotions or
injuries was difficult because of the potential harm and shame for the child involved,
yet they were also aware of the negative impacts of modelling a dynamic of
concealment and secrecy that was associated with domestic violence. They also
described the constraints of confidentiality on openness and the impact of some

reporting processes on the minimisation of emotional impact.
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The next chapter will examine participants’ perspectives of the attitudes, assumptions
and experiences of people aware of a physical restraint but not involved in it. This
includes actual witnesses, whether within the home or external to it, as well as those
who hear or read an account of the incident. It will explore how and to what extent

these affect the decision making and practice around restraint.
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Chapter Eight: The External Eye

Introduction
All physical restraints take place in a social and spatial context that affects the process

of the incident and the way those involved experience it and its aftermath. This chapter
explores participants’ reflections on the ways other people reacted to or were affected
by restraints both within the home and the outside world. They also shared their
feelings and thoughts about these responses and explained how this affected their

practice.

Children as withesses
One of the most surprising realisations for participants was the lack of attention paid

to other children who were nearby during a restraint. Although they were always kept
as physically safe as possible the emotional and psychological impact on them was
largely unnoticed. Antony drew the group’s attention to this during a discussion about
the reactions of people in the external world, when he realised that the same
behaviours that they were criticising in adults who ignored restraints were exactly what

they were asking their children do.

thinking about the other witnesses ... the children ... we'll ask them to do that
same range of things. “Can you just ignore it?” “Can you walk past?” “I'll close
this door” - we can still hear someone shouting, 'you're killing me'. or you're
doing this (Antony, Group 2).

This began the exploration of how children uninvolved in a restraint made sense of it
and what early life experiences it might evoke. This was a major theme throughout the
discussions in the Cedars and resonated strongly with the Sanctuary group. The three
tiny figures in Sally’s picture (Figure 6) represented the other children on the edge of
the chaos watching or listening, but unnoticed as the drama and its resolution played

out.
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In their discussions, participants reflected that children might have a very skewed
perception of restraints — simultaneously seeing them as a form of abuse and also an

everyday part of their experience, often at school as well as at home.

Usually, the other children did not actually see the restraint but only heard the screams,
banging and accusations. Participants from both organisations acknowledged that
hearing a physical restraint was often more difficult for them to deal with than
participating in one. They recognised that the horror and helplessness that they
experienced was likely to be even greater for the children who were forced to hear

another child screaming in distress.

Sometimes it’s worse hearing it cos your mind goes to other places - if it’s like
that for us, it must be awful for the other children (Catriona, Sanctuary).

Participants recounted their experiences of talking to children who seemed to imagine
the adults were in fact deliberately hurting another child. They also reflected on the
situation children then found themselves in as they were dependent on potentially

abusive adults to provide all their physical and emotional needs.

They felt it was important to help children make sense of what was happening by
exploring their understanding of what had happened and helping them to place it in
some kind of context. Participants recognised that the best time to provide emotional
containment and safety was while a restraint was happening but acknowledged that
this rarely occurred. Most restraints took at least three people, as wherever possible,
there should be an observer to check that the hold was safe. This meant that often
only one person was available for the remaining three children who was often the least

experienced adult.

Quite often you end up with the most experienced people being the ones in the
Pl and the least experienced one being with the other three kids... Whereas if
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there's someone more experienced with them, it's easier to talk through like -
“Wow, like so this is happening, this is what happened to lead to this, but you
know, they’re okay” (Sarah, Group 2).

Participants explained that children often became most dysregulated at bedtimes
when they faced being alone with fears and memories and that this anxiety might
evoke such dangerous behaviour that a restraint occurred. Antony described vividly
how frightening this might be for children alone in their own bedrooms with only one

adult available who might also be experiencing intense anxiety.

...the one with Katy with lots of trauma and a child screaming for help from next
door for him to get a knife to come and slash another child's throat... and even
just hearing it described was... but you know, he wasn't doing those violent
things - he was showing something about his fight or flight. But that was a newer
member of staff left with three children who were equally traumatised, upstairs,
in the place that would normally be their safety, their bedrooms, being told, “This
could be the only safe place in the house. So, you need to stay there” (Antony,
Group 2).

During their discussion they recognised that this was an area where there was little
formal guidance, and they felt that they might be role-modelling denial and repression
to cope with difficult emotions. Even those who did attempt to name what was
happening, if they were with the children when a restraint was happening, felt that they
did it simplistically, explaining just that the child had done something wrong and the
adults were keeping everybody safe. They felt that the need to protect the
confidentiality of the child in the restraint prevented them from helping the other
children to really understand what had happened and why. They explained that when
a community meeting was called to manage a difficult situation this often provided an
opportunity to explore the experience at greater depth which provided children with

more understanding and supported the child involved in the restraint more effectively.

Participants also recognised that there was no formal way that the impact on the other

children was gathered and recorded. The child involved in the restraint was always
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given a chance to put their views forward or to talk to someone outside the home,
although this was rarely taken up. The other children who were affected repeatedly by
such experiences had no such opportunity and the truth of their experience was

entirely absent in the formal record as Antony reflected:

if one of the children was able to put in their diary about what actually
happened... if that was about a particular incident, from their perspective of
listening to what went on, it would be very different from the Pl neatly,
numerically, archived away (Antony, Group 5).

As well as being aware of how frightening it was to see and hear such violence on a
regular basis, participants also reflected on the previous experience of the children
and considered what might be evoked in them by a physical restraint. Some of them
might have been restrained themselves and most of them would have been affected

by abuse in their past.

Many of the children had parents who were in domestically violent relationships, and
participants also reflected that memories and anxieties about this might be reactivated
by listening to the sounds of a physical restraint, particularly at nighttime. As Antony
(Group 2) commented ‘Even if they are asleep, it's all going in and informing a
nightmare or something’. Participants recognised that when they resumed an
interrupted bedtime routine, they were unable to conceal the physiological signs of
heightened arousal or the injuries and torn clothing they might have sustained during
a restraint. As discussed in Chapter 7, this meant that they often inadvertently found
themselves repeating a previous pattern of domestic violence where a parent

pretended nothing had happened.

So many times, I've been taken out of Sam's bedtimes for a Pl - and afterwards,
you go back in, you tuck her back in, you say you're okay - that’s what her Mum
did. It doesn't sit right (Faye, Group 2).
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In his final interview Antony reflected not only on the potential re-traumatisation of
children but also the lost opportunities to help them to recover from their earlier abusive

experiences by working directly with the feelings that were evoked.

| guess it minimises the chance to heal. And like, if it's opportunity-led work it’'s
the, it's okay that this can bring up and dredge some of the really horrible
feelings - it's what we do with the feelings, to let them go. Because | think
previously, inadvertently, it was mostly just pretend they're not there and carry
on (Antony, Interview 2).

This discussion brought to the surface aspects of their own and the children’s
experience that participants had known but which had never been given the
significance they required. Even before the research had been completed this had
been fed back into the system in The Cedars and practice had been modified. The
needs of the other children were highlighted in the physical restraint training, children
were given space within their community meeting to discuss their thoughts and
feelings about restraint, and plans put in place to identify with each child how they

might best be supported during and after a restraint taking place.

It was not, however, only the retraumatising aspects of restraint that participants
discussed in relation to the other children. They recounted multiple examples where
children had been essential supports to the adults in particularly difficult situations.
Often, they were ambivalent about the need for children to be involved in this way and
at times uncertain whether they would join in with the dangerous behaviour particularly

where the child was a friend of theirs.

| think of the night of me and Jonny when he was struggling, I literally just had
to hold him myself. And | was like, | don't know how, where to go, or what and |
had to say to Callum, “Can you please go get some help?” And he just ran. It
must have been minutes, but it did feel like a lifetime. When you heard the door
open. | thought, because at that point I'm thinking, is he going to hit me here?
Is he? Because he's going to see like me, and they had an all-right relationship,
but all that stuff came through your head... Like for a kid at that age watching
that... Oh, it's horrific. I'm thinking now you think back, you probably don't
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realize how difficult that must have been for him to see as well (Catriona,
Sanctuary).

Participants in the Sanctuary group had previously worked in a large house with
several children accommodated together and they had experienced situations where
one restraint provoked others. The Cedars group had also experienced some of this
type of contagion where children seemed to merge into a delinquent mass, but in most
cases, they described children being helpful, particularly in situations outside the

home.

Not only did participants describe situations where children had contributed to calling
for help or keeping themselves and others safe, they also recounted instances where
a child was able to demonstrate empathy and concern for an adult who was hurt or
upset. Although they were appreciative of such support and impressed by the
children’s capacity, participants remained concerned that such expectations should

not be placed on children who may have had to care for adults in the past.

Sam slammed my hand in the door and Hermione could tell, like | was in so
much pain, and she was amazing. She got me ice; she'd seen to me. And she
really calmed me down because like, | was like, | was up there and like she was
like “Do you want to talk about something? What do you want to do? Do you
want to come and have a cuddle?” like, she was amazing (Sally, Group 2).

Finally, Sarah raised the possibility that the child involved in the restraint might seek
access to their records in the future and read accounts of the incidents. She wanted
to be sure that such an adult witness would be able to make sense of what had
happened to themselves as a child. She recognised that as well as wanting any child
in the future to understand what had happened, she also saw such recording as a way
to protect herself. Physical restraint is a contentious and contested subject, and she
recognised the need to be transparent and accountable if the child had any questions

or concerns as an adult or if any investigative process was initiated.
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Other adults and managers

Participants were clear that they were accountable for every restraint that they
participated in, and a formal process was in place to ensure that incidents were
recorded and that they were individually debriefed. They frequently referred to criteria
laid down in national guidance to guide their decisions. If they deviated from holds,

they had been trained to use, they had to be able to explain their decision making.

... it's trying to justify why we like had to, like had to hold him that way, or hold
her, when that's not always what we've been trained (Sally, Group 1).

Although they emphasised their constant awareness of the requirement to justify their
interventions, participants from both organisations also described a supportive culture
from managers and colleagues that helped them to deal with the physical and
emotional impact of restraints. Some contrasted this with previous experiences where

this had been missing.

They highlighted the importance of regular opportunities for debriefing after difficult
situations. Participants from the Cedars explained that at the end of every shift there
was time built in to discuss the experience where they were encouraged to express
emotions, share concerns and ask questions of each other. This could be a valuable
opportunity to deal with the residual distress from a restraint. It was not only through
such structured spaces that adults gave and received mutual support. Participants
described the importance of informal personal care and connection provided by their

colleagues in the aftermath of a restraint. This was highlighted by Sally (Interview 1):

If I've had a bad restraint and I'm on with say like Kitty, she'll come through and
give me a hug and that's kind of like enough to get that kind of contact, that
warmth because after you can feel quite disconnected because you're trying to
process everything and you try to still be on shift and you know you need to
take care of yourself but the prime focus is the child.
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Participants all felt their organisations provided space for reflection for individuals and
small groups about specific incidents of restraint. Antony, however, identified a gap in
provision that he felt the research had uncovered, as he realised that there was no
opportunity for the whole staff group to reflect and learn together about the issues and

practices associated with restraint.

In the Sanctuary group, which was composed completely of managers, there was a
strong emphasis on the importance of appropriate challenge as well as support. They
suggested that this was an essential component of a well-functioning team and was
of particular importance when considering physical restraints where the volatility and
anxiety of the situation was so intense. They recognised that achieving this level of
honesty was not simple. When Kristy was describing her experience as a manager of
confronting an adult who she felt had lost control of his emotions in a damaging way
during a restraint, she explained that the recent introduction of a prescribed set of
prompts for reflection had been very helpful. The requirement to focus on these
enabled the adult to recognise that he had escalated the intensity and distress of the

incident.

Overall participants felt their colleagues and managers were supportive and that the
culture of their organisations encouraged reflection and learning and provided
challenge without blame. Some of their reflections and discussions, however,
suggested that there were other less comfortable dynamics in play. Several
participants described feeling apologetic or guilty when they had to pass on to an
incoming shift that a restraint had taken place. Often, they seemed to experience the
restraint as a personal failure and implicitly suggest that someone else might have
been able to avoid it. Alternatively, some shared their annoyance after an extremely

difficult shift and a very distressing restraint with a child, when someone with a different



143

relationship with the child comes in and the child’s behaviour radically improves.
Although they understood why such a dynamic might occur it was not easy to tolerate

when exhausted and sore.

Underlying these responses seemed to be participants’ unresolved guilt and anxiety
about engaging in any physical restraint. Kristy described the constant battle in her
mind between her professional and theoretical understanding of why some children
may at times need to be restrained and her sense of failure and ineffectiveness
whenever she was unable to help a child to regulate without resorting to a physical
hold. She referred to Antony’s depiction of the continual cycle of restraint and
destruction that some children get caught in (Figure 7) and felt that she was trapped
in a similar cycle of self-doubt. Again, although she understood it, she too found it
particularly galling when a child responded more positively to a different adult coming

into the situation.

I'm shite. I've got no skills. But then you go in a cycle. So, seeing like that,
recycle of the room -that's probably a cycle of your thought process, because
you go through, “I've got this, | know this. | know training tells me this, and |
know that | think of the brain and the vagal nerve, and that needs this, and
children need this”. but you then go in, “I'm shite, I'm rubbish. Why could | not
use my skills. Why did that not work?” And then you see other people, who'd
just come in and he was like a different child, like, he was like a completely
different child, like, “Come on in, bedtime” and then you'd be like... (Kristy,
Sanctuary).

Responses in the External World
A repetitive theme throughout the research was the impact on participants of the

responses and attitudes towards restraint of people they encountered outside their
workplaces. The image in Sarah’s picture (Figure 4) of a restraint taking place in a
public space surrounded by a ring of staring eyes and speech bubbles vividly portrays

her sense of being scrutinised and judged by onlookers. Almost all participants shared
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their experiences of having to restrain a child in public and how exposed they felt and

also how baffled they were by some of the reactions they received.

The only one I've ever done out of the house was at SeaWorld. And literally, |
was mind blown that people were just watching me and Sarah hold Max and
he's screaming that we're hurting him, like that we're abusing him, that we're
paedophiles. And when you're trying to like contain Max just to see, either
people just didn't care, didn't show any expression or anything towards it - it
was as if they'd seen it day to day in everyday life, or you'd have them people
that would sit there and like, watch in like entertainment. And it just it makes me
wonder what they think that we're actually doing to him. Can they see that we're
actually trying to hold to help him? Or are they thinking oh, well, they're just
throwing him around? And, like hurting him? But they're not going to help at the
same time? Like it's, it's, it's weird (Sally, Group 2).

This was the type of reaction most frequently experienced by participants, and it left
them confused and anxious. They were shocked that people would ignore a child
screaming and in obvious distress while being held down by adults or in some cases
being carried struggling into a car. They felt that the lack of response was further
damaging to their children’s trust in adults and the world in general. Sarah also pointed
out that if a child was in fact being abducted then the lack of adult response to their

pleas for help could be catastrophic

They were, however, able to recount some examples where passers-by had checked
out what was happening or asked if they needed help but in most of these situations
the person had a background in residential care or education. On other occasions
people did acknowledge the situation but tried to fit what was happening into their own

schema, denying the reality of what was happening.

It was on a footpath... the reason was to stop the girl, who was in some distress
running onto the road. And it was kind of a very real risk, and it was just me...
she was quite calm, and quiet. Someone on a horse went past and said, ‘Have
you fallen off your horse?’ So, they tried to explain it based on what they were
doing. And there was no horse around, no riding helmet. You know, what kind
of firstaid am I giving... But people saw what they wanted to see (Antony, Group
2).
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There was a similar situation where people assumed a child had broken his leg even
though he was kicking and screaming accusations as he was carried out of a play park
into a car. Antony, however, was also able to share an important example of how
helpful an intervention from an unexpected source had been, not only in making the

situation safer but also for providing further opportunity for exploration and learning.

... there was one with Isobel, it was at a pub, and it was the drunks, who didn't
accept what was happening, and stayed and called the police. And that meant
a lot for the work that we then followed up with, - alcohol is not the excuse to
make poor choices. And actually it was those people that yes, they'd had a drink
but then they stopped what they were doing, to make sure that you were okay
(Antony, Group 2).

Many of the most frightening restraints took place in public spaces. These were
situations where adults were forced to intervene to prevent a child causing significant
harm to themselves or even risking death. These usually happened near major roads
or railways and in such situations, participants described intense relief when someone

was concerned enough about their behaviour to call the police.

In most cases where the police had been aware of a restraint taking place, however,
participants experienced them as unhelpful. They recounted several occasions where
the police completely ignored what was happening even though the adults were
hoping they might be helpful in de-escalating a situation. Kitty shared an experience
early in her career where she felt a police officer actively undermined her when she

was restraining a child.

...one of the biggest ones - | was very inexperienced at the time and right now,
I would have told him exactly where to go- but a police officer told me to stop
holding Max because | wasn't helping him and then bought him a toy to calm
him down. And | let that happen. Because he's a police officer (Kitty, Group 1).

Although participants expressed anger and frustration at the lack of response that they
perceived from people to the disturbing situations they were describing, they could

also recognise how difficult it might be for people to know what to do and had some
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understanding of their reluctance to become involved. Sarah was even able to
acknowledge that she thought her response would probably have been similar before

she began her career in RCC.

| think though, like | always say, | don't know how people, don't say anything,
don't do anything. But before | was in this job, | don't know what | would have
done... yeah, | don't know if | would have stopped to ask, “Are you ok?” or just
kind of accept it. Like, they don't need me interfering (Sarah, Group 2).

When the group began discussing Sarah’s picture (Figure 4) their underlying
expectation of judgement from those observing restraints began to emerge. The image
of staring eyes and muttered comments put them in touch with their assumptions that

they and the child were being viewed negatively by those watching.

These assumptions re-emerged in the final exercise in Group 5. They believed that
from the perspective of many members of the public the child would be dismissed as
naughty and themselves viewed as abusers or incompetent. It seemed that when
restraints occurred in these open spaces their expectation of judgement coincided with
their own ethical uncertainties and discomfort about such physical interventions.
These were also the times at which they were least able to rely on support from
managers and colleagues which made the experience tolerable. Faye shared her
anxiety about observers’ judgements and linked it to what she believed she would

have felt before she took up this work.

Do they think | am an abuser? Do they think that I'm not doing this for the right
reasons?... restraints do leave you feeling shitty, really shitty after... and you
do sometimes think that I've done this to look after the child... but what have |
done to this child? So, | do think it is a sense of that. But it's also | feel like if |
didn't know any form of restraint, and | never had an experience with restraint,
if | saw someone restrain a child in the middle of the shopping centre, or in a
pulled over car, or in a car park, at a park. | think you would sort of look and go
“What? What the fuck is going on there?”... | don't think you'd think, “Ah, they're
keeping them safe”. | think my brain would go to “What the fuck is going on
there?” (Faye, Group 2).
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Participants also contrasted the covert judgements and reactions of people observing
restraints directly to the responses they saw online. Sarah shared her experience of
hearing about an incident of restraint on TikTok and described her reaction to the

comments people made about the incident suggesting that the girl had been abused:

The perception is we are such terrible people. Some people were like, “They're
not allowed to take hold of you.” “What? That's illegal!”... people just think it
doesn't make sense (Sarah, Group 5).

The outrage and disgust expressed online was completely different from the
indifference or amusement they had experienced when they had restrained children
in public spaces, and some participants found this dissonance upsetting. Others,
however, recognised that an online forum was a space that invited comment, and
people could express horror and indignation there without negative consequences for
themselves. This discussion also raised anxieties about what would happen for them
and the child if a physical restraint was videoed and posted online. Although
participants were upset by the attitudes this story demonstrated they were also able
to recognise that some of their distress was because they mirrored their own internal

struggles.

It also like, it doesn't help that’s what we kind of think about ourselves, when
we're in it anyway. We're hurting them or abusing them (Faye, Group 5).

Participants also shared that as well as the lack of understanding they faced from the
public, they also had to deal with friends and family that had no idea about their work
in general but particularly restraints. They struggled to explain the injuries and distress
they sustained, and those close to them were often angry and could not understand
why they continued to tolerate such a work situation. In some cases, they even faced

pressure to charge the children who had hurt them. In the Sanctuary group two of the
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participants had partners who also worked in residential care which they felt made a

difference to the support they received at home.

| think I'm quite fortunate that when | go home, if it's been, say, a difficult night,
Daniel understands it, so he knows. Whereas, | think sometimes, if maybe your
partner doesn't work in this line, they don't realize how exhausting - they don't
well, | don't know - but | feel fortunate that mine does get it (Catriona, Sanctuary
Group).

The overall experience reported by participants was a feeling of being misunderstood
and judged by those outside their sphere of work. This seemed to exacerbate the
ethical struggles they already experienced. One of the comments recorded in the Post
Its exercise poignantly expressed the wish that the additional stress of such external

negativity could be removed.

I’d just like the world to understand what it is and why it’'s needed (Group 5).

Reporting and inspection processes
Although such attitudes and judgements from the public could be distressing and

exhausting, the views of external professionals, particularly referring agencies and
regulatory bodies, had more power to directly affect participants’ workplaces and
futures. Participants were all aware that their organisations’ survival was to some
extent dependent on positive inspection reports as these were regularly consulted by
social workers seeking appropriate placements. They also knew that physical restraint
was becoming a focus of increased concern for regulatory bodies. This heightened
their sense of responsibility particularly in ensuring that incidents were recorded

appropriately.

It's about justifying what... specifically stating what the criteria was, making sure
that the individual strategies have been followed so that it is justified as a last
resort and your, your thought process... There's that part where you feel
responsible, because the stakes are so high with, you know, with, personally,
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professionally and you know, for the organisation as a whole. | don't want mine
to be the one that lets us down for describing it wrong (Antony, Group 1).

This need to justify every restraint and provide a clear account of the incident
contributed to the distancing effect of recording that was described earlier (p.130).
Participants also described the pressure to complete the recording of an incident within
the prescribed time frame but explained that this often meant that they had been

unable to process the experience properly.

Participants had experienced criticism from regulatory bodies during past inspection
visits about the volume of restraints which they felt reflected a lack of understanding
about the realities of their experience. This contributed to their anxiety about the way
they represented their decision making and actions although overall they stated that
this had little impact on whether they initiated a restraint other than being clear that
they had met the necessary criteria to intervene. Participants were not unwilling to
accept criticism or suggestions but felt that the response from the inspectors had
lacked context and nuance. They felt their success in dramatically reducing the volume
of restraints had been unrecognised and this made it harder to accept critical feedback

even though they recognised that it had been instrumental in improving practice.

OFSTED, for me, look at it as numbers. So, we'd had years where we'd had
like, two hundred restraints in a year, then they came down and they came
down. And they came in and picked fault when we've had like seventy restraints,
and it's, you've just looked at it as a number, you haven't looked at all the work
we've put in with this child, that this child, yes, is still getting restrained but look
at the progress they've made. You've just come in and gone seventy, seventy
odd, restraints, that's too many do something about it, and you've not looked
and gone. “Actually, you've done really good work with this child, because we
can see that you've brought them down from that amount of restraints to this
amount of restraints. Yes, your paperwork might need a little bit of tweaking,
and you need to add more detail and be more factual but well done! Well done
for supporting this child and seeing them as a child and not a number... and
helping them to start to regulate themselves” (Kitty, Group 5).
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Participants were also aware of the need to account for every restraint to children’s
social workers. Early in a child’s placement there was usually understanding and
support from the local authority because the child’s history and difficulties were well
known and understood. Most children, however, experienced multiple changes of
social worker and this context and understanding could quickly become lost, and the
level of restraints might begin to be questioned. This caused frustration, particularly
when a child’s difficulties were such that they had been unable to sustain any previous
placement. Despite their frustration at having to continually build new relationships
with social workers and explain the work they were doing, participants also understood

and accepted the importance of being open to question.

The flipside, if she just had notifications and said nothing, then we’d think she's
a bit of a blasé social worker. So, it's that kind of scrutiny you want from them -
until you’re bitten - because when they're coming in, it's building up relationships
so that she understands what we do. And then like, part of the “Where else
would he be?” — “Who else could keep him safe?” Like there’s just us (Antony,
Group 5).

Despite their acceptance and understanding of the importance of external scrutiny and
accountability, participants felt that often there was no awareness of, or interest in, the
factors that contributed to an individual restraint or pattern of restraints. This left them
feeling exposed to the judgement of others who based their assessment on an

incomplete picture of the child and their environment as Kitty expressed.

So, they don't want to know the context, but yet we get judged on them, we still
get a judgement based on a lack of context that they don't want to know (Kitty,
Group 5).

Summary
This final data chapter focused on the way that people who witnessed or learned about

a restraint responded. Participants realised that there was almost no serious

consideration of the impact on other children present of seeing or hearing a physical
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restraint taking place. This was one of the most important discoveries for them of the
research and they were shocked by their own and the sector-wide failure to recognise
the significance of this. They were keen to ensure that the implications of this
realisation were translated into rapid modifications of practice in their own setting. The
remainder of the chapter explores participants’ negative experiences of the way that
physical restraint was understood and responded to both by the public and external
professionals who were involved in placing children in the home or inspecting practice
within it. Although there were examples of helpful responses from people in the
community and supportive social workers, overall, the reactions they described
suggested a lack of understanding about restraint. They also shared how some of
these responses exacerbated their own discomfort about restraining children against

their will even when they believed it was necessary to keep them safe.

The next chapter discusses the data and its implications, before identifying

recommendations for practice



152

Chapter Nine: Discussion and implications

Introduction

This chapter discusses the implications of the data through a systems psychodynamic
lens. It became obvious through the course of the research that incidents of physical
restraint occur because of a concatenation of factors. Although they are explosive
powerful events in themselves, they occur in a context where individual histories and
triggers, group and organisational dynamics, professional scrutiny and societal
projections combine to create a failure of containment that seems to be impossible to

manage without physical intervention.

The interlinking nature of these various factors explains the repetitive appearance of
particular themes in the preceding chapters. This chapter attempts to disentangle and
address these factors separately whilst recognising that this is a somewhat artificial
process that risks oversimplifying the complexity of the dynamics surrounding physical

restraint in RCC.

It begins by discussing how a children’s home can provide a space where past traumas
are unconsciously recreated and considers how this was explored in the research. It
then moves on to examine from participants’ perspectives the dangers inherent in
physical restraint as well as some of the potential positives associated with its use. It
also explores the factors that seemed to exacerbate risks or enhance the possibilities
of recovery. Next, it examines the unrecognised complexity of the residential workers’
task particularly in relation to restraint, then it moves on the consider the impact of the
changing external context. Finally, some recommendations for practice and policy are

offered.
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The nightmare of re-enactment or a dream of change?

Setting the stage
A children’s home brings together a group of children with difficult and, in many cases,

horrific histories to be cared for by several adults who may carry their own psychic
wounds whether from childhood experiences or events in their adult lives. All the
children mentioned in the research had histories of severe trauma, neglect and
multiple losses often beginning prenatally. Some participants openly referred to their
own difficult family dynamics, and they all carried their experiences of the distress and
trauma of children they had cared for and the complicated emotions these evoked in
them. These conditions created the arena for the re-activation of intensely powerful
and painful experiences through transference and counter-transference processes.
Participants’ accounts suggest that children unconsciously communicated the
awfulness of their early experiences through projection into all those around them. The
ghosts of the past can wander through the physical spaces of a home and often
insinuate themselves into the everyday routines where children must rely on adult care
or manage the threat of competitive pseudo-siblings. Every interaction can carry the
echoes of previous relationships and evoke the terror of repeated pain and
abandonment whilst simultaneously offering the hope that something here might be

different.

...ghosts suggest the presence of our unremembered pasts made real in the
present. Ghosts indicate the hidden, beneath the surface, ways in which our
early history influences our current emotions, thinking and behaviour and
makes us act out the past. Ghosts may appear in many different guises, but
they are all a projection into the conscious world of daylight from the shadows
of our unconscious (Waggett, 2012, p.450).

Participants vividly portrayed the times when they and the children became caught up
in the unconscious dramas imported into the group from previous experiences.

Complex histories that often included both abuse and neglect as well as multiple
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rejections within their care journey seemed to have left the children intensely
mistrustful of adults. Close relationships had often been the site of their worst
experiences of betrayal and abandonment, and participants believed that they
communicated both their terror of and desire for closeness through their behaviour

and responses towards the adults.

Participants described children, at times, presenting their need for care physically, in
ways that simultaneously evoked disgust such as wurinating or defecating
inappropriately. As well as communicating their unmet infantile needs and sense of
themselves as bad or unworthy this also seemed to be a way to keep people at a
distance. They also described a pattern where children would physically attack the
adults with whom they had the closest relationships. Participants understood this as
not only a way in which children could test the strength of the relationship but also an

attempt to regulate the emerging closeness that was both yearned for and terrifying.

Participants also told of being filled with distressing emotions that they felt had been
projected into them by children. They believed they were in touch with the kind of fear,
powerlessness and shame that children had suffered in previous relationships. It was
not, however, just the children’s feelings they experienced, they also recounted a
sense that sometimes they were embodying the neglectful or abusive adult. As well as
these internal psychic responses, participants also described ways in which children
seemed to unconsciously recreate dysfunctional parental relationships by splitting the
adults caring for them. This was often seen when they offered different parts of their
fragmented selves to different adults making it hard to create a coherent picture of a

whole child.
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Although participants talked most about the children’s trauma and their experience of
children projecting their distress into them, they also acknowledged aspects of their
own countertransference which contributed to the intensity of the interactions. Some
participants had experience of domestic violence or abuse in childhood or adulthood
and recognised that this not only contributed to their motivation for working with
traumatised children but also affected their responses to them. Most participants had
also worked with children earlier in their careers whose behaviours or responses
seemed to have echoes, whether positive or negative, in the behaviour of the children

currently in their care.

The effects of all these processes seemed most apparent when participants were
describing the impact of children’s physical and verbal attacks on them. Their own
expressed identities as good people who loved children and would never hurt them
sometimes seemed to be under relentless attack. They described how the feelings of
being an abuser could linger well beyond any actual incident particularly when it
evoked their own difficult childhood experiences. They acknowledged their wish to
defend themselves against such feelings and described the corrosive emotional
experience of being caught up in a repetitive cycle with a child when they were used
as a receptacle for all their bad feelings. They explained that occasionally it was
difficult for themselves or colleagues to overcome their negative responses to a child
and repair the rupture in their relationship. They identified that the fact that they had
spaces available to express negative emotions about children and explore individually
or in a group their own triggers was essential in recovering their capacity to reconnect
to children. In both organisations vulnerability and acknowledgement of adults’ own

countertransference responses were seen as strengths rather than weaknesses.
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The restraint drama
One of the most extreme expressions of these unconscious processes for both

children and adults occurred when children’s heightened behaviour culminated in
physical restraint. This might be because a child was putting themselves at risk but
more often it involved physical aggression to another child or an adult. Canham (2004,
p.122) described his experience of such severely traumatised children communicating

their distress physically in the therapy room.

... the communication is not confined to psychic states. It is not just what it feels
like emotionally to be abused, one is also being kicked, spat at, hit etc. It can
feel as if the abuse is really happening again.

Canham pointed out that this type of communication is one to which residential
workers may have massive exposure which leaves them and the child in a precarious
position unless they also have well established support mechanisms that preserve
their capacity for thinking. Participants described times when it appeared as though
the whole of the child’s trauma was present in the interaction between them and the
adults caring for them. They also discussed the rapid shift in their experience between

their feelings of being abused or an abuser (See Figure 6).

All participants expressed a strong belief that all behaviour, however, difficult and
challenging it may appear, has a communicative function. The challenge they faced in
situations of physical restraint was that often an unbearable feeling shattered the
available containing relationships and structures in a physical outburst that required
immediate action. Maintaining the capacity for reflective thought in such moments was
almost impossible -the focus was on regaining safety and at times merely surviving.
Some participants described initially losing a sense of themselves or the child as whole
people. They also described the extreme physiological arousal, intense physical effort

and verbal bombardment of accusations and threats from children they experienced
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in these incidents, all of which temporarily interfered with their capacity to connect with
and think about the child involved. In most restraints, however, participants described
a process of reconnection and recovery of their capacity to process the overwhelming
feelings projected by the child. This mirrors the containment, described by Bion (1962)
that an attuned caregiver can provide to a distressed infant by accepting and
processing their painful feelings and returning them in a more manageable form. Most
of the children discussed by participants had little or no consistent experience of such

containment in their previous relationships.

The process of containment requires that the adult experiences the feelings projected
by the child - if they are emotionally insulated and unaffected then the child is left alone
to manage their unthinkable anxiety and distress. Equally problematic is a situation
where the adult is unable to cope with the child’s projections and either withdraws or

retaliates with an angry attack.

Participants recognised in themselves the impulse to cut off or to retaliate verbally by
justifying their own behaviour and pushing the badness back into the child. Several
participants described a feeling of dissociation or numbness whilst holding a child.
Although they experienced this as a defence against the feelings projected into them,
they realised that they might also have been embodying the neglectful adult the child
experienced as an infant. Such cut off responses seemed most frequently to occur
when another colleague was deeply engaged with the child and in touch with their rage
and pain, as if the child was splitting the transference between the adults involved in
the restraint. Participants were also aware that too much verbal interaction with the
child could feel retaliatory and silence could be experienced as persecutory. Their
practice had evolved to respond to the children with simple mantras such as “This will

end” or “We will all be ok” that reassured them of continued connection and the belief
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that their feelings and behaviour were survivable. More problematic reactions of
physical roughness or verbal insensitivity, and even cruelty, were described by
participants in previous settings where they had worked. They believed that they were
only able to manage to respond differently most of the time because of the containing
structures and relationships in place for them within their organisations.

Changing the script

Although all restraints carry considerable risks which will be considered more fully
below, this research suggests that when adults are able to provide a consistently
containing experience, even in such extreme incidents, then the internal world of the
children begins to be modified and their need to communicate their distress in this way
lessens. Participants described a consistent pattern for most children where the
frequency of restraints reduces over time which seems to strengthen this hypothesis.
This is not to argue that physical restraint is in itself therapeutic, indeed it constitutes

a breakdown in connection and communication.

Participants also shared their experience of the rare occasions when a child’s
behaviour and distress was such that it was impossible to restore safety without the
involvement of the police. They described this as being emotionally destructive to
everyone involved and made the process of repairing the ruptures in relationships very
difficult. When, however, the adults involved managed the situation without becoming
overwhelmed by their own emotions and withdrawing or retaliating, the act of physical
restraint seemed to restore safety and provide sufficient emotional recovery to allow a
child to remain open to the therapeutic milieu and relationships. It can help to
overcome the distancing processes by which children try to regulate intimacy and
challenges their trauma- framed assumptions about the world, relationships and their

future.
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Balancing the risks

Introduction
Participants described experiencing a constant struggle between the dangers of

restraint and the moral issues it poses and the requirement to keep children,
colleagues and themselves safe. Forcibly restraining another person against their will
can constitute an assault and some advocates and campaigners have argued that
much physical restraint in residential care should be categorised in this way''. Equally,
however, practitioners have a duty of care and can be judged to have failed in this
responsibility if they do not intervene to protect others from physical or emotional harm.
The legal and professional consequences of getting this wrong is outlined in the ‘hard
decisions’ flow chart from the Scottish Government guidance presented in Appendix 1
(Davidson et al., 2005). In addition to managing the tensions between these two
positions, when practitioners judge that intervention is justified, they also must be sure
that this is the last resort and that any force they use is proportional to the threat posed

by the child.

The apparent clarity of these criteria conceals the reality that they involve individual
judgements by practitioners, with varying levels of experience and physical strength,
about children who all have diverse life stories and trauma triggers as well as different
capacities for violence and destruction. Participants in this research explained that this
struggle to balance two opposing drivers in their decision making is complicated by
their constant awareness that the multiplicity of factors they are juggling means that

every choice they make is likely to cause harm. The rest of this section examines the

" For example, Who Cares? Scotland responded to the consultation phase of the Children (Equal
Protection from Assault) (Scotland) Bill by arguing that most physical restraint in residential care was for
the purpose of behavioural management and this should be classified as assault.
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risks and potential benefits involved in physical restraint and factors that exacerbate

or mitigate these.

Risks of restraint
It was clear from the research that there are serious dangers associated with the

practice of physical restraint however well-trained and supported the adults are. These
dangers include physical and psychological harm to those involved in the restraint, but
participants also highlighted the possible risks to all children and adults in the home

as well as the organisation itself.

Negative impact on those involved in the restraint
Physical restraint is always uncomfortable, but even when adults use good technique

children will also often be left with injuries such as bruises and minor scratches after
being restrained. All participants in the research were also aware that restraint could
also cause much more serious harm and that a few children in secure settings in the
UK had died because of poorly executed holds or failure to check on children’s vital
signs. From the accounts of participants in this research, however, it seems that these
adults were more at risk of serious physical injury than the children. It also appeared
that, paradoxically, the risk of injury to the adults seemed to increase as the number
of restraints reduced, because adults lacked familiarity with the holds and were less in

tune with each other during a restraint.

Although participants described their guilt when they saw physical marks on children
and often gave vivid accounts of their own injuries, they seemed more concerned
about the psychological rather than physical damage associated with restraint. They
were aware that the experience of physical restraint in some ways mirrored children’s
experiences of physical or sexual abuse and were all concerned about the possibility

of re-traumatisation. They also recognised that occasionally the experience of restraint



161

could feed a child’s arousal and excitement and even their enjoyment of causing pain,
which risked reinforcing the pattern of domestic violence they might have observed in

their families.

Participants also expressed concern that some children could become trapped in a
pattern where physical restraint became the only way they knew to manage their
distress and anger. When there was a pattern of frequent restraints, they
acknowledged that the emotional tone of the home shifted and there was a risk of
restraint becoming normalised. They recounted examples of hearing children shouting
whilst doing paperwork and assuming that a child was beginning to become
dysregulated, only to discover that what they had heard was children having fun. They
also acknowledged that this constant awareness might at times contribute to a
physical restraint as children might be alert to tiny physiological changes or non-verbal
communications that indicated adult anxiety which in turn could trigger a child’s fear
and dysregulation. They also recognised that one side effect of restraints for the other
children in the home was that their own relationships and time with adults could be
continually interrupted. There was concern from some participants that the
unconscious message could become that the best way to get adult attention was to

provoke a physical restraint.

Participants also shared the emotional impact that physical restraint had on them and
on their colleagues. They described feeling a wide range of negative emotions
including fear, sadness, anger, shame and guilt both during and after the incident.
Although they also described relief when a restraint ended with the restoration of
safety, they stated that they never felt positive about the experience. In retrospect they
could point to a few individual restraints that seemed to be turning points for a child,

and they also felt that for some children the experience of being restrained seemed to
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serve as a step on their journey from external to internal regulation of emotions and
behaviour. Nevertheless, their overall experience of restraint was negative and, in
some cases, traumatising when they had believed that the child, themselves or other
colleagues were at risk of serious injury or death. They also shared their experience
of other adults leaving the profession because they were unable to deal with

restraining children.

Invisible victims
The pace of life in a children’s home is rapid, and key information must be passed on

succinctly between shift teams. In this context it is easy for children who have
presented no obvious problems to be largely absent from handovers'?. One of the
most troubling realisations for all participants had been their sense that they were
complicit in turning a blind eye to the impact of physical restraint on the other children.
They recognised that their avoidance meant that children were at risk of being
retraumatised as they witnessed (by seeing or hearing) scenes that resonated with
earlier experiences of domestic violence. They were concerned that this echoed the
collusive secrecy that characterises domestic abuse when parents often assume their
children are unaware of the violence in their relationship or too young to be affected
by it. Moreover, the adults’ tendency to deny the impact of their injuries or emotional

distress compounded this dynamic.

Participants also recognised that children were at times unsure whether the adults
were abusing the child who was being restrained as they heard repeated accusations

of violence and screams of pain. For some children this might also evoke their own

2 A handover is the transfer of key information from one shift of residential workers to the next. Itinvolves
any significant details of what has happened with the children; any important communications about
health, education, family or social workers; housekeeping issues; tasks that need to be undertaken by the
next shift; and overall emotional experience of the shift.
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experiences of being abused at home or restrained whilst in care. They explained that
often the most experienced adults were involved with the child in the restraint, and the
other children might be left with an adult who was also highly anxious about what was
happening. They also said this issue was not dealt with in their training. Concerns
about protecting confidentiality also meant that children were rarely provided with any
explanation about what was happening despite being profoundly affected by it.
Participants were shocked that despite their detailed knowledge of all the children’s
past trauma they had failed to make a conscious connection to what this might mean
for them when they witnessed restraints. It appears that by ‘turning a blind eye’
(Steiner,1993) to their ‘unthought knowns’ (Bollas, 1987), practitioners were able to
avoid the additional anxiety and ethical distress of facing the potential harm being done

to the other children.

Ethical distress
All participants in this research described moral distress in relation to physical

restraint. Their own abhorrence at overpowering a child by physical force, particularly
when that child had already suffered abuse and trauma, was balanced by a recognition
that failure to intervene could also cause serious harm to the child or others. Although
the fundamental ethical dilemma about the use of restraint is inescapable in whatever
setting it occurs, the guilt and the shame that participants experienced was
exacerbated by the current strong external demand for the reduction or elimination of

restrictive practices.

Participants believed that the challenges they faced in caring for dysregulated and
traumatised children were unrecognised by those outside RCC. Although both
organisations in this research offered practitioners multiple opportunities for reflection,

the level of moral distress caused by physical restraint to participants was unexpected.
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Imbalance of power
Threaded through participants’ reflections was an awareness of the level of power they
had over the children in their care. Although they accepted their authority as adults
responsible for the children in their care, the potential for the misuse of power caused
them anxiety. This was in part due to their awareness of historic abuse within
residential care, and, in some cases, having personally witnessed physical restraint
being used to enforce compliance rather than to restore safety. Even though none of
the participants described such crude uses of force they did suggest that a significant
imbalance in power existed that could still affect the children’s experiences. They felt
that differences in size and strength, particularly when working with younger children,
meant that inadvertently adults could be experienced as frightening, and children
might become compliant through fear of being hurt rather than experiencing a sense
of containment. Moreover, they acknowledged that at times adults could also fail to
regulate their emotions and this could be expressed within the restraint whilst they
were holding a child. They explained that being alert to this possibility and ensuring
that the adult involved was moved out of the restraint was a shared responsibility.
Without such clarity, however, they recognised that restraint could easily slide into an

abusive intervention that was actively harmful to the child.

Participants also recognised that adults created the written narrative of every restraint
and that it was possible, consciously or unconsciously, for an adult to minimise or
exclude any of their own responses that contributed to the escalation of difficulties that
culminated in a restraint. Although children were always given opportunities to share
their view of any incident where they were restrained, they were usually unwilling to
revisit an experience that was painful, shaming and humiliating so their voice was

usually missing from the record. Participants were also aware that the children were
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totally dependent on the adults for every aspect of their care, and that their life
experiences might have created an expectation that, if they complained about the way

they were treated, they might be moved and lose all their relationships.

The recognition displayed by participants from both organisations of these power
dynamics seemed to mitigate the dangers of the misuse of power in restraint
situations. In less reflective cultures, however, it seems likely that some incidents of
restraint continue to be experienced by children as brutal and abusive.

Potential positive effects of restraint

Alongside the clear risks involved in restraint, participants identified some of the

positive effects that they believed balanced these risks.

Restoring safety
The primary justification for physically restraining a child was the prevention of

imminent harm. Participants gave examples of situations where they believed that
without an immediate physical intervention a child would have been in danger of very
serious injury or death. These often occurred outside the home in proximity to busy
roads or railway tracks and could be terrifying for everyone involved. More usually,
however, they described situations where a child’s behaviour became heightened and
aggressive and despite attempts at de-escalation, they attacked adults or other
children. In these cases, the intervention was primarily to protect other people from
the child’s aggression. Occasionally, children caused very serious damage to property
and were intent on continuing this destruction which could also lead to a physical
intervention. The avoidance of injuries and damage meant that both children and
adults felt safer. Participants suggested that it was important for all the children to learn

that contrary to their previous experiences, adults can manage violence, aggression
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and distress without hurting them in retaliation or rejecting them as being too

dangerous.

The path to self-regulation
Participants suggested that a secondary effect of restraint for some children is that it

can contribute to them developing the capacity for self-regulation. Early neglect and
trauma can leave some children reactive to minor stressors and they can quickly
become very dysregulated. They believed that when adults can respond to their
distress by providing physical and emotional containment, they are not only able to
provide a compensatory experience for gaps in children’s earliest care but also model
self-regulatory capacities. They suggested that over time these experiences enabled
children to react differently when stressed. Participants, for example, described times
where adults were able to engage a child in a process of co-regulation by
acknowledging the accuracy of the child’s perceptions of the adult's emotions but
demonstrating how they were managing them safely. They also provided examples of
children being able to voice their precarious hold on their emotions by expressing their
need for adults to stay away or not talk because they were trying so hard not to hit
them. Although participants felt this was a pattern they could identify for some children,
they were clear that many other factors could contribute to such development and they
in no way used it as a sufficient justification for physically restraining children. It seems
that for some (but not all) children in RCC the provision of external regulation of
distress through physical restraint can be an important step towards the development
of self-regulation. It is, however, important that adults are prepared to allow children
the opportunities to develop this internal control by appropriate and managed risk
taking. The dangers of children becoming dependent on external controls is important

to recognise.
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Maintaining placements

Another secondary effect of physical restraint, suggested by participants, was its
contribution to the stability of children’s placements. Most of the children discussed in
the groups had a history of multiple placements. Previous carers had been unable or
unwilling to accept the distressed behaviour that the children had displayed and
placements frequently broke down. Participants believed that without the use of
restraint many of the children they cared for would have been moved again. Instead,
most children were able to remain in the same home for several years and form
trusting relationships with adults and other children. They also suggested that the level
of danger that some children presented meant that without physically intervening
themselves the only alternative would be to involve the police. Not only would this
involve a different and more brutal form of physical restraint, but children would also
become criminalised. Some participants also questioned what the impact of no
restraint policies had been on the availability of placements for children who displayed
particularly difficult behaviours. They suggested that there was an increased
reluctance to accept these children, particularly as the intensified focus on reducing
restraint means that an organisation may suffer adverse grading from regulatory
bodies if they are perceived to use restraint too much.

The importance of relationship

The quality of relationships between adults and children affects the way physical
restraints are experienced. Some children seem to target their aggression and
violence during a restraint towards the adults with whom they have the strongest
relationships and appear relieved when the adult demonstrates a capacity to survive
this assault whilst remaining available to the child and connected to their pain. Several
participants felt that sometimes their relationship with children had been strengthened

after a restraint. They believed this was the result of the child realising that the adult
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could keep them safe and prevent them hurting themselves or other people. They also
suggested that some children were later able to reflect on the experience of being held

as an act of care rather than coercion.

The experience of restraint can, however, have negative effects on the relationships
between children and adults. Participants described how restraints that take place
early in a child’s stay may contaminate the future relationship with an adult and it may
take many months or even years to build a safe connection. Even when a child has
established a positive relationship with an adult a difficult restraint may have negative
repercussions. In most cases this is because the child’s trust in the adult has been
damaged, but occasionally an adult may have experienced such physical or emotional
distress during the restraint that they struggle to overcome their reluctance to repair

the rupture in the relationship.

A high level of trust between adults can make the act of restraint safer for everyone.
Conversely, where adults are uncertain about the competence or experience of others
involved in the restraint, there seems to be a greater risk of injury for both adults and
children. When adults have the experience of working together effectively in a restraint
to provide safety for a child, this can develop trust and strengthen their future working

relationship.

Positive relationships appear to mitigate some of the risks inherent in physical restraint
although a negative experience of restraint can also damage relationships.

A lesser harm?

Physical restraint is a hazardous process physically, psychologically and morally. For
some children in RCC, however, the risks it poses seem less than the damage caused

by failing to intervene physically to prevent harm to them or to others. Not only can
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such intervention provide immediate protection from harm to children and adults, for
the child involved there may be other significant benefits such as avoiding
criminalisation or being able to retain their placement. Although the current focus on
reducing restraint where possible is important, the elimination of restraint would be

likely to have unforeseen negative consequences.

It is also important, however, to consider the impact on others beside the child involved
in the restraint. The effects on other children are often overlooked despite the potential
for re-traumatisation. The physical injuries and psychological distress sustained by the
adults who are involved in restraints are also rarely considered. This research
suggests that the negative impact on these groups is considerable, and it is important

to develop ways to mitigate this.

The unrecognised complexity of the RCC worker’s task

Introduction
RCC workers are often unqualified and poorly trained but are expected to deal with

complex situations fraught with anxiety and danger where the consequences of
‘getting it wrong’ can be immediately life threatening and may have long term physical,
psychological and legal ramifications. This is particularly apparent in relation to
physical restraint. Unusually for this sector, however, many of the participants in this
research were graduates and the two organisations where they worked provided
regular training and external consultancy. Reflective practice was embedded in the
culture of the organisations and practitioners had opportunities for making sense of
the children’s and their own behaviour and responses in a variety of fora at individual,
small group and whole team levels. This contributed to the depth of exploration that
participants were able to engage in when reflecting on the demands of their role in

physical restraint during this research.
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In the moment
Participants gave vivid accounts of restraints they had been involved in, and it became

clear that this aspect of their work challenged them physically, emotionally and
cognitively. They needed to make rapid assessments of the risks both of intervening
physically or attempting an alternative strategy whilst also weighing up the ethical
implications of their decisions. In addition, they had to communicate effectively with
their colleagues to ensure they were able to synchronise their response. All restraints
took place in response to escalating and dangerous behaviour which evoked intense
anxiety in all those involved. They described having to override their natural
physiological responses of fight/flight/freeze when being faced with frightening and at
times life-threatening situations. Whilst regulating their own emotions they needed to
maintain their focus on the child being restrained and, at the same time, be alert to
everything that was happening in the physical and social environment whether they
were outside in the community or within the house. Once a restraint was in progress
they needed to try and attune to the child and provide them with a sufficiently
containing experience that they could begin to return to a more regulated state. In the
aftermath of an exhausting and frightening event they were expected, within a
restricted timeframe, to write a comprehensive and balanced account of it that
explained why the restraint occurred and what process it followed and documented
any injuries or concerns.

Understanding the children

When they discussed their decision making and responses to children becoming so
dysregulated that a restraint seemed likely, it became clear that participants were
drawing on a detailed understanding of them and were strongly motivated to make

sense of the meaning of their behaviour rather than just control it. As well as knowing
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every child’s history, they were aware of their current stressors and could recognise
the triggers or sensory difficulties that might tip them into distressed behaviour. They
also understood the most effective ways to de-escalate individual children and help
them to become regulated again. As well as informing their direct practice with children
this depth of knowledge enabled participants to tolerate the physical and psychic
assault they sometimes experienced from children without retaliation.

The struggle to keep thinking

The primitive nature of the traumatic experiences that are ubiquitous in residential care
settings and the needs of both children and adults to protect themselves against their
overwhelming feelings of badness, shame and terror can lead to the development of
dysfunctional social defence systems. In many settings this is demonstrated by the
continual use of projection and splitting (Kahn, 2005; Klein,1946) to avoid dealing with
the unbearable feelings that children and some adults bring with them from their
earliest relationships. This can create a toxic culture within the adult group where
factions form and competition and backbiting is common. Instead of providing
traumatised children with the experience of containment where their unbearable
feelings are accepted, processed and returned to them in a more manageable form,
adults react to the children’s projective communications by withdrawal or punitive
anger. Such defences undermine the adults’ capacity to think about the children and

make sense of their pain-based behaviour (Anglin, 2002).

Participants recognised those pressures and acknowledged that they were affected
by them. Nevertheless, they demonstrated a capacity to survive and be curious about
their own and others’ unconscious processes at both the individual and group level.
They were also generally able to tolerate their own difficult emotions and ambivalence.

Their reaction to the overwhelming stress they sometimes faced was to turn towards
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each other for support and explore the issues rather than avoid them. These were the
responses described by Kahn (2004) that characterise resilient caregiving
organisations. Participants described the constant struggle to attain and maintain a
position where they were able to accept the children and their colleagues as whole
people who were both good and bad and where they were able to resist the temptation

to identify with the idealised good parent or torture themselves with their uselessness.

They identified the reflective spaces they were offered as crucial in providing
containment for them in their task of managing the constant emotional demand of
caring for a group of traumatised children. Despite these existing opportunities,
however, all participants felt that the experience of the research group had provided
an important additional holding environment which had enabled them to explore the
particular challenges posed by physical restraint. It was the first time they had explored
restraint without focusing on a specific incident and despite the painful nature of the
experience they believed the opportunity for such focussed reflection should be
available to the whole team on a regular basis.

An impossible task?

The participants in this research were unusually well qualified, trained and supported
residential workers, yet the emotional difficulty, intellectual complexity and ethical
confusion they experienced in their work were palpable. It may be that in other settings
practitioners can do their work without being overwhelmed because, lacking the
support described in this research, they remain blind to anything below the surface.
This, however, risks creating the type of corrupted culture described by Paterson et al.
(2025, p.5) which ‘can include the othering, depersonalisation and deindividuation that

may underpin the development and institutionalisation of abusive practice’.
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Outcomes for many care leavers can be catastrophic often due to their histories of
neglect and abuse. Unless, however, practitioners are provided with the training and
support to fully connect to the pain of children and remain hopeful for their futures,
then children’s experience of care becomes at best a temporary respite and at worse

confirms their negative expectations of themselves and others.

Effects of a changing context
While the increased accountability around restraint is important and provides

necessary protection to children, it is clear from the participants in this research that
this changing context has had some complicated and difficult effects for organisations
and individual staff. It was apparent from some of their descriptions of practice in the
past that physical restraint was a routine event that was used as much for behavioural
management as to restore safety. Deaths and serious injuries of individuals in other
settings such as custodial and health care settings has heightened the awareness of
the dangers of physical restraint. The voices of care-experienced adults expressing
the terror and trauma they experienced whilst being restrained has also been heard in

various fora.

The consequent increased awareness and scrutiny of physical restraint have
dismantled the perverse social defence that allowed adults to use their superior
physical strength to forcefully hold children against their will until safety was restored
or compliance achieved whilst denying the potentially damaging and retraumatising
impact of restraint. Hoggett (2010, p.209) described the perverse social defence
occurring when something is known but its meaning denied and thus can be ignored

in practice

...knowing remains abstract and disembodied and is therefore a form of
knowing which has no motivational consequences.
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The horrific histories of many children were known to everyone but the implication of

physical restraint as a re-traumatising experience was denied.

None of the participants viewed restraint as a routine event and all expressed their
internal struggles and ethical distress about the need to intervene physically to control
children, but they all continued to use physical restraint and despite their reservations
most believed that it was less harmful than alternative strategies. Scrutiny from the
external world, however, has resulted in an increase in bureaucratic monitoring and
reporting requirements that participants seemed to experience as persecutory.
Policies and procedures designed to reduce restraint appear to increase rather than
decrease individual anxiety. Such external scrutiny combines with powerful projective
processes from the children to exacerbate the internal discomfort participants were
already experiencing. They felt judged and misunderstood by external professionals
who did not seem to recognise the conflicting ethical and practice demands they faced
daily. They expressed frustration that one of their primary responsibilities was to create
safety for everyone as this is the prerequisite for recovery from trauma, but they felt
that their professional authority was continually undermined by this failure of

understanding.

Cooper and Lees (2015, p.243) described a pernicious dynamic where internal anxiety
associated with the pain of the work interacts with the persecutory anxiety from
external regulatory demands, to reinforce the ‘ritualised task performance’ which
undermines genuine connection and care. Although participants showed deep
concern and connection to the children they cared for, they acknowledged that some
of the bureaucratic recording requirements served to distance them from the visceral

reality of a restraint so that the meaning of the incident for the child and adults involved
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could become lost. In organisations with less well-developed support mechanisms this

dynamic may be unrecognised and more likely to have negative consequences.

Participants were not only affected by the attitudes and demands of professionals
external to the home, but they were also disturbed by the societal attitudes and
responses they encountered. Sarah’s image of restraining a child (Figure 2.), whilst
being surrounded by a circle of staring eyes, evoked strong responses in participants.
They described their confusion about the prurient, almost voyeuristic, curiosity they
had often experienced when restraining a child in public, combined with the apparent
lack of concern shown for the screaming, distressed child. They also, however, had a
sense that they and their children were being judged negatively by those watching.
Facing the scrutiny of the outside world they found their own internal doubts and
shame about physical restraint reflected in the gaze of the other. They also felt that
negative mass media reports about the misuse of restraint, as well as personal
experiences shared on social media, had constructed a social perception that physical
restraint was an unnecessary brutal act and those that used it were abusers. This
contributed to their sense that no one outside the RCC sector, including their own

friends and families, could understand the challenges of their role.

Organisations that provide care for individuals whose needs cannot be accommodated
by typical familial or personal relationships often become the receptacles for the split
off societal feelings of fear or aggression. Not only are practitioners expected to
achieve impossible outcomes, but they are also often required to ‘protect and purify
society from the negative and disruptive dynamics that these clients inevitably bring
with them’(Cardona, 1999, p.250). Participants described the restricted roles available
for them and the children to inhabit from this perspective — they were either abusers

or incompetent and children either victims or bad. The nuanced reality of them all being
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unique individuals with their own strengths and flaws was easily lost in the distorted
public representation of children looked after away from their families and the adults

who care for them.

Impact of the provision of a focused reflective space
In addition to exploring the underlying psychological processes and systemic factors

that seemed to be involved for these participants in incidents of physical restraint, this
research also sought to examine the impact of providing a holding environment
through a facilitated reflective space focusing specifically on restraint. All participants
in the Cedars welcomed being able to explore this issue at depth and were clear that
the opportunity should be extended to the full team on a regular basis. They described
feeling relieved that they could share their experiences with others and realising that
they were not alone in their confusion and anxiety. They also surprised themselves
with some of the insights they achieved together which have now begun to affect their
practice. The group of managers from Sanctuary who took part in a single group as
part of a triangulation process to assess the resonance of the data beyond a single
home, echoed the value of the experience and some were considering replicating the

pictures exercise within their own teams.

Participants also, however, acknowledged that the experience was emotionally
powerful and at times intensely distressing. Experiences such as reflecting on their
ethical confusion or remembering times when they felt that their intervention had been
actively unhelpful, laid bare the hazardous nature of restraint for themselves and the
children. Both groups of adults emphasised that exploration at such depth was only
possible because of the supportive relationships with others in the group. They also
commented on the importance of the facilitator having personal experience of working

in RCC as well as being known to them all and feeling known by her.
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Whilst there are obvious potential dangers of collusion and avoidance within this type
of insider research, the pre-existing connection seemed to allow participants to trust
that | would not judge them. This meant that they avoided the type of rejection of me
as a persecutory alien described by Moylan and Jureidini (1994) in their failed attempt
to provide such a reflective space to health colleagues engaged in very distressing
work. These insights from participants suggest that the provision of reflective
opportunities around physical restraint are unlikely to be perceived as helpful without

the creation of a wider supportive and reflective culture within a RCC setting.

Recommendations

e Physical restraint has too often been an habitual exercise of power designed to
enforce compliance rather than a measured response to ensure safety. As far
as possible when a physical restraint takes place it should be experienced as

an act of care rather than an act of brutality. For this to be possible

o Incidents of restraint need to be understood within an extended

timeframe rather than as isolated occurrences.

o It is helpful for adults and children together to develop a shared
understanding of children’s individual triggers of distress and most

effective de-escalation strategies.

o lItis important that adults examine their own behaviours and responses
to consider whether they provoked or exacerbated the violence that led
to restraint and take responsibility for this with the child and other adults
involved. Managers modelling this behaviour can be very helpful in

creating a reflective culture.
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o Children’s voices should systematically be sought both in relation to
individual incidents of restraint and to the issues raised by physical
restraint more generally. This needs to be done with sensitivity and
creativity as revisiting a restraint can be experienced as shaming for the

child concerned.

o Adults need support to make sense of children’s behaviour and to deal
with their own distress and difficult feelings after restraints. Opportunities
for individual and group reflection through supervision, debriefing and
full staff meetings can contribute to this process. Cultures that provide
the type of ‘nested containment’ described by Ward (1995) across every
aspect of the work are most likely to be able to safely hold and contain

the otherwise overpowering experiences of restraint.

o Itis important for organisations to regularly review whether systemic or
institutional factors, either within the home or located in the wider
system, are contributing to children’s distress or dysregulation and

consequent use of restraint.

e The impact on adults involved in restraining children has received little attention
despite physical injury, emotional/psychological distress and moral confusion
appearing common.

o Residential childcare providers need to create robust support
mechanisms that recognise these adverse outcomes and enable their
staff to recover and sustain their commitment to the children they care

for.
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As well as the provision of immediate crisis care this should include
regular reflective opportunities that enable adults to voice and explore
their moral and practice dilemmas.

It is important that provider organisations and regulatory bodies should
examine practice, policies and procedures to ensure that these do not

inadvertently exacerbate practitioners’ distress.

Children who witness physical restraint are unrecognised victims. Many have

witnessed domestic violence and their exposure to physical restraint may

reactivate their previous trauma and confirm a dysfunctional dynamic of denial

and silence.

o

Physical restraint training needs to be expanded to include focus on the
needs of the children not involved in the restraint

It is important that children and adults work together to develop an
understanding of the impact on every child of witnessing a physical
restraint, and what might be most helpful to them.

Concerns about confidentiality need not preclude children being given a
simple explanation about their peer’s distress and why a restraint was
felt to be necessary — it is their business too!

If asked by other children about the impact of a restraint on them, adults
need to be supported to find effective ways to manage the tension

between denial and shaming the child involved in the restraint.

Changes in the wider sector could support the creation of cultures of enquiry

and care

o All practitioners should have access to continuing professional learning

that incorporates the importance of understanding the meaning of
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behaviour and the necessity of hearing children’s voices, however, they
are expressed.

o External consultancy should be available in all RCC provider
organisations to support managers and practitioners to create and
maintain a containing culture where reflective practice and staff support
is embedded.

o It would be helpful if employers supported higher and further education
opportunities to deepen the knowledge and skill base for the sector as
well as aiding in staff retention. Few opportunities exist for post graduate
study that focuses on RCC with the notable exception of The MSc in
Advanced Residential Child Care at Strathclyde. Existing post-graduate
courses, however, could provide relevant learning for talented RCC
practitioners and managers but cost and course requirements make
these largely inaccessible. Courses such as those provided by the
Tavistock (D10, D10C and D10D) could strive to be more accessible to
this sector as they provide a unique approach that is particularly suited
to the complexity of the RCC environment. There is currently a dearth of
people with appropriate levels of sophisticated understanding to provide

supportive leadership, helpful inspection or containing consultation.

Summary
Using a systems psychodynamic lens in this research allowed some of the

unconscious processes occurring beneath the overt behaviour and responses of all
those involved in a restraint to be seen more clearly. It also highlighted the impact of

wider systemic factors on the process of restraints.
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The research highlighted that restraint is a hazardous intervention, not only for the
children being held but for others involved in or witnessing the incident. It also
suggested that some situations can become so unsafe that the dangers of not
intervening counterbalanced the risks of restraint. This challenges the simplistic
perspective that physical restraint can be reduced or eliminated by legislative or policy

changes alone.

The research took place in environments that provided all the requirements that
Paterson et al. (2025) suggest can protect against the misuse of restraint, and the
depth of reflection and level of understanding demonstrated by participants was
impressive. The creation of such cultures, however, requires time, resources and a
stability of key staff that is hard to achieve. Even among these participants there was
a recognition that the culture could be affected by internal changes in the staff or
children’s groups as well as external pressures or demands. The recommendations
from the research outline ways in which children’s residential care can become places
where the negative impacts of physical restraint are mitigated. In a context where the
work of RCC is devalued rather than recognised as the intensive care of children’s
services, such changes are unfortunately unlikely to be implemented. Instead,
individual workers will continue to bear the psychological and moral burden of
engaging in physical restraint and be the focus of blame when harm occurs and

children’s complex needs will remain largely unmet.

The next chapter will provide reflections on the research process, identifying strengths

and weaknesses as well as suggesting future areas of research.



182

Chapter Ten: Reflections on the research

Introduction

As well as attempting to cast a dispassionate and critical eye on the design and
process of this research, this chapter will consider the impact of the experience on
both participants and the researcher. It will also highlight the strengths and
weaknesses of the research whilst recognising that at times its greatest strengths are
simultaneously its most serious weaknesses. Finally, it will suggest future areas of

research that might strengthen or challenge the findings discussed here.

Insider research (lost in familiar places)

This study benefited from my knowledge about the research topic accumulated over a
lengthy career. This was more than a theoretical understanding — | had personally
restrained children and on one occasion, as a child in hospital, | had experienced being
restrained myself. Not only did | have a professional and personal interest in the topic
| also had longstanding and continuing relationships with all the participants. This
seemed to enable participants to reflect at depth about the physical intensity, emotional
distress and ethical and practice dilemmas they experienced when restraining
children. They expressed a sense of being known and accepted which they felt would
not have been possible with an unfamiliar researcher. Despite the richness of the
material that participants shared, being so close to the subject of the research and

having enduring relationships with participants also presented challenges.

Letting go of the known
One of the difficulties in undertaking this research was managing the knowledge that

| brought from my position as consultant in both organisations. | knew the stories and
current situations of all the children mentioned as well as being privy to important

personal information about all the participants. This posed a challenge for me in
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untangling what was data that was present in the group discussions and what | might
be importing into my analysis through my knowledge from outside the research
process. This was complicated by the reality that in their discussions all the
participants made implicit rather than explicit references to this shared knowledge. For
example, some participants mentioned their own histories or current situations in a
shorthand way that assumed a shared knowledge amongst everyone in the room

including me.

A further issue arose as | completed my analysis and began the writing process — as
some time had passed since the data collection phase of the research, my continuing
contact with both organisations meant that | knew what had happened to both my
participants and the children they had discussed. At times this made it difficult to
remain focused on the data as it was presented at a particular moment in time.
Facing up to the findings

The topic of physical restraint is contentious and the organisations and individuals who
took part in this research took a courageous decision to be as open as they were.
Moreover, the systems-psychodynamic lens through which the material was analysed
can uncover unconscious processes which might be disturbing for participants to
confront or consider. These realities might always have made the process of writing
up the research uncomfortable, this was exacerbated, however, by my continuing
professional relationships with those involved. It was at times hard to avoid the desire
to protect them and sidestep difficult issues. With the support of my supervisor, | was
able to recognise these reactions in myself and strove to address the implications of

the data fully but with respect.

The previous connections | had with participants seemed to allow the depth of

exploration they achieved which was a definite strength of the research. This was to
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some extent counterbalanced, however, by the various implications of these
relationships which may have distorted the analytic process and the writing up of my

findings. A less involved researcher may have arrived at different conclusions.

Generalisability
The research questions demanded a qualitative approach as they were posed to

explore the processes involved in restraint and examine reflections of RCC
practitioners. The research was conducted with very few participants and therefore not
generalisable beyond the context it took place. The adoption of an action research
focus, however, meant that the immediate impact of the study was intended to be on
the participants’ own organisation. The findings have affected their practice and
continue to do so as the research is alive in participants’ minds and is frequently
referred to in staff meetings. The research design, however, did include a process of
triangulation through a discussion group in a separate organisation, focusing on key
findings from the original group. The congruence between the two groups was
considerable and suggested that the findings have meaning beyond the original
organisation. Material was also shared with participants as part of a national training
programme for facilitators of reflection and action learning groups across Scotland.
Again, the feedback suggested that the material resonated strongly for them.
Missing voices

The research focused only on the experiences and reflections of RCC practitioners
and managers. This study therefore represents only a partial perspective on restraint.
Although participants were trying to understand the experience of the children they
cared for — both those involved in restraints and those witnessing them — the actual
voice of children is completely missing. It would not be possible within the scope of a

study such as this to expand the focus beyond practitioners without risking
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superficiality in the findings. Nevertheless, their inclusion would have strengthened the
study as their views and understandings might have contrasted with or confirmed the
findings. Other stakeholders who might also have provided different or complementary
perspectives on the issue include parents and families, referring agencies, regulatory

bodies and other external professionals.

Impact on researcher
This is the second time within a short timespan that | have written up a major research

study focusing on troubling and painful issues in the RCC sector. In my reflections on
the previous study, | commented on the profound emotional impact of recognising the
systemic and structural failings of the sector that affected so many care-experienced

young people.

What was more difficult to manage was some of what was revealed in the data-
analysis and writing process which forced me to question my optimistic
professional assumptions and shook my sense of myself and the professional
sphere | have worked in for more than forty years (Furnivall, 2023, p.257).

This experience has been replicated during this research. Although the focus was on
a very specific area of practice — physical restraint — the research cast a stark light on
the conditions necessary to provide a therapeutic experience for distressed children
in a residential setting. The complexity and challenge of physical restraint is extreme,
but it cannot be considered separately from the context in which it occurs. Without a
culture that supports practitioners’ capacity to understand and manage their own
responses and values their curiosity and ability to hold on to meaning, it seems likely

that much residential care will be at best sub-optimal and at worst frankly abusive.

Although the importance of a containing culture seems clear from the data it is also
likely that some of my emotional response to the material was a counter transference

response. | noticed my emerging despair as | was engaged in writing up the findings
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of this study and recognise that | was probably experiencing some of the pain and
despondency that my participants were projecting. | also have relationships with other
academics and practitioners who are trying to develop a reflective culture around
physical restraint more widely and they are encountering practical barriers and
emotional resistance. Their discouragement may also have exacerbated my emotional
reaction. As a consultant, accepting and attempting to process these painful
projections is part of the role | perform for the organisations | support. Perhaps at some

level this is also happening in this research for the wider sector.

Areas for further research

e This study deliberately adopted an in-depth model of work group discussion.
Whilst this provided very rich data that highlighted important issues about the
practice of physical restraint, these could benefit from further exploration using
a wider range of qualitative methods. It would, for example, be interesting to
conduct a documentary analysis of young people’s records and physical
incident reports or to develop case studies around individual staff or young
people.

e This study has only examined the perspectives of one group of people affected
by or concerned about physical restraint. It would be helpful to consider how
other stakeholders experience restraint particularly those who were themselves
restrained or who witnessed their peers being restrained.

e Participants in this research were working on a hypothesis that there were
negative effects on children when organisations operated ‘no restraint’ policies.
They were concerned that some children might be denied placements as their

behaviour would be too dangerous to manage without the option of physically
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restraining them. They also believed that these policies might have an adverse
impact on placement stability and lead to greater police involvement and
children becoming criminalised. Research that tested these assumptions would

helpfully illuminate this contentious area.

Summary
This chapter offered my reflections on the research, considered its strengths and

weaknesses and made suggestions for future research.
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Chapter Eleven: Summary and concluding
thoughts

In this final chapter | look again at the questions | sought to answer through this
research and consider how far | succeeded in my aims and briefly restate my key
findings. | then draw on my own professional experience to consider to what extent
changes in policy and practice have led to improvements in the quality of care for
children and in what ways they have posed new challenges. | suggest that the
continuing thread that underlies good practice and positive outcomes is the creation
of a reflective culture preferably supported by external consultation and which also

places children’s voices at the centre of practice.

Returning to the research questions
The two questions posed in my research were:

* How does a focused reflective group affect physical restraint and holding in a
therapeutic children’s home?

o What conscious, unconscious and systemic factors influence physical
intervention in RCC?

The effects of a reflective group
Participants from the Cedars were unanimous that their experience of the reflective

group had been positive and had led them to understand the processes underlying
physical restraint at greater depth. As stated earlier they had never had an opportunity
to explore their experiences and attitudes to physical restraint that was not focused on
a particular incident. They shared the overwhelming physiological and emotional
impact of restraint and their ethical distress about restraining children against their will.
Participants had felt held by the experience and as a result the weekly whole team
reflective spaces now regularly include sessions focusing on physical restraint. Their

discussions highlighted issues that had been previously overlooked such as the
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distress of children who witnessed restraints. These insights were incorporated into
training and led to changes in practice. The opportunities for discussion in the staff
group seemed to have been mirrored in the children’s group where there have been
tentative explorations between the children about the meaning and impact of restraint

from the perspective of those being restrained and those witnessing it.

Whilst the benefits of the group were clear for participants it would be impossible to
link this directly to any change in the frequency of restraints or the way these were
experienced by children or adults as these can be affected by so many other variables.
It is also important to stress that the depth of thought achieved with this group of
practitioners cannot be separated from the wider organisational culture of reflection
and supportive holding that enabled them to engage with courage and honesty.
Participants in both the Cedars and the Sanctuary groups noted how powerfully the
experience had affected them and acknowledged that it was painful as well as
growthful. In an environment that did not encourage reflection, and which devalued
vulnerability as weakness, a reflective group such as this might be actively harmful.
Defences against thinking and feeling may be the only way to survive in some
environments, and this type of reflective experience can dismantle such defences as

occurred at points during this research.

Understanding the processes affecting restraint

The research seemed to be effective in illuminating the multifarious factors affecting
physical restraint in RCC. Although the main research was undertaken in a single
children’s home, when findings were shared more widely, they resonated strongly with
other practitioners and managers. The research highlighted the complexity of the

experience and the challenges posed to practitioners in managing the ethical and
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practice dilemmas involved in responding safely to children’s terrified and terrifying

behaviour.

It became clear that no incident of physical restraint can be viewed in isolation.
Although it is possible at times to identify a particular trigger, the antecedents to the
incident may stretch far back to early events in a child’s or adult’s life as well as being
found in current personal and interpersonal stressors. The experience of restraint is
also influenced by the place in which it occurs which affects how frightening it may be
and how difficult to manage. The effects of restraint, both positive and negative,
reverberate far beyond the actual incident. There can be long term effects on
relationships and people only peripherally involved may suffer harmful consequences
from being aware of the incident. Bureaucratic policies and reporting requirements and
the rapid pace of life in RCC, however, combine to mean that restraints tend to be

perceived and dealt with as single discrete events.

The intensely embodied experience of restraint for both children and adults was clear
in participants’ accounts. They described deeply frightening and uncomfortable
experiences, most had suffered injuries, some serious, and all had witnessed the
physical and emotional pain of the children. The task for adults in this situation is to
achieve enough regulation of their physical and emotional state to be able to offer a
safe and containing experience for the child, which over time may support the
development of their own self-regulatory capacity. Whilst training can support this, it is
not sufficient without a wider containing framework of supportive structures. These
include policies that liberate good practice rather than constrain it, a clear philosophy
of care, leadership that emphasises positive values and embedded opportunities for

exploring feelings and finding meaning.
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It was clear that the participants in this research approached their task with an
awareness of the ethical and practice dilemmas entailed in their work. They recognised
the potentially hazardous nature of physical restraint and consciously engaged in
dynamic assessment of the risks of intervening in this way. This allowed them to notice
when their own defences had led to the avoidance of difficult considerations such as
the impact of restraint on other children. They conceptualised the role of a residential
worker as a complex and ethically demanding one which required continual self-
examination and a preparedness to be curious and questioning about the behaviour
and responses of others, both adults and children. They recognised that as well as the
observable behaviours displayed by children and adults there were unconscious
processes occurring within and between people. They displayed a capacity to tolerate
uncertainty and ambivalence without being driven to react and could accept hostile
projections without retaliating. Such a stance is not always apparent in RCC, and
practice is often more simplistic and reactive without a theoretical framework to make

sense of the behaviour and interactions of children and adults.

Participants also identified wider systemic factors affecting restraint. They recognised
the additional vulnerability and exposure associated with restraints that occurred in
public. They described feeling simultaneously judged and ignored on such occasions
and linked this with the negative perceptions of children in care and adults who looked
after them. Although they recognised that at some level their assumptions about the
level of judgement may have reflected their own internal ethical discomfort, these
feelings exacerbated the anxiety inherent in any incident of restraint. Physical restraint
confirms the negative perceptions of RCC held by many professionals in social work
and regulatory bodies. The scrutiny and suspicion participants sometimes

encountered contributed to a sense of not being understood and being responsible for
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keeping children safe but not being trusted with the authority to do so. They suggested
that the awareness of such scrutiny at times led adults to intervene too slowly even

when a situation was becoming progressively more unsafe.

A personal response to the findings
In examining the data from this research, | brought my own experience and insights

from a career immersed in RCC that has spanned over fifty years. The provision of
residential care has changed almost beyond recognition in this time'3. Whilst many of
these changes have provided more oversight of the care that children receive and

have improved the working conditions of staff, they have also brought challenges.

Arguably the reductions in working hours and lack of physical proximity to children
have diminished opportunities for the development of attuned and enduring
relationships between adults and children that could enable recovery from neglect,
trauma and loss. This has been compounded by the increased demand for extensive
recording and other administrative tasks that removes adults from direct contact with
children. Awareness of the existence of physical and sexual abuse in some settings
also led to the development of defensive and risk-averse practice that meant adults

were discouraged from affectionate physical contact or close relationships with

3 More children were then looked after in residential settings than foster care, usually in large groups of
ten or more. Foster care is now considered the preferred option for children unless their level of
emotional or behavioural difficulty is unmanageable in such a setting and residential care is perceived as
a poor last resort. There is evidence that this policy has increased instability for children and contributed
to the level of emotional trauma among children who are finally placed in residential care after a series of
failed placements (Cronin 2019). The structure of residential care has also changed. Many children
placed in residential care now live alone or with only one or two peers. Adults caring for children would
previously have lived on site, working long hours and often being expected to be available outside their
formal hours when necessary. Residential workers’ hours of work are now similar to those of the general
population and a strict separation between home and work is expected to be observed (Shaw and
Kendrick 2017)
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children. This practice has only been effectively challenged in the past few years

largely through the voice of care-experienced people (ICR, 2020).

As identified in the literature, social care providers in the past operated as quasi-closed
systems which meant that some became sites of unchallenged appalling abuse. In the
RCC sector lack of external accountability and an unwillingness to listen to children’s
voices meant that often abusive practice became embedded at a systemic level. This
was even represented as a cutting-edge practice, as occurred in Staffordshire with
Pindown and Leicestershire with Beck’s regression therapy (Stein 2006). Despite this,
other organisations were able to develop transformative practices in this context which
are still considered to be the foundations of high-quality care. This was particularly
evident in many of the children’s therapeutic communities. These were characterised
by a culture of enquiry and reflection and almost all had regular external consultancy.
The function that consultants can perform to protect against abusive practice was
vividly described by Whitwell (1998, p.300) in his description of Menzies Lyth’s

consultancy in the Cotswold Community.

Residential institutions are especially prone to redefining bad practice as good
practice, hence many of the abuse scandals that have come to light in the last
few years. Consultants can play an important part in helping to prevent this
because they are less likely to get drawn into a collusive system. Their job, in
my view, is to be a continuous irritant in the sense that the equilibrium is
disturbed by fresh insight and feedback, which the staff group, by themselves,
may not see because they are too defended or can’t see the wood from the
trees.

External consultancy provides more, however, than the safety of an external eye, it
can also make it possible to survive frightening and painful experiences such as those
identified by participants in this research. | recognise this detoxifying function of
consultancy both from my own experience of receiving high quality consultation as a

member of staff in a therapeutic community but also as a consultant to RCC
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organisations. | regularly feel that | am carrying away an almost overflowing rucksack
of pain and confusion when | leave after a day with RCC workers and the frequent
requests for my time suggest that this is providing some essential release for

practitioners.

Therapeutic communities also led the way in placing children’s voices at the centre of
their practice. In the community where | worked adults and young people alike were
held to account for their behaviour during the daily community meetings. If an adult
had physically intervened too forcefully or without what the young person or others
believed was reasonable cause, it would be dealt with in this space. | experienced this
after a restraint in which | allowed my irritation to be expressed by a slight change in
the way | held the child. They immediately recognised the difference and knew that
what had begun as a caring intervention had flipped to one driven by anger. The fact
that such interactions were open to discussion and reflection preserved the sense for
young people that their voices were heard and that adults could accept responsibility
for their actions. The risks of abusive practice becoming embedded were mitigated by
this culture of openness and reflection that was mirrored across the whole

organisation.

After the exposure of widespread institutional abuse in RCC | was involved in arguing
for the adoption of a more rigorous and standardised approach to regulation and
inspection (Anderson et al.,1998) which should include Local Authority provision rather
than just the voluntary and private sectors. The two major investigations into abuse in
RCC (Kent, 1997; Utting, 1997) also recommended greater external scrutiny to keep
children safe. Unfortunately, the regulatory bodies created in the wake of these very
real concerns, have at times had the perverse effect of taking attention and time from

the children themselves as Burton (2016, p.43) suggests.
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Compliance with externally set standards and quality benchmarks corrupts the
core task.

The focus in children’s homes can easily shift to providing measurable evidence of
meeting care standards to regulatory bodies rather than providing therapeutic and

thoughtful care to children.

Undertaking a therapeutic task in an atmosphere of mistrust and scrutiny is difficult
and this attitude from inspectors risks evoking a bureaucratic response from
practitioners and managers. Across the UK | have witnessed the anxiety of managers
and practitioners at the prospect of inspections which are often experienced as
persecutory rather than supportive, particularly as a negative report can realistically
compromise the survival of a home. The external scrutiny that was developed as a
response to the recognition of widespread neglect and cruelty, now seems to risk
stifling creativity and innovation and distorting practice. Moreover, some organisations
appear to have become adept at providing inspectors with the bureaucratic evidence
they require which may not reflect the actual care that children receive. This may only
become apparent at the point when a serious failure occurs in an organisation
previously rated highly, and the underlying systemic problems are ‘discovered’ by

regulators.

| had personal experience a few years ago of how easily dangerous practices can
elude the current inspection process. | and a care-experienced colleague were asked
to review a children’s home after a complaint was received. It became clear that the
culture of the home was based on stringent control of all the children. We heard very
disturbing accounts of clearly abusive restraints being used to enforce compliance with
staff demands and examples of children being criminalised when they resisted. Most

of the staff were qualified, some to higher degree level, yet they had failed to question
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the coercive control exercised by the manager. Eventually several staff were
dismissed and the home closed but previously the home had received positive
inspection reports. This is not to suggest that all or any staff set out to abuse children

but does demonstrate the corrupting impact of toxic cultures.

Although children’s homes are not such closed systems as they were, they cannot
function effectively if their boundaries are too permeable — they must be robust enough
to contain the pain and behaviour of traumatised and distressed children. This
relatively closed environment combined with the complexity of the emotional dynamics
in RCC settings increase the likelihood of abusive practices, such as the misuse of
physical restraint, emerging. This tendency cannot be resolved by inspection and
regulation alone. Preventing this type of abuse seems to require a culture where pain
and distress, whether that of the children or adults, can be heard, accepted and
responded to with compassion and care. In such cultures children’s communications,
whether through behaviour or words, are respected and acted upon while adults have
their own distress contained by robust leadership, a rigorous theoretical base and
embedded opportunities for reflective practice. Some residential childcare providers,
most noticeably those adopting a therapeutic community or trauma informed
approach, use external consultancy to support the establishment and maintenance of
such therapeutic and reflective cultures. Although such external consultancy has
continually been highlighted as an essential resource in RCC for the last fifty years it

is still rarely available to managers and practitioners.

As | was concluding my research a disturbing memory emerged. | come from a family
where curiosity was nurtured, debate encouraged, and challenge welcomed. These
skills and attributes were honed in school and university - | prided myself on my ability

to question everything and resist the crowd. Early in my social work training | had a
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four-week placement in a secure unit. It was a harsh and punitive environment. One
incident, however, stands out. Towards the end of my time there, a young boy was
found to have matches on him when he was searched on his return from a visit home.
The result of this was that every boy’s room was searched and all the boys strip
searched. The search was done without care and with the intention of demonstrating
control — for example some of the boys had Christmas presents wrapped, ready to
give to their families, and the paper was ripped off these and flung to the floor. My
involvement was peripheral but some of the boys included me in the screaming rage
they expressed. Instead of compassion | found myself feeling anger with them and a
sense of justification for what was happening. Fairly quickly | was in touch with the
awfulness of this incident and was shocked not only by the treatment of the boys but
also by how easily | was drawn in to colluding with an oppressive act. Within this setting
the ethos was one of control and domination and vilification of the boys. There was no
space to think and no capacity to make sense of the meaning of behaviour or the
unconscious group and intergroup dynamics occurring. The memory of this brutality
and my part in it emphasised for me that while restraint may at times be intended and
experienced as an act of love and care, it holds within it the potential to be an abusive
expression of hatred. Although the stark brutality of the environment | describe is
unusual, when adults have to continually absorb stress and pain and have no place to
safely express and examine their negative emotions then love and good will become
steadily eroded. In the absence of protective structures such as value-based
leadership and externally supported reflective spaces, the distress and despair that
swirls below the surface of most RCC settings may too easily become enacted through

a slide into abuse.
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Appendix 1 Hard Decisions

Figure 10 Hard Decisions Flow Chart
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Appendix 2: Research Documentation
Participant Information Sheet1

The Tavistock and Portman m

i NHS Foundation Trust
Information Sheet oundation Trus

The purpose of this letter is to provide you with the information that you need to consider in
deciding whether to participate in this study.

Research Project: Restraining self and others or holding and being held? An in- depth
exploration of restraint and holding in residential child care.

Researcher Details: Judith Furnivall, Part-time Professional Doctorate student at the
Tavistock and Portman Trust

Address: Flat 2, 56 Bentinck St, Glasgow, G3 7TT

Email and phone number: info@judyfurnivall.co.uk 07843017945

Supervisor Details: Dr Simon Tucker
Address: Directorate of Education & Training, Tavistock Centre, 120 Belsize Lane, NW3 5AB

Email: drsimontucker@icloud.com

This project has been approved by the Tavistock Research Ethics Committee

Project Description

Physical restraint in residential child care is a distressing event for all concerned. It can involve
injury to children and adults and can cause lasting psychological harm. Many children, in
residential settings, however, are severely dysregulated and emotionally reactive which can
lead to outbursts of physical aggression and destructiveness where adults have to intervene
physically for their own and others safety. This research is seeking to explore the various
factors, conscious and unconscious, that affect how physical restraint occurs in residential
care settings for children, as well as examining the impact of a focused opportunity for
reflection on the issue.

If you decide to participate, | will interview you individually to provide an opportunity for you to
ask questions and raise any concerns you have, as well as to explore how your own
experiences, both professionally and personally, affect the way you view and participate in
restraint. You will then attend five group meetings with other colleagues, once a month for five
months. We will use the group to explore the experience of physical restraint through reflection
and creative methods to try and identify and understand the various processes happening in
and between people (adults and children) before during and after incidents of restraint. Whilst
maintaining the confidentiality of the detailed content of the group, participants will be
encouraged to discuss the insights achieved with colleagues outside the group and bring their
reflections into the next meeting. These feedback loops allow a continuing interaction between
research and practice. After the final group | will then interview you individually to allow you to
reflect and debrief on the group experience as well as to discuss anything that you did not
wish to share more publicly. Both your individual interviews will last a maximum of 45 minutes.
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All the interviews and group sessions will be audio recorded and transcribed. Any creative
productions will be photographed and stored digitally.

It is likely that this experience will have some direct impact on practice that is specific to your
organization, but there are also likely to be insights that are more widely transferable. These
will be used in a focus group with residential workers from another organization to test whether
they resonate with them and identify any differences.

Although we will be exploring difficult issues that may be distressing for you or others, it is
unlikely that this will be any greater than that incurred in your normal work experience. | will,
however, be available on the day following each group for individual support if required. This
research has the support of the managers, and the usual supervisory and reflective
opportunities will be available to all participants. In addition, the consultant psychotherapist
can be available for additional support where needed.

Confidentiality of the Data

Consent forms will be kept in a securely locked filing cabinet. All other data will be kept on a
password protected laptop and backed up to a university server. All interviews and groups will
be audio recorded using a digital recorder. These recordings will be uploaded to a password
protected laptop as soon as possible. All audio files will be transcribed and individual and
organizational names de-identified at this point. Any creative productions will be preserved
through photography and stored in the same way. Data will be kept securely for ten years and
then destroyed.

Within your organization there will be limits to the confidentiality and anonymity of the data.
Your participation in the project will be known to all your immediate colleagues and the design
of the research requires some of the content of the sessions to be fed back to the wider staff
team. The detailed content of the sessions will remain confidential, and any direct quotations
or creative products will be de-identified. Nevertheless, it is possible that your contributions
may be identifiable by your close colleagues. The organization and individual participants will
be de-identified in any wider dissemination of the findings. There is still, however, a very small
possibility that the organization may be recognisable within the residential child care sector
because of the specialised nature of your work.

Any information that raises issues of safeguarding cannot remain confidential and appropriate
sharing of information will be negotiated. All research also has legal limits on confidentiality
that may mean that information has to be shared if there is a clear legal basis for this such as
a subpoena.

Location

The group discussions will take place at your normal place of work. The individual interviews
will be online at a time that suits you.

Dissemination

Initially this research will be published through a doctoral thesis which will be held in the
Tavistock and Portman Library and may also be published online. There may also be additional
publications in both academic and professional journals. Insights may also be shared at
conferences, workshops, seminars and other professional groupings. Any of these may
include direct written quotations from both interviews and group sessions as well as
illustrations of the creative work you produce.

Disclaimer

You are not obliged to take part in this study, and you are free to withdraw from the process
up to one month after the final group. Should you choose to withdraw from participation you
may do so without disadvantage to yourself and without any obligation to give a reason. This
will not affect your employment or your support in any way. If you wish, all unprocessed
individual data will be removed as far as possible and destroyed. It will not be possible to do
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this with the group sessions although it will be possible to ensure that your contributions are
not directly referenced.

Tavistock and Portman Trust Research Ethics Committee

If you have any concerns regarding the conduct of the researcher or any other aspect of this
research project in which you are being asked to participate, please contact:

Beverly Roberts, Interim Head of Academic Governance, academicquality@tavi-port.nhs.uk
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Participant Information 2

The Tavistock and Portman m

i NHS Foundation Trust
Information Sheet oundation Trus

The purpose of this letter is to provide you with the information that you need to consider in
deciding whether to participate in this study.

Research Project: Restraining self and others or holding and being held? An in- depth
exploration of restraint and holding in residential child care.

Researcher Details: Judith Furnivall, Part-time Professional Doctorate student at the
Tavistock and Portman Trust

Address: Flat 2, 56 Bentinck St, Glasgow, G3 7TT

Email and phone number: info@judyfurnivall.co.uk 07843017945

Supervisor Details: Dr Simon Tucker

Address: Directorate of Education & Training, Tavistock Centre, 120 Belsize Lane, NW3
5AB

Email: drsimontucker@icloud.com

This project has been approved by the Tavistock Research Ethics Committee
Project Description

Physical restraint in residential child care is a distressing event for all concerned. It can involve
injury to children and adults and can cause lasting psychological harm. Many children, in
residential settings, however, are severely dysregulated and emotionally reactive which can
lead to outbursts of physical aggression and destructiveness where adults have to intervene
physically for their own and others safety. This research is seeking to explore the various
factors, conscious and unconscious, that affect how physical restraint occurs in residential
care settings for children as well as examining the impact of a focused opportunity for reflection
on the issue.

| have undertaken the first stage of this research in a small therapeutic home in England. This
involved individual interviews and five group experiences where we explored the

experience of physical restraint through reflection and creative methods to try and identify and
understand the various processes happening in and between people (adults and children)
before during and after incidents of restraint.

If you agree to participate you will take part in a single two-hour focus group where the insights
from the first stage of the research that appear to be transferrable across contexts will be
shared. The purpose of the group is to check whether these insights resonate with staff in a
different type of organization and in a different regulatory context. Where appropriate,
participants may wish to share their own experiences of physical restraint to compare and
contrast with the insights being offered.

Although we will be exploring difficult issues that may be distressing for you or others, it is
unlikely that this will be any greater than that incurred in your normal work experience. | will,
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however, be available on the day following the group for individual support if required. This
research has the support of your managers and the normal supervisory, reflection and external
counselling opportunities will also be available for participants

Confidentiality of the Data

Consent forms will be kept in a securely locked filing cabinet. All other data will be kept on a
password protected laptop and backed up to a university server. The group will be audio
recorded using a digital recorder. This recording will be uploaded to a password protected
laptop as soon as possible. The audio file will be transcribed and individual and organizational
names de-identified at this point

Within your organisation there may be limits to the confidentiality of the data. Your participation
in the project may be known to some of your immediate colleagues and it is possible that your
contributions may be identifiable by them. The organization and individual participants will,
however, be de-identified in any wider dissemination of the findings. There is still, however, a
very small possibility that the organisation may be recognisable within the residential child
care sector because of the specialised nature of your work.

Any information that raises issues of safeguarding cannot remain confidential and appropriate
sharing of information will be negotiated. All research also has legal limits on confidentiality
that may mean that information has to be shared if there is a clear legal basis for this such as
a subpoena.

Dissemination

Initially this research will be published through a doctoral thesis which will be held in the
Tavistock and Portman Library and may also be published online. There may also be additional
publications in both academic and professional journals. Insights may also be shared at
conferences, workshops, seminars and other professional groupings both in person and on
digital media. Any of these may include direct written quotations from the focus group.
Disclaimer

You are not obliged to take part in this study, and you are free to withdraw from the process at
any time up to one month after the group. Should you choose to withdraw from participation
you may do so without disadvantage to yourself and without any obligation to give a reason.
This will not affect your employment or your support in any way. It will not be possible to
completely remove your data from the focus group though it will be possible to ensure that
your contributions are not directly referenced.

Tavistock and Portman Trust Research Ethics Committee

If you have any concerns regarding the conduct of the researcher or any other aspect of this
research project in which you are being asked to participate, please contact:

Beverly Roberts, Interim Head of Academic Governance, academicquality@tavi-port.nhs.uk
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Consent Form

The Tavistock and Portman [L‘HE

NHS Foundation Trust

Consent to Participate in a Research Study

Restraining self and others or holding and being held? An in- depth exploration of
restraint and holding in residential child care.

If you consent to take part please tick and initial each box and sign

| have read the information leaflet relating to the above research study in which | have been
asked to participate and have been given a copy to keep. The nature and purposes of the
research have been explained to me, and | have had the opportunity to discuss the details
and ask questions about this information. | understand what it being proposed and the
processes in which | will be involved have been explained to me.

| understand that my involvement in this study, and identifying data from this research, will
remain strictly confidential outside my organization within the limits outlined in the participant
information sheet. Only the researcher will have access to this data. It has been explained to
me what will happen once the study has been completed. | agree to the publication of my data
in de-identified form in this doctoral thesis and any future academic and practice format as
well as in conference presentations.

| hereby freely and fully consent to participate in the study which has been fully explained to
me. Having given this consent, | understand that | have the right to withdraw from the research
at any time without disadvantage to myself and without being obliged to give any reason. |
understand that my individual data can be withdrawn up to one month after my last
involvement in the data collection process.

Participant’'s Name (BLOCK CAPITALS)

Researcher’s Name JUDITH FURNIVALL

Researcher’s Signature
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Organisation Agreement 1

This letter is to confirm that | am happy for staff from my organization to take part in the
proposed research that Judith Furnivall is undertaking for her professional doctorate at the
Tavistock and Portman Trust. | have discussed this fully with her and understand the
requirements of the research. | understand that the focus of the research is on physical
intervention in residential child care and will involve a maximum of five participants across
the organisation. | recognize that each participant will have two individual interviews and
attend 5 monthly group sessions. | also understand that the anonymity of both the
organisation and individual participants will be protected.

Registered Manager
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Organisation Agreement 2

To whom it may concern

This is to confirm that | have discussed the proposed research project , “Restraining self and
others or holding and being held? An in- depth exploration of restraint and holding in
residential child care”, which Judith Furnivall is undertaking for her professional doctorate. |
understand that this will involve a single focus group with a maximum of six participants and
will last two hours. | have been informed that this will be audio recorded and transcribed but
that all participants will be anonymised, and the organization will not be named in the thesis
or in any other publications or dissemination events. On this basis, | am happy for staff from
this organization to take part.

Head of Care
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Interview questions

Restraining self and others or holding and being held? An in- depth exploration of
restraint and holding in residential child care.

Interview topic guides

Interview 1:

Having read the participant information sheet are there any questions, concerns,
reflections you wish to share before the groups start?

What did you know or understand about physical restraint before you joined this
organization?

Are there aspects of your own personal or professional history that affect your
perspective on and experience of physical restraint?

Interview 2:

Looking back on the group experiences as a whole are there any reflections you wish to
share?

Is there anything you would like to discuss or comment on that you felt unable to bring up
in the group setting?

Has your perspective or practice around physical restraint changed at all in the last six
months?

Exploring these issues was a challenging task — how have you been left feeling? Do you
require any further support?

What was the impact on you and the research process of my existing role as a
consultant?
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Appendix 3 Letter to Directors

The Tavistock and Portman [L‘HE

MNHS Foundation Trust

Dear Directors,

| would like to formally record my thanks for allowing your staff to participate in the
research for my doctoral thesis examining the psychological and social dynamics
involved in physical restraint. | believe this took considerable organisational courage
and | am pleased to say that the findings of the research will be important not only for
your organisation but also for the wider residential child care sector.

This was an action research project that was always intended to influence practice
directly within your organisation as well as informing the wider debate around ysical
restraint and other restrictive practices. The group has already shared some of their
reflections in the staff meeting but | felt it was important that | also wrote to you all
formally to identify the key themes and possible practice developments that might be
helpful for you to consider. | would first like to acknowledge the honesty and courage
of those who participated in the group and | believe this was made possible by the
quality of support and containment provided for all your staff. As you know | have
worked all over the UK and beyond and this level of support is unusual but has clear
benefits as was demonstrated in this project.

Key Findings

e Although this was a very experienced group of staff, some of whom had senior
roles, the physical, psychological and moral costs of physically restraining
severely distressed children were very apparent. All of them agreed on the
importance of intervening physically to provide safety and at times emotional
containment for children as well as at times ensuring the stability of placements,
but the potential risk of physical injury and concerns about longer term
psychological damage both for children and adults were also recognised.
Physical restraint was justified as a lesser harm, but staff still described
wrestling with the ethical dilemmas this practice posed for them. Having clear
criteria for initiating a restraint was felt to be very important but they still felt
ethically compromised. Staff also identified the importance of having trusting
relationships with each other in situations where at times they felt that they were
dealing with life and death levels of risk. You have created a culture in which
such relationships can thrive but this requires constant monitoring and support
to ensure its continuity.

e Staff were clear that any incident of physical restraint could not be properly
understood without taking into account multiple contextual factors including:
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o The individual child’s history and current experiences in their family,
school and community as well as within the home itself.

o The past and current experiences and emotional/physical state of the
adults within the home.

o Where and when the incident took place

o External pressures from social workers, inspection and regulatory
processes and the perceptions of the wider public.

The depth of knowledge your staff have about the children and each other
seems to contribute to their capacity to understand the factors that may lead to
a restraint and also how to de-escalate wherever possible. It also enables them
to support the child and each other when restraints do occur. The multiple
organisational support mechanisms in place also provide opportunities for the
safe expression of difficult feelings and the space to reflect on and make sense
of these incidents. Some of the regulatory requirements for the recording of
incidents, however, caused concern that some of this understanding could not
be reflected in the lasting record of the event.

The contributions from participants highlighted the complexity of working
effectively with dysregulated young children with such distressing histories.
They described often having to navigate a tightrope between potentially
opposing negative outcomes. This included, for example, taking the risk of a
child being unable to manage a particular situation which might end in a
restraint versus preventing a child having the opportunity to learn how to self-
regulate and thus develop the resilience to manage future challenges. The
research group was helpful in clarifying some of these issues which are not only
relevant for you but across the sector.

A key finding of the research was the recognition that the other children in the
home are often invisible victims of a restraint. Not only do they experience the
immediate loss of attention and time from adults who are important to them they
also witness (or hear) frightening interactions that may reactivate their own
traumatic histories. Moreover, they may be supported through these situations
by some of the less experienced staff members who may be struggling to
contain their own emotional reactions. You have an excellent system for
identifying in a participative way the most effective responses to help de-
escalate difficult situations for individual children. It would be worth instituting a
similar process for discovering the most effective ways to support individual
child witnesses of restraints during and after such an event. It would also be
helpful to provide space in the children’s meeting to allow children to reflect on
the impact of restraint in a non-shaming way.

Although participants were unanimous in recognising the level of support
provided for regular debriefing and reflection, they felt that the research group
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was the first opportunity they had had to examine and reflect on their
experiences of restraint in general rather than about a particular incident. They
felt that this was an opportunity that should be afforded to all staff. It would be
helpful if the weekly reflective sessions could on occasion be devoted
specifically to physical restraint and its impact on staff and children.

| am sure you will be glad to know that the findings from the research resonated
with very experienced managers from the other organisation involved in the
research. This work has relevance across the entire residential child care sector
and beyond into other organisations such as adult care, health services and
criminal justice settings. | hope to submit the final thesis by September this year.

Thank you again for your support and the time and expertise of your staff.

Yours sincerely

Judy Furnivall

(Independent Consultant and Doctoral Researcher)
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Appendix 4 Themes and subthemes
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Training important
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Navigating difficult choices

Navigating difficult
choies

Crisis decision making

Life and death

Discomfort about use
of power

Ethical dilemmas

Unsure if it's ever right

What are the
alternatives?

Continual guilt and
shame

Opportunity for
restraint not to happen

Extremity of risks

Balancing risks faced

Allowing individual
worker to manage
situation alone

Blank expressions

Hiding injuries -
colluding with
domestic violence
dynamic

Seeking congruence

The desire to mask
and minimise
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Children as witnesses
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The external world
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Retraumatisation

Skewed perceptions

Lack of awareness of their
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support
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responses

Confused by public
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judging

Anxiety about online
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restrained

Anxiety about inspections -
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Pressure to get recording
right

Changes in social workers
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depth of children's
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Appendix 5 Timeline data

Potential antecedents of restraint

Distal Factors

Evidence

Social attributes

At times with Jamie and Liam they'd start running around and it felt really uncomfortable and very sexualized but not
named at the time. And it was better, it was definitely better that they were separate, else it was going to be we're
sharpening sticks and we're coming, and it would be they were going to come and get the adults. So, it was intervene
early and keep them apart. And it might have been me and Kenny or there was definitely a gender... it felt like an all-
boys kind of situation. So, it was probably rarer, but there was something like happening between all four of us, and |
think it was, it was like - not testosterone- but it was something of that kind of ilk of that, you know, it was literally they
wanted to sharpen sticks and go hunting (Antony, Group 3)

Changing personal
characteristics

[increased strength/size], one of our children now, he is getting to the point where he's like needing five people to hold
him...Because like the restraint the other day with five, it was like our manager, Steve, our other manager Sarah and it
was three other like well experienced members of staff. And it like took all five of them to hold him.

(Sally Interview 1)

Children’s histories

you know their background and how restrictive certain things have been and how things have been out with their
control and how like adults have abused like, their control with them and in your head and your heart like you know, like
you're doing this like to protect them or keep them safe, or others safe but it's like when you get called like a child
abuser, child beater or a paedophile or a nonce - they're not words that you take lightly even though you know that
they're getting said because of the situation, getting like them names and that is like it's awful to think that you might be
putting the same fear and feelings into them as what it has been in the past and that has been an adult abusing the
control and they taking what they want and having no regard for the child (Sally Group 4 )

Personal
anniversaries

we do see like a higher number around like contact, birthdays or memorials — like one of our children lost their grandda
at the beginning of January, and, although we knew what it was round about that time, she couldn't bring herself to say
until it was the day that she'd been told that he passed away,((Sally Interview 1)

Shared key events/
rituals

then | looked completely different that night, because it was Halloween. So, | had put like a day of the dead sticker
thing on me face. So, like, everything about me was kinda - my voice hadn't changed or anything, but my face was and
my hair. And that was massive for her. Like, because once she started picking everything off my face, and she was
rough, but not rough enough for me to be like stop. Once though it was like the more of my face she started seeing and
the more she started seeing me smiling and laughing the more she recognised me and being able to tolerate us (Sally
Group 5)
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Adult’s histories

well with me having ADHD as | was growing up, obviously, my dad he used to like he was very like firm and kind of
punishment kind of thing. It was never really like restraint or anything, but | have discussed like there was once like he
tied me up to the bed and they left me and stuff like that. So, like, that type of restraint. Like | now know was wrong, but
at the time, although | was like, you don't enjoy it. You don't know that's wrong kind of thing. Where now working here,
obviously seeing how we restrain the children and what criteria needs to be met and everything like that. It changes it
changed my perspective of like, what was acceptable for my childhood. (Sally Interview 1)
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Current
personal/family
factors outside the
home

Evidence

Children’s current
family, school and
community
experience

Hang on, you said that word at school. And | know what this is about. Now ['ve got it, I've got a navigation
point". But because | was so pleased at having a thought that linked. | did smirk. And then so then having
to explain what it was saying "I think, you know, this is how you seem to be feeling. And I think this has
something to do with school" and instead of the "GET AWAY!" it was a "Right". They let you in. And
sometimes you navigate that kind of the say "Don't talk about my contact" and you think "Right, okay, |
know the lie of the land here. I'll just, I'll just stay" and like, that's where Hermione is with me now. She
doesn't want me to talk about any of those issues, she'll throw the picture of Keith {her brother} at me
normally and then I'll just know that it's family and | just stay with her. And we don't talk. And if she wants
something she'll ask me. (Antony Group 3)

Adults’ current home,
family, community and
personal experiences

- particularly the early days would be coming was bites and marks of kind of injury. And being told, not
always tongue in cheek, why don't you just deck them and there was there was always that barrier even
it's the closest people around of the difference between what are your what we actually do what would be
good because I'm not suggesting they would be really meaning that but it was that kind of the people
closest could not understand (Antony Interview 1)
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Current
emotional and
social factors
within the home

Evidence

Children’s group
dynamics

when Sam first moved in, she could not bring up anything that Max made her feel, she was just petrified of him,
unless she was actually angry at the point when she'd throw a shoe at him back or something like that. But now she
does it a lot (Faye Group2)

Children’s and
adults’ relationships
with each other

his other key worker, he had an accident, so he was off for quite a bit. So, at that time, he only had like one key
worker. But she only does one shift a week on the floor. So, there was a lot of like restraints over how he felt alone,
and that he had no one and that he'd gone from having all these people to now like having no one. (Sally Interview 1)

Adult group And you know, as well when you’re on, when you're on a team that's got the experience, you know, as well that

dynamics they're gonna be thinking probably the same as you they know that it's gonna go okay, you're at this point now, it's
only gonna go this way. (Kitty Group 3)

Management after that experience, {in a different setting} when I had to speak to my managers, | was very upset about this. So, my

support/ thought of physical intervention was not that it wasn't a great thing to use, but it was what is the backlash gonna be for

expectations me personally in using it. Thankfully, when | came here and | was taught CALM, which is very different, and knowing

that the supports were in place for me, I then felt more confident in using it and knowing that | was | was going to be
using it in the right situation, | would have that support from the staff and the managers around me. But at first
physical intervention was something that | wasn't...l was dubious about (Kitty Interview 1)

Impact of external
pressures or scrutiny

from the comments of having too, too high holds, and not enough de-escalation. And we're not doing this. And we're
not doing that where, from a from someone walking in and looking at paperwork that might be the case but when
you're in a real life experience of a child who can quite easily break your nose, and has attempted to and has cut
people’s faces open with spoons and with Lego, then you say, that's great but in that situation, I'm going to hold that
child because he is causing physical harm. (Kitty Interview 1)
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Immediate Evidence
Triggers
Sensory or No one goes to White Rose Park ...it's always, “Oh, you're definitely part of the team if you've been in a Pl, in White

environmental triggers

Rose Park”. So if we've got that, concept, these kids must, as well with regard to White Rose Park... You go there to
prove it wrong. We have done and now we we do go through the park and, there isn't any restraints. But when | first
started, that's what it was. I've sat down in planning and got told "If we go through White Rose Park." and someone
else went "Oh the curse of White Rose" (Faye, Group 5)

Child’s extreme
response to distress

| want to add the cars rushing past - the literal feeling of this is, this is a life or death literally, if he gets out of this car,
he's running on the dua al carriagewaynd that's kind of why | put his feelings or what he was saying in red, because
it was just anger it was just all his emotions (Faye Group 4 Picture 3)

Adult’s anxiety/ fear

I've said about the anxiousness, the anticipation, the stress. If you've come in, in if there's been a restraint the night
before, you think hope there’s not another one tonight and it's what you would just say just like, has it been
resolved? Was that restraint enough to resolve what was going on for them? Or is it still going on for them? So
tonight, it's going to happen again and then we're going to have another replay if at all (Kitty, Group 5)

Adult insensitivity

A young person was showing that they're in an agitated state, was doing gestures that | later would know would be
part of their repertoire of saying that they were starting to escalate. But even to someone that didn't know them very
well, she was punching her fist into her other hand to make a kind of punching sound and saying, “do you want
some of this?” So, they, the signs were fairly obvious that it was a more threatening gesture. And maybe me who'd
never been in a fight and never had to deal with the situation where someone was deliberately offering violence. |
suppose she said she was gonna punch me, and | said, “you're not going to punch me”. And then | remember
getting up off the floor. (Antony Interview 1)

Communication
breakdown

It was in the playroom, and | was holding him but using a lot of force to keep him still. And it was, he was wanting a
cuddle off Sarah, and I think it ended with saying, “I'm gonna let go.” And he's still, to me all that, you know, this is
my justification, | need to hold him. And it was one of those where, you know, it was a nod and "are you okay? I'm
about to let go now" And he did just you know melt into Sarah, and he had bruises on his arms from like how hard ...
and it was, you know, the kind of locked arms and it's, it's that's what as soon as power was mentioned. And that's
what stuck out to me because it {Very long pause} | don't know. Everything, like the rationale in my head was I'm
closest, I'm going to initiate the PR, and this is the reason why. But it's recognising though, you know, where - like at
that point it was Sarah, at another time that somebody else would be better. And you know, we have this whole thing
of, "I'm not going to let you have this person because you're not going to control and dictate"” and like there's that
other level of sometimes they know exactly who can soothe or what's going to help. And we keep that away and say
"no, this is my restraint. This is my issue that I'm now going to help you with" (Antony Group 4)
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Different processes that may be involved in an incident of restraint

De-escalation

Evidence

No attempt to de-
escalate - restraint
as first option

And it's once you're trained in PI, that's their ‘go to’. It's not de-escalation, it's not trying to understand and make things
safe, it's a ‘well just restrain them’. And it's simply, purely, because they have the power that they can do it. (Faye,
Group1)

Leaving it too long

And last resort doesn't mean that you've went through all the de-escalation techniques before. Do you know? So on
one hand, you're trying to say, let's reduce this. Let's not do it as much as we can. But the other hand, you're going uh
huh, because that child was really not feeling very safe. (Kristy)

| think before, we were too quick to intervene, yeah, whereas now, | think some people are going “No, no”, and | think
sometimes you really need to get in there. (Moyra, Sanctuary Group)

Child seems to be
asking for restraint

like when they feel like they're literally going to fall apart. And the only way they can get it is through restraint and even
you can feel like those ones where you think 'I'm trying everything' you know, like I think we would again, to
summarise, go, 'it was as if they wanted to be held'. And you can see some sometimes, like they're not goading you
into it. But just like saying, 'l need this'. And you can offer everything else in between (Antony Group1)

Understanding
children’s individual
emotional and
sensory needs

in the last year, we've really focused on like, yeah, their strategies to help bring them down. And like, yeah, and like
that are all specific to the kids. And | think like, we're all more attuned to like what child needs what to like to bring
them down (Sally Group 2)

Attunement
through
relationship

there are the times when someone else will say -and that's when you got the level of trust is different- where you go
in and you say, I'm ready for restraint, the criteria has been met and someone else will say, "No, I've got this" and they
will go into that room alone, or they'll, and | think that happens far more often, where someone will say “I'm connected
with something - you're seeing a risk of me getting hurt and the risk is still there. It's very real. But | think | can do this”
(Antony Group3)

Co-regulation

because in the past people who've been angry with him have hit him strangled him, and he can feel that same feeling.
And it was like play acting because, because | wasn't calm, | wasn't regulated, | was just putting on this, you know,
mask. Whereas the difference now is the, you know, sitting and being calm. And you know, showing things like
regulating the heartbeat and having that skin, we're not skin on skin, but that kind of direct touch so that they can hug
and feel the difference in what it's doing and talk about adrenaline states and like it's, it's the time with my key child
now it's the tiniest little things. So it's the, the look, whether it's a smile or a smirk and not fitting what the situation
would be the angry face, the heartbeat, the quivering voice, it's those little kind of micro indications that someone is
becoming dysregulated and | think that they, particularly recently, that's been my kind of the experience of
coregulation and you know like being them being so aware and saying like ‘you need to calm down’ or ‘you need this’
or like it'd be in a kind of reciprocal and both ways interaction. (Antony Interview 1)
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Physical and

psychological We came out and Bethany just went "We need to be ready" sort of thing. So literally, you saw me, Keira and Bethany

preparation go in, watch off, rings off, necklace off. Alright, you go in that toilet, I'll go in this one and you two there. And we're
literally taking turns to go in the toilet. (Faye Group 3)

We tried to give him space, we tried humour, we tried all the de-escalation, and he started throwing things. Okay, right.
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Beginnings Evidence

Signalling to colleagues | is | say all the time when I'm training and I'm like, "This is what you saw in training -you say like on 3 ...1, 2, 3. And"

to initiate but | was like "in real life it'll literally just be a glance, and everyone has their own little thing". So, | say to them "if |
feel like it's, it's building up to a restraint. You'll see me take the watch off." (Kitty Group 3)

Losing a sense of child | ... But that's also my emotional protection in that first moment of, it's no longer me and this individual (Antony

and self as whole Group 1)

individuals

Sometimes feels like a that was like the first my experience of that, and it being, it feeling like a tussle and a fight. You know, trying to stop

fight Soraya getting, breaking into the office, which she had already done, to get to a dog, and then to get the adult who

that dog belonged to, and | moved her and between where we ended up, you know, it was holding whatever could
be held away from joints and like, you know, what, what CALM would teach us would have been described on the
form, and then into a room, but feeling like, that was not CALM, that was not the same. (Antony Group1)

Difficulty getting into like Sam once saw a Pl with Max. And it was like, really, like, it was really not a good one. And we're ended up like,
and maintaining a hold | basically Sam described it as we pinned him to the floor, which | think is probably quite an accurate depiction of
what it was. And it was just kind of like, oh,’ yeah, like, that's what you do.’ It's like, ‘Yeah, but that wasn't like, how
we should do it. That was us getting safe so we can hold him properly and stuff.”’ (Sarah Group 2)

Impact of environment | when you try to explain how that you've got potentially got into that situation because I've been in one where I've
been under a cricket cover. And | haven't been able to do a calm hold because I'm under a cricket cover. But |
needed to get out, | needed to restrain the child so | could then get out safely, and | had to try and explain what on
earth | was doing at that point. But making it justifiable.... if you're not in like an ideal space, that in here [the
lounge] is an ideal space in the sense -you've got your chairs, you've got the floor, you've got the space. When
you're in a shopping centre, caravan, as you say, ... that isn't an an ideal space (Faye Group 1)

Good technique and because we just knew, and we knew how it worked. We knew what was probably better for someone, like for her
experience make a than it was for me and best places to hold him and the best hold for him. And you know, as well when you’re on,
difference when you're on a team that's got the experience, you know, as well that they're gonna be thinking probably the

same as you they know that it's gonna go okay, you're at this point now, it's only gonna go this way. (Kitty Group 3)




242

Middles

Evidence

Pain, distress, discomfort,
physiological arousal for children
and adults

I put his feelings or what he was saying in red, because it was just anger it was just all his emotions and
then the blue trying to be calming and the green was trying to recognise the feelings but the feelings at
the top were not only his, but it was ours at the time. The glasses on the side as you say taking away all
the sight the arms were jolty because that's where I'd just been bit. And my arms are absolutely killing.
And we do that all the time. Where we end up getting injured. So difficult to hold. You're hurt but then
they're hurting everywhere else which is why he's then all jolty because he's hurting everywhere. And as
| said, that's why the car goes round like that, because | can exactly fit all the sort of chaos in it was all
just enclosed in one place. (Faye group 4, Picture 3)

Child’s terror may be expressed
through screaming and violent
struggle

she was head butting ....as part of one of the techniques that we use, the head is free. So, they're able
to do that.... and she was screaming rape because that gets people's attention. And so, it always
screams (Antony Group 1)

Individual adults appear to be
violently targeted

I've had a lot of like very targeted violence and stuff like that. So, for me, it's like it can feel very different
as well because sometimes it can feel like personal where a lot of the times when it is one of the kid’s
distress, it's like, it's anyone who gets in their way. But it does feel very different when it's like it's “I'm
gonna get you specifically” (Sarah Interview 1)

Adults may have range of internal
responses: concern, care
dissociation, anxiety, anger, but
likely to display ‘blank face’

I think you're right. Like, we must just look like robots, to the kids in it or to if any children are walking
past us, because what fears do you have on your face? In that situation? You don't want to look angry,
you don't want to be sad, you don't look happy. So yeah, we just must look potentially even like
emotionless? Because what, what emotion? (Kitty Group 4)

Verbal accusations and threats
from child

when the kids are shouting like, ' You're abusing me you're a paedo, you're hurting me." ( Sally Group 2)

‘Change of face’ - adults swap to
attempt to reduce tension

I'd been trying to support Max and he'd been really targeting me, and we'd done a change of face, and
I'd come away and then I'd gone out and sat downstairs (Sarah Group 2)

Adults use repetitive mantras —
‘this will end’ ‘you will be ok’ to
calm themselves and child

| always think about that "this will end" like you say that you're fully saying that for yourself aren't you
because honestly, it feels like it’s never gonna stop (Sarah Group 4 Picture 3)

through the trauma and through those events having that phrase or that mantra really helps because you
do get some that are like the rite of passage or feels like it's never gonna come to an end because
there's just so much... (Antony Group 4 Picture 3)
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Endings

Evidence

Violence escalates — police called

She had broken through a window, used glass to stab at people, had ended up spending a night in
the cells. And there was an interim kind of emergency restraint. But she then had been held by the
police and incarcerated afterwards. (Antony Group 1)

Bodily changes. Child begins to
relax

We feel it in the feel in every part of the child, or everywhere that you’re connected, that that stiffness,
that resistance. It's like every bit of them's uncomfortable, not just like, not getting enough blood
through but it's there's just a tension. And then some point, there's a relaxation, whether it comes with
laughter or the time of where it leaves it floats away (Antony Group 5)

Sounds change -screaming turns to
sobbing

and this sounds awful but their screams, there are screams from it from the beginning, but there's just
something about them changes whether it's the tone, whether it but you can hear that it's no longer
it's no longer a fight, a fight scream, it's more a wail it's more of a an emotional... obviously there's
wails all the way through, but there's just something about it that you just feel is now so different and
it's more like that breakdown cry than the fight cry (Kitty Interview 1)

Child may seek hug/cuddle

at the end of it, they want you to hug them and like they want you to like, spend time with them.... and
they want like cuddles, and you're they want you to care for them (Sarah Group 1)

Occasionally child may be able to
express and explore their feelings

I feel like sometimes it actually helps get out what they need to get out, because a lot of them really
struggle with their feelings about what goes on in their life, having someone, not force it out in a way
but assist the child in getting it out verbally instead of physically (Faye Interview 1)
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Overall Feeling

Evidence

Primitive terror. Life,
death and survival

It's horrible.. it's life or death for residential workers, and you can't control the conditions (Donald, Sanctuary)

Control / compliance
achieved through
coercive power

I've been in a situation where there wasn't, it wasn't even necessarily a violent incident. And yet they still restrained a
child. And that's a massive issue | find around physical interventions is the sense of power that some people get - not
here. I'd say I've never experienced it here. (Faye Group 1)

Unsatisfying —
underlying distress
remains hidden

So that this morning coming in, trying to do handover actually there was no resolution of Max being heightened and
heightening himself up so ........ but when we had our Pl we got yes, we got stuff. "l wish | was in juvie. I'm a bad
person". But we never really got - we got a bit about "I'm worried about school” but we never really got a resolution as
such.

Part of a repetitive
cycle

| wanted to do something that was like the cycle. And, you know, wasn't supposed to be conclusive. But there's a
difference in emotions and the chaos. And, although | tried to generalise, it was based on, it was Liam and being
stuck in that cycle with Liam. And so, the poster we used to have individual photos. And during one of the events, and
it was a time when you pretty much knew there was going to be a PI, and it changed how you thought because it
wasn't a "what can do to avoid it? it was "at what time of night is it going to be?" And it would be the whole room, and
you'd end up stepping into the chaos. And there was a point where my photo would be in there. And it was a lovely
one of us together on holiday dancing, and he took it off and he ripped it in front of me. And that got through more
than anything else. And he stood in that chaos. And when, when he was ready, put it back together. But there was
nothing there was like literally nothing left. So if | kept on going in the cycle, it would have been like drawing the room
and then it didn't have a bed and it didn't have sockets and it didn't have walls and didn't have skirting boards
...Different children at different times | feel like you get into that this is how this is, this is what we need to survive, this
is what will end - but how it will end, what the end will look like? And when it happens you won't even know it'll just be
a point that you refer back to once it has ended but just when you're in it it's just round and round. (Antony Group 4
Picture 5)

Milestone
experience linked to
change /cathartic

there's been there's probably like Pls in my head that like, pinpoint moments. But | don't think initially, | would have
been like, that was like, that was good. Like I think | can pinpoint like, right, there was something happened in that
restraint. We talked about this, and that's changed something. (Sarah Group1)
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Perceived
impact on child

Evidence

Re-traumatisation
/re-enactment of
trauma

because | think like you know, like their background and like how restrictive certain things have been and how things
have been outwith their control and how like adults have abused like, their control with them ... like it's awful to think
that like you might be putting the same fear and feelings into them like as what it has been in the past and that has
been like an adult like abusing the control and they taking what they want and having no disregard for like the child
(Sally Group 4)

Eroded trust

The same kid | was talking about was in a really difficult restraint the two years previous, and actually it came up during
this really difficult period of change in Arran Place and he was then shouting at the top of his lungs that | had strangled
him... that was two years - although the repair, the repair had been done..., | suppose what I'm saying is, for me, the
biggest part of that learning is just because it looks repaired - because | had went back, right? We're okay. We've done
this, we've done some nice things together, so we're okay, we're cool- But actually, two years later, that had triggered in
his mind, and | was devastated, and | shared that with him. | was devastated for him holding that for that length of time,
and his opinion of me, that | had intentionally tried to hurt him, (Fiona, Sanctuary Group)

Injury

it's not intentional to hurt, but like, part of the knowing, when you're using it is it's uncomfortable. And I think we'll, you
know, say none of us are comfortable. But the person who's least comfortable is generally the person being held. And
when you see like the fingerprints, it literally is the, the points of your fingers, pushing it in and in that technique, you
can get, you know, you can break bones, and, you know, it's these are things that CALM kind of talked about, these are
the risks that are there, but even just applying it correctly, it's gonna hurt, and bones that are growing and the age of the
children, and it's uncomfortable, and it's uncomfortable then, and then it's uncomfortable after (Antony Group 3)

Guilt/shame

| think they learn from being, being able to go like in children's meetings at times where you can tell when someone's
furious that someone's mentioned something in particular, like Max will, you know, show it, but in the really successful
ones he's not acting on it, but he's experiencing the, "l want to punch you and make you shut up. Because you're
reminding me" and the shame and guilt part, you know, we can never do something that will make him feel any worse.
But there are times when it can be like, "l feel bad, or | don't like feeling how I feel now about what's happened. | want
to move past’, but he'll stay with it. (Antony Group 3)

Normalisation of
restraint

we were seeing a pattern of, we could be holding on to him every day, and we were going, we need to break this
pattern, because the only way that he's regulating is by us physically intervening (Moyra Sanctuary)

Release/ catharsis

And it was like you had to get him past that stage, to break down so you can actually get the feelings out. He thought if
he intimidated, he shouted, he banged about enough, he'd keep you at the distance. do you know that way and it. But
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he had to get past that to actually get to him and allow him to be vulnerable. But it took quite a while, and only once or
twice, | think it really, really happened (Jeanie, Sanctuary group)

Feeling safe and
contained

| had, like, Jonny say to me, it was one time “ Catriona, | just don't know why nobody stopped me before. Why did
nobody stop me hurting myself? ... Why did people just let me, you know, punch my walls” and he's like, ‘they would
just let me be unsafe because they weren't stepping in” (Catriona, Sanctuary Group)

Helped to regulate

you've then got to understand that you can, once you get into it, it is a form of containment, it's something that is
regulating and helping to deescalate them. And from that, you can have times where they'll communicate what's going
on and what's happening for them. So it can be something really negative, but to understand that you can contain
them, then they then have that feeling of safety in that, which then allows them to speak about what's on their mind,
you'd obviously hope that you didn't need go through that process, but there is some positive, positivity can come at the
end of it. (Kitty Group 5)

Knowing their
destructiveness
can be managed

And a week later, she tried to enact the same thing, and | held her in the garden with neighbours watching, with broken
glass around us for several hours ... she was head butting ....as part of one of the techniques that we use, the head is
free. So, they're able to do that. And she was. And that took a long time. But the incident came to an end. But that was
something about our relationship about keeping her safe and held. And it was like the test of ‘in these moments, I'm so
traumatised, | can't stop myself’. (Antony, Group 1)
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Potential impact
on other children

Evidence

Re-traumatisation

I think you can focus on the support for the child that was held, but not maybe as much for the one that witnessed it
or two of them in a different room, and they didn't even witness it, but they heard it. That must be quite ... | don't know
how that feels.

Sometimes... it can sound worse than it is as well...for us as well ....

then it must be even worse. If you were the child, yeah, not knowing, (Donald and Kristy Sanctuary)

Rupturing
relationships with
adults and
interruption of their
day/routine

more recently in the formal meetings or the, you know, the regular meetings it, it becomes 'They took away my adult'
or it, it becomes a much more kind of simplistic thing, and that can hide a whole depth of | didn't get the warmth and
the love and it's just kind of verbalises that I've missed this adult time. (Antony Group 2)

Anger with child
involved in restraint

Alex said Max hurts the adults. And he like, does this to us or whatever. And it's trying to explain to him that, yes, he
hurts adults, but it's not like it's not because he's hurting the adults, which is why we're holding him. And there's a lot.
There's so much more going on that. We can't explain it. We can't explain it to you. We can but we can'’t go into the
depths of it. Because it's Max's information. It's like, it's trying to get him to understand, yes, he's hurting the adults,
but he's hurting the adults, because he can't show x y z. And this is how he's showing us and it's trying not to make
perceive him as the naughty child because that's how they're going to look at him in the house as he's the naughty
one because he's always getting held and he's always hurting the adults and he's always screaming at us and if he
wasn’t here that was it would all

be fixed (Kitty, Group 5)

Normalisation of
restraint

I'll close this door -we can still hear someone shouting, "You're killing me'. or you're doing this, and, having worked
with like children where you do some level of follow up and like respect confidentiality, but they've heard they've seen,
they've seen the build up to the thing, where children would say 'It's alright, | know what was happening'. And they
would literally describe it, you know, 'He was being strangled, | know what was happening'  and it's like, ‘No, that's
not okay. (Antony Group 2)

Awakening the
capacity for
concern/empathy

where, Sam slammed my hand in the door. And Hermione could tell, like | was in so much pain, and she was
amazing. She got me ice; she'd seen to me. And she really calmed me down because like, | was like, | was up there
and like she was like ‘Do you want to talk about something? What do you want to do? Do you want to come and have
a cuddle?’ like, she was amazing. (Sally Group 2)
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Impact on adults

Evidence

Traumatisation

it's traumatising to hear people screaming, and to also know that violence might be happening, to people you care
about but also violence might be happening to one of their peers. And you can't do anything. Or seeing people
being pinned down. (Kitty Group 2)

Resigning then it doesn't help that the outcome was that the adult left straight after that PI...did | cause that? | know it
wouldn't have been me. And it wouldn't be Max. But it's the, if that hadn't happened, that particular situation hadn't
happened. Would they be okay? Would they still be with us? | still, | still communicate a little bit with her. Not a lot.
The very, very occasional .... but my mind still goes to. Would you have been here longer and had bigger
relationships with everyone had that not incident happened? And am | responsible? (Faye Group 1)

Injury I've had, like chunks taken out of my arm. I've had chunks taken out of my boobs. I've had my face scratched. I've

had my ankle... I've had my foot broke, I've had my fingers broke. Like, the level of like, violence that comes from
them children, like the children is really high and like, after, you've kind of got to deal with how you're feeling about
the restraints whilst being able to check on that child and make sure they're okay - but have pain running through
your body from whatever injury you've got. (Sally Interview 1)

Feeling like an abuser

you just feel like an abuser that type thing. Like, if anything happens, and say like, when the kids end up with a
bruise or anything like that, and then, like, you kind of know that's from when you were in the Pl with them. And
you're like aw that’s from me. And that feels that feels absolutely terrible. I'll never, I'll never ever get over that
whenever | see a bruise. And | think that was from when | was in a Pl.(Sarah Interview 1)

Guilt/shame

I don't think there's been a hold I've been involved in where I've not felt some element of quilt or shame - could |
have done something different at any point to avoid this? Or could someone else have been who would have
avoided it ... you feel shame and guilt and, and you jumped to that if somebody else had been here the situation
could have been resolved ... but actually, if someone else had been here it could have been a lot worse (Donald,
Sanctuary Group )

Anxiety about other
people’s perceptions

| feel really anxious on what people are thinking in the sense of do they think I'm actually hurting this child? (Faye
Group 2)

Erosion of hope

it takes something out of you each time that resonates, because | feel it does just a wee bit of you sometimes.
(Donald, Sanctuary)

Seeking absolution

and | think sometimes again, speaking personally, you can be in a Pl and you're telling people almost in an
apologetic way, ‘I'm really sorry we tried everything we did this, we did that.” And you want them to say it's okay.
You know like, like forgiveness. You know, ‘if you'd have been there, they would have been okay, but they only
have me and | can only do the best | can’. You've done all the rest. Everything was covered, but it's like an apology
for something (Antony Group 1)
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Belief that restraint can
be therapeutic

| think at first it was always, like | would always feel like, oh my God, I'm terrible. What am | doing to this kid. After a
while my perception of it changed but it was more like you could see the work that was being done with them
through the relationships and stuff as well and the rupture and repair. And then there's been there's been some
kids like some times that | have been involved in physical interventions that have been like, to the extreme level
and for a very, very long time and that's the one where you kind of mainly see how much that's the child in
complete fight and flight and you're dealing with the trauma right there. And | always, | always have a little bit of it's
like a little jigsaw piece of every single time it's gonna help them at some point. That's my kind of thinking of it now.
(Sarah, Interview 1)
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Impact on
relationships

Evidence

Can permanently
shape the relationship
problematically

For me personally, with particular children, I've held them before I've ever cuddled them. And what that means
when you get to know somebody, and they're’ they're setting their boundaries, and we talk about your body as
private to you, except if, if something you're doing is, you know, serious damage to property, is going to injure you or
another person.. (Antony Group 1)

Can help build
relationship/strengthen
bond with child

The one | can think of it, the reason it feels like it strengthened my bond with the child was because they felt like I'd
could provide that safety for them. And then they started to open up to me a lot more. Beforehand, they basically
pushed me aside in the sense of meh, you're not a real adult sort of thing. And then after it they realised, | could do
that, and | could provide that sort of containment in a way during the physical intervention. They then started to
accept me more, started to tell me more about their personal, like their home life before here, and started wanting to
do activities with me. So that felt like it did strengthen our bond. (Faye Group 1)

Can strengthen bonds
with other adults

it wasn't very, like it wasn't like super dangerous, like Max would be now, but was a "we need to stop you from
hitting us. And the only way we can do that is by sitting here all day". But | think you build relationships with other
people through that

Can reduce the
likelihood of future
incidents

But the incident came to an end. But that was something about our relationship about keeping her safe and held.
And it was like the test of ‘In these moments, I'm so traumatised, | can't stop myself’. But after that, there were no
other incidents that went to a level where the police would be involved. It was a, we can do this, and we can be safe
together. (Antony Group 1)
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Creating the
narrative

Evidence

Adults’ perspective
becomes the accepted
reality

we can't, there's not enough time to always be explaining everything that was going on for each individual. And
so, it gets lost in these little islands or, and it's all adult-led and we can decide what, what it was.... what's
happened. And, you know, the child might talk to their social worker, or they might report, the kind of feedback,
but it doesn't carry the same sense of identity or claiming that this is what the event was. (Antony Group 1)

Difference between how
an event feels and the
written record

what stuck with me about the write up, and you can create a reality. That's neat. And kind of that is it. That is the,
the lasting truth of the event, but it's different for each person how it feels, and it doesn't cover, yeah, it doesn', it
doesn't do justice to the emotional impact, let alone the relationship side (Antony Interview 2)

Difficulty in ensuring
children’s voices are
heard

and the kids don't really say much like, in their post restraint, like, not like where they have like a chance to say
like, like, | think like, they didn't hold me right or they hurt me or they used too much force or whatever, whatever.
Like, their time is to like, have their views and that. There's not very many times | look at a Pl form, where there's
actually been something written, other than 'no comment' or ‘declined’. And I just think like, do these kids really
have nothing to say about these restraints? (Sally Group 1)

| think they're worried that they need to protect the relationship as well. So, they need to not say anything to
anyone because if they do... when things have happened bad in the past, had an injury, they've moved. They
need to protect, like, ‘yeah, yeah, you're here, you’ve held me, I'm not too happy about it. You tell me that's what's
supposed to happen. But | don't know.’ (Sarah Group 1)
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Impact on organisation

Evidence

Can lead to downgrading or
requirements from regulatory
body and reputational damage

So, the message came from Ofsted and them questioning the the, the amount of holds that we, we had
had. For us we were very shocked because we've had previous years where it was over 200 And this time
it was in the hundreds, but they were questioning it. So, they thought it wasn't OK ... and | think | believe
it came from obviously, us always doing figure fours. And | think maybe that was questioned, as well about
the level of fours that we were using. So, we were told that we needed to try lower-level holds before we
went into higher-level be like we need to do lower-level holds and they want to see more lower-level holds.
So, that the high-level holds could be more justified, in a sense. So that just made everyone immediately
go, “Whoa, I'm not doing a secure comfort on Max”, which is a lower-level hold for someone who can, who
can be violent, but they're not. They're not at the stage of that tipping point where they've heightened and
there's no calming down from it. (Kitty, Interview 1)

Staff leaving or off sick

then it doesn't help that the outcome was that the adult left straight after that PI...did | cause that? | know
it wouldn't have been me. And it wouldn't be Max. But it's the, if that hadn't happened, that particular
situation hadn't happened. Would they be okay? Would they still be with us? | still, | still communicate a
little bit with her. Not a lot. The very, very occasional .... but my mind still goes to. Would you have been
here longer and had bigger relationships with everyone had that not incident happened? And am |
responsible? (Faye Group 1)

Bureaucratic requirements

Yeah, | do think about OFSTED | think | definitely didn't when I first started. But it's the, it would | think
when we changed the way that we wrote the paperwork, because | was happier when. when it was more
of a story. So, when there was more, there was a lot more words, but there was more of a context and
this, is this situation. And there certainly wasn't the clarity of the holds and kind of the being able to take
this as a template and then adapting it to how, how it was. And | found those easier to tell apart from the
events now. So, | think about Ofsted of like what if they come in and they say you were wrong, or this was
wrong? (Antony

Improves possibility of
containing traumatised children
and maintain placements

| don't know how we could have managed Davy, for as long as we did at the beginning, if there wasn't
some kind of physical containment, he was off the wall...It's about safety. Smashing windows. He
swallowed things. He threw things. He covered himself things. He hurt himself. He hurt like he'd hide
things. Yeah, the smallest wee things he would put in his mouth (Jeanie, Sanctuary)
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Appendix 6 Supplementary Quotes

This Appendix provides additional quotes from participants to underpin the themes
and the argument of this thesis. This also includes some excerpts of conversations

which are presented in text boxes.

Power

There was a man talking about being used as the muscle and being called into, ‘You
wait till he gets here’. And being forced into this role of being like the enforcer, and
coming into Pl - being very good, technically sound, all safe.... And that just made me
think around kind of because ...there are less men around ...and how you kind of
where you fit into stereotypes.... (Antony Group 1)

There's been times where I've been able to get him in his room with a secure comfort
on my own - because he was kicking out or something -he kept going for me. | was
like he's going for me because I've been able to do that. But then | need to do it again
to keep him safe. | don't want to do it again, because | don't need to exert my power.
But then he's gonna keep coming for me because I've been able to (Faye, Group 3)

We were in a power situation where he was trying to come out of his room. So, he had
the space in his bedroom that he could use, he was given a little bit of landing, the bit
outside of his room. But I'd made the decision to not let him out on the landing, not out
of his room. And again, that's a restriction, you're restricting his movement. So that
then became a power thing, with me blocking that entrance. And yes, | did it for the
right reasons because of the time and the other children and what it might cause for
them, and he had that space if he wanted to use it, but you're then "l am right. I'm not
letting you move. No, you're not getting out, no". And that then becomes a power thing.
And it's how you then again, it's a fine line of how | justify why I've restricted that
movement to why | didn't just let him roam free down downstairs. (Kitty, Group 3)

Technique and training

So we put every safety, health and safety concept that we can but in real life, you kind
of know that you might get hit in the face or when you sit down it might end up in a
heap, but your technique will be dealt with, you know your technique well
enough.(Kitty, Group 2)

when you do the training, and then it's like, this is the way it is blah blah blah blah and
you think | know you're saying this, but have you actually met the children? like
have you actually | know you said, that you know lots and lots about Pls, you've been
in Pls. But have you with our kids? (Sarah, Group 1).
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Triggers

Seeming different

I looked completely different that night, because it was Halloween. So, | had put like a
day of the dead sticker thing on my face. Everything about me was - my voice hadn't
changed or anything, but my face was and my hair. And that was massive for her...
once she started picking everything off my face, ...it was like the more of my face she
started seeing and the more she started seeing me smiling and laughing the more she
recognised me in being able to tolerate us... I'd have looked completely, completely
different. Like | recognised the fact that | had my face stickers on, but like, like, my hair
was darker. Like it was a really dark deep red. And like it had been cut. And it was
styled different and everything like... (Sally Group 5)

There must be a change to your smell and your appearance, mustn't there? that they,
that they then see or feel because Max is obviously always aware of smell, isn't he?
So, can he pick up that slight change of adrenaline? (Kitty Group 3)

Loss

When he lost his father his behaviour started, obviously from the trauma, to become
disruptive and physical with other children (Kitty Interview 1)

as staff started to come and go, again, we've kind of noticed like the Pls are getting
more, but also like round contact and stuff like that with certain key members of staff
not being in (Sally Interview 1)

Non- verbal communication

when you’ve got that relationship with the other adults, you just know, you can look at
each other you just know. But | might take my watch off, might tie my hair up, might go
to the toilet. (Kitty Interview 2)

all the time when I'm training and I'm like, "This is what you saw in training -you say
like on 3 ...1, 2, 3. And" but | was like "in real life it'll literally just be a glance, and
everyone has their own little thing". So, | say to them "if | feel like it's, it's building up
to a restraint. You'll see me take the watch off.” (Kitty Group 3)

...like the trauma pathways in the brain. Like for the kids. We know a lot about that.
But I think for the adults, you’ve got restraint pathways. Yeah, they're like pathways in
our brain. And they're linked up with each other. (Sarah, Group 3)

Child just seems to need it

He couldn't accept like any kind of like hugs or someone to sit near him or hold his
hand or anything at that time... the only way he could feel close to someone was to
trigger restraint. And he even said like that what made him feel comfortable was when
he was being restrained (Sally Int 1)

being stopped and being held and literally held together at a time when you've fallen
apart. And | think there's times when the child just needs you close, they can't accept
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hugs, but they know they will, you will be close and you will hold them and you will,
like when they feel like they're literally going to fall apart. And the only way they can
get it is through restraint. and you will hold them ... (Antony Group 1)

You can feel like those ones where you think “I'm trying everything” ... to summarise,
‘it was as if they wanted to be held”. And you can see some sometimes, like they're
not goading you into it but just like saying, ‘I need this”. And you can offer everything
else in between. But there's something fulfilling in that. “I'm, I'm just safe and I'm here,
| can't hurt anybody, and you're with me”™ (Antony Group1)

And | think there is that emotional containment time where sometimes the children say,
‘Just hold me”. And the thing, | don't want this, | want what comes afterwards, when |
feel like you ... | have fallen apart, and you've put me back together. And I think they're
generally the quiet, | don't mean -they're physically very difficult - but they're often the
quieter restraints where you think there's a crisis here. And sometimes, cos I'm thinking
of Lucy, and like Lucy is so warm and thoughtful and motherly when she's around. But
that’s the duality of the job, that you're providing all those things all the time, but then
you’re prepared, if, if everything else from the toolkit doesn't work, this is what we're
gonna do. And | think you do have to have them both in your head. (Antony Group 3)

Sensory needs

Max you could be gripping on for dear life and to one child that's the extreme amount
of like pain they could feel. But for Max it was like, "Oh, actually, this is what's gonna
bring me down"... on Sunday night, Max was climbing to try to get out of his room, but
he was pulling and pushing against us. So, it was like, we're gonna do something
different. | asked him “Do you want us to lie on you and do your pressure?" and he
just stopped dead and was like, “Yeah”, and that's what we did...would he have got
the same thing he was seeking if he'd continued then hit one of us? Because we would
have held him, but it never got to that point. And that's like hard as well. Because like
even with us three laying on him then we are restraining him because he couldn't move
but it's not like we were restraining him completely against his will. (Sally, Group 5)

Taylor asked me to lie on her, but she was able, | was able to talk to her, ...And | said,”
Why don't we stand up and we'll tight hug each other, like the two of us, really tight,
hug each other.” But she's fourteen, she's quite articulate, yeah, able to have that
conversation, yeah, do you know? But like, she's actually asked me, could you lie on
me? (Kristy, Sanctuary)

We had a couple of boys who would actually lie on the floor, so they went through the
process of, like, recognizing that actually that was something they needed. But it
almost like they went through a process of, rather than having that sort of pain-based
outburst that they just lay on the floor to let you go...So, you were trying to then get
them to, like, learn. “Well, you don't need to do that. You could get that touch and
comfort another way” (Kristy, Sanctuary)
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Initial interactions

It's that instinctive almost, not instinctive, but you're thinking about how you're going
to stop them hurting you and it’s not until you have that, and you're back down and
you catch breath, that you can start to maybe connect again. (Jeanie Sanctuary)

Leaving it too long

My first physical touch with Matt was restraint because the inspector was in. He was
running amok he was going “Fuck you, fuck you”, but nobody wanted, in my opinion,
to intervene, because | think they were going, “Oh, my God, the inspector’s here. Like,
what am | going to do?” ... it was Stevie (Assistant Manager) and | and, | mean, that
was the day | met him, but he needed somebody, and | had to say, “No, no”. because
he was just so all over the place - don't get me wrong, | was like “I'm sorry, we’re
having to do this, but you can’t keep running about, we need to be safe’. (Kristy
Sanctuary)

| think a lot of us - we can meet the criteria quite quick, like the PI criteria will be met.
And | think a lot of us will continue to try and de-escalate until it got to a point where it
really was what we have to do.(Faye, Group 1)

Chaotic/Like a fight

I've been in situations with Max where, where it's literally felt like a fight. Like I'm literally
tackling him to the ground. And thinking that was not any sort of anything that you
would want someone to do. But that was proportionate, because if not, | was gonna
get me head kicked in. (Sarah Group 3)

the drawing like is chaotic and | think that's how sometimes a Pl can feel like you're
you're literally scrambling to try and get a hand get a leg without you trying to be hit
with a hand and a leg and preventing someone else from being hit with a hand and a
leg | feel you go into a Pl and everything and as we always say you teach them in the
training room where we all just stand still and they come in when realistically your arms
and legs are going all over like you're not just going to sail into a, into a nice Pl and
there not be some chaos surrounding it ( Faye, Group 4)

Embodied experiences

Bodily responses

and I'd come away and then I'd gone out and sat downstairs with Isobel - and she
made me a drink and she passed me the drink and | was like that, shaking, and and
she was like are you alright and | was like 'Oh it's the adrenaline because I've been in
like a dangerous situation and stuff' (Sally Group 2)

Injuries

But | think we've always been bad at acknowledging when we need - this is talking
about first aid, like cold compresses, and, you know, kind of the basic first aid we're
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trained in, not the emotional support that we give. But | think the actual physical things
we minimise or trying to hide or just don't realise the importance of... (Antony, Group

1)
Bodily changes during restraint

And the claw hand is around, it was something that was mentioned around adults and
how you get tense. We feel it in the feel in every part of the child or everywhere that
you connected that that stiffness, that resistance. It's like every bit of them's
uncomfortable, not just like, not getting enough blood through but it's there's just a
tension. (Kitty Group 5)

you're there protecting Sam from all the things that come at night, to have you pulled
away and then come back and smell different, and be different, and all you know, the
tiny bits it's it's re-traumatising. The smell like, like she turned around to me after one
that | had and told me | need to, | think you should shower before you go to bed.(Faye
Group 2)

Emotional impact on adults

Feeling like an abuser

It feels massively invasive on every level. And that's where you feel closest to being
an abuser, regardless of what they're actually saying, it's just - how it feels is really
uncomfortable. And you, you're forcing your will upon somebody else. And that's when
you really need to think, you know, is this a situation that I've assessed and thought ...
and have you tried absolutely everything else? (Antony, Group 1)

my experience of having my first key child and that mixture of being their safe space,
and really what's secure base would mean, and safe touch particularly when knowing
through their background, what they told you what they showed, and what you learned
from kind of contact and their experience of safe touch or touch that would just be
harmful and just really not okay. But then also being the pair of hands that would hold
them and be there through that kind of trauma. And that brought up lots of different
feelings of feeling like an abuser. (Antony, Group1)

You just feel like an abuser...Like, if anything happens, and say the kids end up with
a bruise or anything like that, and you know that's from when you were in the Pl with
them... that feels absolutely terrible. I'll never ever get over that whenever | see a
bruise. And | think that was from when | was in a PI. (Sarah Interview 1)

But the lingering impact would be that | feel unclean...l would literally - the drive home
was my safe space, then having a shower, when | got in and washing away something,
whether it be kind of guilt or shame. (Antony Interview 1)

Adults’ difficult emotions

It's quilt, isn't it ...especially when you see a mark on a child and then you just sit there
and feel absolute guilt (Faye, Group 3)

it's always last resort, because it doesn't make you feel good -it doesn't make them
feel good. And sometimes even though you've held them, it still doesn't get to what
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was actually going on. And they're left with marks that linger for days, or you're left
with marks that linger for days, and you're left with them shitty feelings, I'd just rather
like have spent like two hours de-escalating than half an hour in a Pl (Sally Group 1)

| don't think there's been a hold I've been involved in where I've not felt some element
of guilt or shame. Could | have done something different at any point to avoid this? Or
could someone else have avoided it ... you feel shame and quilt and, and you jump to
if somebody else had been here the situation could have been resolved but actually if
someone else had been here it could have been a lot worse (Donald Sanctuary)

logically | know this will be what happens because of the relationship but then I'm like
- 1 do so much for you how can you do this to me? So there's, like the logical part of
my brain and the feeling part of my brain are always fighting each other. (Sarah,
Interview 1)

That was a very personal thing about because there's the technical side, that in that,
in that moment, it's the teeth that bite, the hands that hit, there is no individual there,
there is my half of you know, what the puzzle is to get this back to being safe. And then
it opens up again. But it's, it would be so much easier just to not think about them as
a whole person or, like, a lot of their thoughts and things about their behaviours are
indicating, if they if they could they would, they would have just said this is on my mind,
or you know what's happened in that situation. But it's that next bit of the whole person
could do you know, will be that child who then you might be spending hours with who's
bitten and punched and called you all these horrible names and then you're still there.
And because of what we do you're a carer you're a symbolic vessel, you're all these
things at all these different times. And it's so many different hats to wear, | think was
where | was kind of coming out with the thoughts about us as individuals and be alert
to the person and like, it doesn't go away when you think it someone said, you've hurt
me and it's on purpose. (Antony Group 5)

Dissociation

It sounds awful, but | think you have to kind of block it out in a sense. So, you can't let
it affect you. In some ways, you'll either break down, or you have to, you have to hold
it together because obviously Pls where you are being accused of, of abusing them.
... I think I've generally felt that | have to block myself off to it... | know you can be
trying to be open; you need to try and be open to it but I | just find it too difficult
sometimes in a lot of Pls in the midst of it (Kitty Interview 1)

Sometimes, particularly when someone gets everything, you can come out and think
like, | think that | was just dissociated, | was, | just wasn't connected to something. And
there's a numbness to that when you come out and someone else will be describing
how attuned they were to it. You think | was, | was just, | was just there. (Antony
Group1)
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Psychological processes

Splitting

he also has a way of making you feel, like the person holding, feel bad about holding,
but also about who you are in the hold with. So, when he said “Oh, she's already here”,
my mind went “But no, I can hold you”. And it makes you feel like you need to show
that power (Faye Group 3)

You get like those people where they've got a relationship with that kid that and, to be
fair, that could be me at some point, where you know, you've had the worst day with
them and the second they come in then they're going to be good as gold. (Sarah,
Group 5)

Counter transference

The first proper restraint | was in, that was like, it was really quite traumatic for me.
Like seeing them crying, and begging to be let go of and, like saying that they want
their mom and, obviously, you know, the relationship between them and their mum
wasn't good, and, that they would want someone that was like, like a hurtful person,
like, when they had like, adults who they knew was safe, but at that time, we weren't
safe to them, even though we were trying to keep them safe. And I think like, feeding
off their feelings that's what made me kind of like, look back on my my times of being
like restrained and | could acknowledge, like what that felt like at that time. (Sally,
Interview 1)

I think, where I've thought back to an incident that | can see my own responses haven't
been the best if I've felt a lot of anger or anything like that, and I've not responded in
the best way, to like the kids and stuff. And afterwards, like, | reflect on that. And, like,
that was my own feelings (Sarah Interview 1)

Lack of attunement

| have this image in my head of a Pl where me and Sarah were involved. And | was
closer to Max. And at that time, Sarah got a toddler who was all limbs that could be
contained in a hug. And | got Max, who, it would be an armchair descent without
armchair... It was in the playroom, and | was holding him but using a lot of force to
keep him still. ...he was wanting a cuddle off Sarah, and | think it ended with saying,
“I'm gonna let go.” ...And he did just you know melt into Sarah, and he had bruises on
his arms from like how hard ... and it was, you know, the kind of locked arms and it's,
it's that's what as soon as power was mentioned. And that's what stuck out to me
because it {Very long pause} | don't know...the rationale in my head was I'm closest,
I'm going to initiate the PI, and this is the reason why. But it's recognising though, you
know, where - ...somebody else would be better...., we have this whole thing of, "I'm
not going to let you have this person because you're not going to control and dictate"
but...sometimes they know exactly who can soothe or what's going to help. And we
keep that away and say "No, this is my restraint. This is my issue that I'm now going
to help you with" (Antony Group 3)
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Regulating processes

Containment

... It can very much feel like a fight... but you've then got to understand, once you get
into it, it is a form of containment, it's something that is regulating and helping to
deescalate them. And from that, you can have times where they'll communicate what's
going on and what's happening for them. So it can be something really negative, but
to understand that you can contain them, then they then have that feeling of safety in
that, which then allows them to speak about what's on their mind, you'd obviously hope
that you didn't need go through that process, but there is some positive, positivity can
come at the end of it. (Kitty Group 5)

there was a time when | think emotional containment was when we talked about the
boundaries and being stopped and being held and literally held together at a time when
you've fallen apart. And | think there's times when, you know, not just thinking pressure,
but like the times when the child just needs you close, they can't accept hugs, but they
know they will, you will be close and you will hold them and you will, like when they
feel like they're literally going to fall apart.(Antony Group1)

It's not the only frontier, | think there was a point when, even describing holding the
emotions, it was still the physical part that was vital. Whereas now | think the holding
in mind, it happens at a much different level, collectively, cos like you can be in a room
and someone can be really upset. And we can stay in that space. It's uncomfortable
(Antony Group 3)

Self-regulation

If you are able to let it divert to something else, | think that's where there starts to be a
change. Like it's not inevitable. It's like because the emotional containment we used
to talk about - it's predictable, | do this and then | get that and then afterwards we feel
better. And there’s a catharsis there, but you don't have to go through restraint to get
to that but that takes a leap of faith to think | can, | can be in that place. (Antony Group
5)

We've not had a restraint for nearly two weeks But even if there was one yesterday,
she would say,” I've not been held onto for ages”, absolutely, and that's how I actually
think we managed to avoid it last night, because | was saying to her, I've really,
honestly said, “If we continue with this, this is where we're gonna have to go. And |
don't want to do that”, you know, and praising her afterwards, and “Look what we did,
and you managed to use your words” (Moyra, Sanctuary)
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Not intervening

Someone else will say, "No, I've got this" and they will go into that room alone, or
they'll, and | think that happens far more often, where someone will say “I'm connected
with something - you're seeing a risk of me getting hurt and the risk is still there. It's
very real. But | think | can do this Can | do this?” (Antony Group 3)

Kitty: you're like literally stood...you literally have your ears on the door ... you have to be
like "Can you hear anything', right? He's not... there's no shout. There's no, there's no
"Help!" There's no..... But yeah, you're literally like as close to the door as you possibly
could be. And your heart, your heart's racing. And you're just thinking, you're thinking "I
know they've done the right thing. And | know they've got it. But | hope they've done the
right thing". Like how, how, how, how .... because the last thing you want to hear is like
"Help!"

Sarah: In my head, like, because I'm often the one in the room with Max it's "Please
don't check on us. Because if you open this door right now, all of this work, I've done is
going to go tits up!”

Antony: You've built the bubble. Yeah, we're in this fragile space where this is working.
It's so close. But if you, if you come in, yeah, you'll ruin the rhythm

Faye: But you've, just got to have that trust in who's there and their relationship with the
child. But also, as the person when you're in there de-escalating, you've got to have that
trust that that person is there (Group 3)

Holding on to thinking

| think that the thoughts are the bits that you use to bolster your strength through the
use of words- to survive. They’re a bit of a mantra that build up the defence to get
through it, and then to provide the emotional containment. (Antony Group 5)

Impact on children

Re-traumatisation

We get kids in from like trauma backgrounds, and restraining them like, is a traumatic
experience. And like, the last thing we want to be doing is adding more trauma to
someone who's already had trauma (Sally Int 1)

You think about the restrictions that's already on them in their life, and then they come
for us to keep them safe and look after them and provide these nice memories and we
put restrictions... (Fiona, Sanctuary)

Positive impact

there's probably Pls in my head that are pinpoint moments. But | don't think initially, |
would have been like, that was good. | think | can pinpoint there was something
happened in that restraint. We talked about this, and that's changed something. But |
think it’s harder to... like, just following it (Sarah Group 1)
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Now we know those revelations or breakthroughs don't come as part of it. But the
feeling is, is it is literally the orgasmic kind of - at the end there will be, this will all be
worthwhile because they'll tell you exactly, specifically and exactly what the feeling
was and what it was. And then you'll have an idea of how to fix it. And we normally like
when you're handing over, you get the joining the dots of the, this is what's going on.
And then there's just a something and then you know, comes in the quiet times, or
comes somewhere else, or it doesn't come at all - sometimes they and we just
continue. (Antony Group 3)

Normalisation of restraint

It's just like, it's very accepted that's what happens, and for the kids who go to a school
where it happens as well. And | obviously think Max has lived here for years. That's
life. That's what happens for kids. That's what happens for the kids at school. That's
what happens for the kids here (Sarah Group 2)

Impact on other children

It wasn't on my radar. So, like in my reality of writing event, and the paperwork is
about the individual. | wouldn't talk about in the past have thought about children
How do you know they're okay, cuz you haven't knocked on the door to check.
They're just quiet in their bedroom, but they must have heard everything. But | hadn't
thought about that in a wider context of each episode and how it like it can feel
chaotic in the house. Absorb all this stress and cortisol, and then you just expect
you're not expected to get on as normal. As soon as you know. Whoever was having
the issue is sorted and the house is put back together, then we all just carry on
regardless. (Antony Interview 2)

Re-traumatisation

“What are they doing in there?” Like that kind of when you’re listening and build it in
your head? “Why did this happen to me?” So, like, hearing it happen to someone else,
and then, whether it's thinking about restraints or other things, it's touch that you didn't
want. It's, it's in whatever form it’s that kind of thing where it triggers. And when you're
not sure about where you end and the world begins, having it forced upon you -even
the sounds and the thoughts of it, it's, it's invasive. (Antony Group 5)

it was years and years ago, and it sticks with us, from, from a different setting, where
it was being passed over and lots of information to cover, and who was where, and
what the adults were... where the kids were, and a child was mentioned really briefly,
just the, and 'they were fine'. And they and 'they were fine' came from that they didn't
come out of their room. And no one went in to see whether they were awake and
terrorised or anything...... they were, they weren't part of the situation because nobody
went to check, and they didn't then impact on it. And it's and there were some, you
know, the door was here, the Pl was outside the door. Even if they were asleep, it's all
going in and informing a nightmare or something. And it kind of stuck with me...the
that's why you check or like you like, if you're there protecting Sam from all the things
that come at night, to have you pulled away and then come back and smell different,
and be different, and all the you know, the tiny bits it's, it's re-traumatising (Antony
Group 2)
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Perception that child is being abused

something that's crossed my mind before, when we get new kids in - do they think that
we just abuse kids and it's just okay? Sam once saw a Pl with Max and it was really
not a good one... Sam described it as we pinned him to the floor, which | think is
probably quite an accurate depiction. And it was just, “Oh, that's what you do”. It's like,
“Yeah, but that wasn’t how we should do it. That was us getting safe so we can hold
him properly.” But it's just accepted that's what happens, and for the kids who go to a
school where it happens as well...That's life. That's what happens for kids. That's what
happens for the kids at school. That's what happens for the kids here (Sarah Group 2)

Isobel used to do the “You're strangling someone”. And until we started to unpick it’s
literally that's what she thought we did, because that's what she could hear - “You hurt
my arms” and she was like “You hurt his arms first and then you start to strangle him,
then he banged about for a bit, then he broke some of his toys because they came
out”. And that's what she lived with here - and then she had to accept care from us
because we're the only people around, (Antony, Group 5)

Modelling denial and repression

The way that we mask or minimise, | don't think it’s going to be the easy solution but
being aware about the viewpoint around what others must think. And being
transparent, along with when it’s all chaos in the house and we pretend like it's all
fine. Because one of the themes and the dangers that we were kind of looking at
was around not just recreating the abuse cycle and minimising bruises and injuries,
and just, “Now this is normal”. | think what, what we expect from the person who's
not involved and what the group do, and how we support each other. The doors
closed, so we're no longer experiencing it, but we are we're all soaking it up and, you
know, we're all, we're all stressed. So, trying not to role model repression | suppose.
And just how much how much exploration we do because | think we hide it behind,
you know, “It's confidential”, or “You're not part of this”. So, you can make it easier by
ignoring it, or by being where you're at where you've been asked to be. But that only
scratches the surface of like, what's actually going on. (Antony Interview 2)

When you hear them, but you don't see them, that's when they feel the worst, because
the kids are in so much distress. And if you're going around trying to help the other
children out and keep them regulated and calm. But you can hear like screaming or
whatever from the other room, but you're not at the point where you can go in and help
anything like that. That’s one of the worst bits where you hear it cos it's just all the
distress comes out and that feels horrible. (Sarah, Interview 1)

| don’t think we give enough guidance, | think there's a practical task of simplifying the
equation and getting people out of the way. Or, like, effectively, what if we're talking
about people not intervening, we'd be role modelling, when you're hearing something's
going on, you sit here and watch telly, or you do, you play the tablet. Or you'd like
sometimes you will say, 'Can you just be in your room'. And I think.... cos I've been the
other side of that when you're the person who's kind of you know, containing the
trauma, and the chaos, and stuff that comes out, and sometimes have, in a simplistic
way, named what, what has happened. So, you know... 'they were saying they were
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going to break the window, this had already been broken, so this is why and the adults
are keeping them safe,’ but | think it would be hiding, like, behind the backdrop that
‘this wasn't okay. And this is to keep it safe'. And then there wouldn't be kind of any
more explanation unless a special meeting called or something (Antony Group 2)

he's hurting the adults, which is why we're holding him but there's so much more going
on that we can't explain. We can't explain it to you. We can but we can’t go into the
depths of it. Because it's his information. (Kitty Group 5)

Yeah, | think it was Alex, he'd hurt his knee at school, and we'd seen like, we'd noticed
the bruise and a few days later he said my leg’s really hurting and | was like “Why
haven't you said that it's really hurting” and he was like, “Well”, he was like, “because
| know you were hurt the other night after Max hit you but you didn't say you were
hurting” ( Sally, Interview 2)

Supporting children to understand and regulate

| think that links up with what we were just saying about how it impacts children. So
yes, him being on the landing was potentially impacting someone else in their room,
but it's how you look at then supporting that child. Rather than putting in that level of
power to just try and move, move Max to another space, it's how we talk about it and
how they witness it and how, because we understand the impacts, so it kind of has a
link to what we were talking about. (Kitty Group 2)

So, we don't we don't like we don't celebrate the really good things that people do to
help, you know, settle and regulate so that we kind of have a common ground. But if
someone becomes really distressed then with that we probably would, but not kind of
not routinely, to kind of build up like, this is what, you know, this is what you do. And
these are some of the things that worked in the past. (Antony Group 2)

| think that would be a kind of cultural shift and part of basic training around you know,
this is this is what we're able to say that these would be ways that would support this
child because we're all gonna be different as to like and | know with some of them they
can't accept hugs when they're in that kind of state because you know, the fight or
flight kicked in whether it's obvious on the outside, so like things you would think Oh,
that would be reassuring might just be intolerable. Yeah. So, like on an individual basis
would need to 'when when things are happening in the house and what helps you or
in the kind of regulation strategies', (Antony Interview 2)

it feels better when everyone's involved in and we’ve called an extra meeting and it's
“Let's pick this apart, with no blame, but let's pick this apart and understand what's

2

gone on”. (Antony Group 2)

| think the thing that got me more was like, the other children, how they're kinda like
not an afterthought. But at that time. They could be completely like, in some cases,
completely alone with each other. Because depending on the staff you've got on
depends on like, what availability, you've got to be able to hold and | think like the
children not really knowing what's going on and having that anxiety of like, being left,
like, Are they going to come back, are they going to be hurt when they come back?
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Like, we need to find like a better way to be able to support not only the child we're
holding, but the other three children as well (Sally Interview 2)

Developmental opportunities for other children

there is those situations as well, where the kids really like, go above and beyond, like,
the situation when we had the Pl at Seaham ...Lee was brand new, and Isobel took
charge and was like, 'Right, what you need to do, Lee, and are you OK and who needs
ringing?' and things like that. And then there was another time where | had to get Isobel
to ring someone to get someone to come back because there was a Pl happening.
And then Hermione, at times, like when we're on holiday when Max was really
struggling, she's like, 'right, I've got these two - you sort him' like 'we're OK' (Sarah
Group 2)

Recording

Impact on adults

| understand that the, the intervention forms need to be done quickly, so you don't
forget anything but sometimes my brain’s not ... like after an intervention... my brain
is not ready to write it all up, because it's still processing everything that was said, was
done and the feelings behind it. (Faye, Group 1)

The debrief is the first time we really talk around and explore but you're sometimes not
ready, or like | don't think I'm ready by then. And chances are, you know, | can't write
and think at the same time. And I'm going to be the person who's recording it. So, you
get, you gather what everyone else is feeling and put yours away for another day.

Power to create truth

where it stuck out for me was, we get to define what it was. So, the child has the space
for the post restraint interview. As a level three, I'm often the first person who's
describing it to the next level three. So, I'm defining you know, the, the pace of it, the
thoughtfulness, the, the trigger, the things that we're exploring, the possible. And that's
probably the most it gets talked about one person to another, other than to describe
the event to the authorised person, which is the mechanics of what's going on the
form. By day two, not necessarily, | don't think it's one we use frequently, but the type
of phrase that sticks in my head is ‘'someone kicked off the other night’, which tells you
nothing...l think the communication is like, we can't, there's not enough time to always
be explaining everything that was going on for each individual. And so, it gets lost in
these little islands or, and it's all adult led and we can decide what, what it was....
what's happened (Antony Group 1)

| think about the child reading these in the future and trying to make it sound factual
and non-blaming for the child. | want everything that | write | want the kids to be able
to read it and be like, “Okay, yeah, maybe | shouldn't have done that. Okay, |
understand why they had to do what they had to do.” (Sarah Group 5)

Children’s voices missing

it's in the child's PR [Post Restraint] bit when we say to them “What happened, do you
think it was right?” How does the child then feel? Has there ever been a child that's
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been like, “No | don't think that was okay. | want to speak to this person.” ... Or by that
point, they're just like, "Yeah, | don't want to think about that. Don't talk about it. Yeah,
it was perfectly fine. Don't ask...l don't want to go back there.” Is it a leading question
for them just to go "Yeah, everything's fine”? Because we're not using terminology that
- or how they might look at it from their perspective. Are we leading them to be like
"Yes, everything's okay"? Or is it just because they're just used to the restraints? Or
they know what it feels like, it felt like it felt like it did the past four times. “Yeah, | don't
think it helped me, but | don't think you’d hurt me as an adult so yeah”. (Kitty, Group 5)

and the kids don't really say much in their post restraint where they have a chance to
say ‘I think they didn't hold me right” or “They hurt me” or “They used too much force”
or whatever, whatever. Like, their time is to like, have their views and that. There's not
very many times | look at a Pl form, where there's actually been something written,
other than ‘no comment' or declined, or, or yet, like now like. And | just think like, do
these kids really have nothing to say about these restraints? Like, because when we're
in them, it's like, ‘you're hurting me, you've hurt my foot, you've done this. You're too
tight. Like, you’re holding me wrong. | feel uncomfortable.’ And like, | think well, - going
from extremes of being restrained against my will, myself- like if someone had said to
me after that, like, how did you feel? I'd have told them. I'd have been like ‘that hurt’.
Like ‘it was uncomfortable. Didn't like it’. Like, and | just | don't know what it is why the
kids don't say, like if there is anything? Or if there isn't,(Sally Group 2)

| think they're worried that they need to protect the relationship as well. So, they need
to not say anything to anyone because if they do, when things have happened bad in
the past, had an injury, they've moved. They need to protect, like, “Yeah, yeah, you're
here, you've held me, I'm not too happy about it. You tell me that's what's supposed to
happen. But | don't know”. (Sarah Group 1)

The importance of the team

Antony: You have to trust. Because if someone comes free on one arm, chances
are it's not going to be them that gets hit - it comes across. So when, when you're
going in, and all of that practice that we do and communication it's the - you have
to have faith that whoever you're in the hold with knows what they're doing and
is responding.

Sarah: It’s like the trauma pathways in the brain. Like for the kids. We know a lot
about that. But | think for the adults, like you've got restraint pathways. Yeah,
they're like pathways in our brain. And they're linked up with each other. | think
like it's like the same rhythm. So, | think if, me and Antony are probably never in
a Pl ever, but we've got the same rhythm because it's like, the Cedars rhythm.

Antony: In that way, we’re like Universal Soldiers, aren't we? Because we've had
the same rhythm, that pace... (Group 3)

| think it's hard. | think probably the team thing, like, there has to be trust with each
other as well, because you need to know that you can say to someone what you're
thinking and be “Do you know what | don't think that was right”. You know. “Where
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was that going there?” It's not easy conversations to have, but you also, on the other
side, need to be open to people feeding that back to you. And I think that's not easy.
That's difficult to have to build that with people, and it does take time. | think (Catriona
Sanctuary)

| want to say like twins have this connection that like no one else knows about, they
have these senses, and they know how the other one's feeling...In that moment, you
can just look. And because we've all worked together so long, just know - like, there's
just something underlying in that you just... (Kitty, Group 3)

No restraint policy

| left that situation because I just | couldn't do it. It was like so I'm just here to record
what they do wrong and it's their fault. And so, like having an organisation that buys
into wholesale and respects CALM and the use of physical intervention - | couldn't do
this job without it (Group 5)

Need to justify

I don't want to hurt people but the things that | do to keep them safe, | know it hurts.
And there's that kind of- | think with Max I've definitely argued, at the point of, what I'm
arquing the rationale of why I'm in a restraint with him and that's the point I think | need
to be quiet. Of the "I wouldn't be doing this unless you, you've done this. You've" and
it would generally be "I'm doing this because you've punched someone, or you've
bitten someone”. (Antony Group 3)

It's like two realities clashing. The child’s view is you did that because you're a
bully...and part of me wants to tell them ‘No, I'm, I'm a nice person. And | would only
have done this because you did that.” ...but what is discussed amongst the adults is
my reality and my understanding of what's happened. (Antony Group 1)

So, though you can justify in your head or talk yourself into the reasons why - | do think
you still think “Was it right? Was it needed? Could | have done something else” (Kristy,
Sanctuary)

Culture and practice change

| would say when you first started. It was just “You all right, you all right?”, “Yep”. And
we’d just move on, whereas now you get that time - we process it and go, “That was
horrible. That was really hard” (Catriona Sanctuary)

Years ago, it would be jumping from one to another to another and by the end of a
night it was just we’ll start again tomorrow.... especially if you’re doing night shift,
you're just jumping from one incident to another (Jeannie, Sanctuary)

there was an aspect of templating... it's the word that springs to mind. So, | think it
was my kind of term for being involved in the early times of physical intervention with
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the children to show them the beginning, middle and end, you know, we can get
through this and, and seeking to be part of those first experiences. So that sort of
becomes this is the pattern, this is survivable, this is okay. But it then kind of it forces
the issue that kind of makes it you know, | will do this and this is the way it should be
done (Antony, Interview 2)

We were doing it in the PI. In the very beginning, you were trying to talk someone
down and say, 'Well, you did this and so that's led me to do this' And you know, the,
the understanding wasn't there about adrenaline states or that they can't hear it was,
you know, it might have regulated the adults a bit but it had no other function. And by
the end, if the child repeated a few bits of what you said, and that’s our job ...they've
understood because they've repeated what I've said with enough certainty, so
therefore - rubber stamp... (Antony, Group 2)

Reflective spaces

We have like a debrief at the end of the day...we'll sit and we'll talk about the shift.
We'll talk about any restraints or any de-escalations or anything. And basically, you
can be as open and honest as you want and like there's been times where I've just
cried through the full debrief because there's been a restraint and it's been traumatic
(Sally Interview 1)

A lot of the reflection that we have planned in is individual. So, it's, you know, my
chance to talk with a manager or someone around the PI, or to discuss the work that
| would do with the behaviour support plan around feedback with the child, but it's all
smaller group, as opposed to a more collective experience (Antony Interview 2)

What really helped that was having the prompts - being able to ask a specific question
of, “Did your response increase or decrease level of stress?” ...You have to answer
that question. (Kristy, Sanctuary)

Ethical dilemmas

| think it's got worse, for me, it's not clear anymore. | go back to the Promise, about
Scotland's aspiration to be a place where we don't physically restrain... but when | talk
to other respected people and colleagues. It's like, “Oh, | don't think we'll ever get to
that point”. ...What at times is difficult to think about or accept, is that, and maybe this
won't be the case, but in ten years’time, there'll be a decision made. Wait no restraint,
right? Let's say that was made, and all the same people who tell you about they would
be like,” Oh, can't believe we ever did that.” (Donald, Sanctuary)

Is it restraint that contributes to progress in that young person, or is it strength of
relationships? Relationships. So, like I'm the one in the minority. Probably | think
everyone wants to reduce restraint, absolutely. If it was me making the decision, I'd
get rid of them all together, and I'm in minority... I've signed up to the way that we
model and work - like that's probably a personal opinion, and my professional
responsibility is to follow my training, the organisational model. (Donald, Sanctuary)
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there is probably one major one that's stuck with me. And and that was that was due
to me having to hold on so hard that | actually left a mark and after speaking the child,
obviously he said that | understand why that happened. And he understands that he
left several marks on me and other members of staff before the intervention happened.
To me that still didn't justify it in my head like | was beating myself up a lot from that.
And especially with the idea that children at the Cedars obviously have been through
a lot start off with so it's then feel like | sort of contributed to that - took me quite a while
to get through my head. (Faye Interview 1)

I do worry sometimes when the children can't talk about it even once they deescalate,
they can't talk about what elevated them so much. That does happen. Does restraint
actually help in any way? | understand they're calmer, they're not hurting themselves
they're not destroying property anymore. But does this actually do anything for them
emotionally if they can’t express how they feel? (Faye, Interview 1)

Like, there's been times where I've been in like, in a restraint and my nails been too
long. And I've accidentally scratched them or accidentally stood on their foot trying to
get in like a safe position in although like, you don't mean to hurt them -you have
actually hurt them by trying to help them and it's a very conflicting feeling to how | like
to how like you feel whether you've actually helped in that scenario. (Sally, Interview

1)

you do feel and you know you're not you know, you're not harming them. But you do
feel like you are and especially when you hear them shouting and screaming and you
do think those like that's me causing that. (Kitty, Interview 1)

External world

Restraining outside the home

That was my experience with Max down at the park. He played and he played, and it
was fine just to leave him and like eventually you'll get tired or hungry. And the
tiredness set in but he went to kick at a much smaller child when they weren't playing
the game his way. So that's what then triggered the PI. It was inside the pirate ship
down there, so | barely fit. And kids came and went and played. And adults were
around supervising and there was some level of you know, they could tell what setting
we were from and kind of trying to respect confidentiality. So then different adults then
came when we'd phoned for help. But what people, | think they saw, was us bundling
a child into our car and driving off (Antony Group 2)

I worry for other children, so | worry for hypothetical situations where there's a kid that's
been kidnapped and everyone just assumes it's fine. Like ...because the other day
they saw this kid's getting walked out the shopping centre and not looking very
comfortable. So, that's okay -it happens. And, what if someone then does it and they're
like kidnapping someone or whatever. Like, | just, it would be nice if they'd just check
that I'm not kidnapping them. (Sarah, Group 2)
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I've had someone phone the police on me and a colleague because they thought we
were kidnapping a young person when she was lying in the middle of the road, and
we bundled her in the car, to stop her trying to kill herself. And I've never been so
delighted to see the police in my life, because that's the thoughts and emotions that
went through my mind. Someone just phone the police. Yeah, | hope someone thinks
I'm kidnapping her. (Donald, Sanctuary)

I know there's been an incident before where one of the children was held. And the
police pretty much stepped over the child and the two members of staff and just carried
on walking down the street. And you think — “They're police?” They should be saying
“Is everything okay?” And another member of staff involved was wanting them to say
something to think, “Yes, he's the police. This is going to help the situation, this might
de-escalate this”. (Kitty Group 2)

also think as well, in, in nowadays times, are people wary? ... And sometimes if
something's going on, you think, well, if | say something, what's going to be the
repercussion back on me? People might just think it's better, “I'm just not going to get
myself involved” It's better to play like, “I have no clue what's going on”, than get
involved, and then something might be brought to my door then the police come
around and speak to me about what was happening what I've saw... so do you know,
actually, I'm just gonna play blind to it all and | don't know, I'm not involved (Kitty Group
2).

They’re making judgments...everyone outside of here just watches and doesn't ask
questions ...they don't say anything that's helpful. Like these all have words... she's
not put words here so it’s as if they're making comments or they're doing things or
they’re saying things, but actually what they’re doing and saying isn't, isn't helping with
anything of what's going on in in the picture. (Kitty Group 4)

Negative perceptions of physical restraint

People who, who don't know restraints and have only seen restraints being used when
it's brought up on the news where people have been using it for control and power.
The thoughts of restraint is, it is being used for control and power and it's not to support
and it's not to prevent someone else being hit. Because that's how it’s been perceived
by media...the only time it's ever spoken about is in a negative (Kitty Group 2)

Social media

So, | was on Tik Tok the other day and there was this girl, and she lives in a children's
home. And on one of her TikToks she was really upset, and she was crying about
bruises from restraints, and every comment was, “shouldn’t be bruises if they're doing
it, right. They're abusing you” (Sarah Group 5)

...it's interesting that that is everyone’s first thought on that forum. But yet, they can
see a kid being held, screaming, “You're a paedophile, you're a child abuser, you’re
hurting me, get off me”., it’s like entertainment. They just blatantly don't care. Yeah,
but put it on a TikTok forum and it’s like ... (Sally, Group 5)
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External professionals

What if OFSTED come in and they say you were wrong or this was wrong? Or you
need to stop this now and like the you know, speaking from my perspective on what
happened with Max - he'd always had hundreds of restraints but then suddenly, this is
a massive issue. And it wasn't like we were belittling it before - we were living through
it. And sort of with like OFSTED as the other person, who doesn't understand, coming
in and saying you need to fix this, or you need to change this, or you're not doing
something right. (Antony, Group 5)

How many restraints would they think is acceptable for him to have? Like, what is what
is their - if they had number to give him? Like, what would they like him to have? They
know his history They know everything. So, what do they then go? This is a reasonable
number of restraints to have. (Kitty Group 5)

Reflections on the research

I think the overriding thing was just that something that we've done for so long and has
been one of the core pillars of a career in child care, it was a first chance to really stop
and look at as a group. (Antony, Interview 2)

it brought out more things than what | originally thought of. | think on the areas that we
spoke about, we could have, we could have spoke forever about those areas, and
maybe time or the ones would have come out. But for me, those are what | felt. We
needed to we needed to look at how, from what we'd expressed (Kitty Interview 2)

was kind of like the awakening of just all the different aspects that feed into what what
can often just be behind closed doors, you know, it's simplify things. So you know,
keep the other children away, keep the other adults where let's pretend everything's
fine. And just, you know, compress the chaos and into a little ball and bury it inside. To
explore, like, what does it mean to us, to the child, to the, to the wider society and kind
of the judgments, and then how we, how we explain that to ourselves (Antony,
Interview 2)

it made me feel more comfortable. In, like you said, in the fact that | know you in, every
possible way you know me in every possible way. We've had open and very honest
conversations about personal things. So, I've felt that | could carry on that open and
honest conversation with you in that space. Where I think if it was someone that | didn't
know, I'd be a bit like, oh, how am | gonna take this answer? What might, what might
they judge on this? (Kitty, Interview 2)

| think it was positive in the sense that the trust was already there. So in referring to
you knew that you could talk about something and use specific names and
circumstances, or you could generalise and talk about kind of previously, like our own
experience. Because people's relationship to violence their relationship to gender
stereotypes, it was very quickly kind of to the level of being able to share and feel
comfortable in the space. But | don't think speaking personally, | don't think | would
have felt comfortable. If it was just someone who didn't have a previous relationship.
(Antony Interview 2)
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it was good to find out like, you're not the only one that feels the way you do like when
you're in a Pl or after a Pl because | think sometimes you think like, more experienced
staff kinda like, take it more in their stride, and it doesn't kind of impact them as much.
Where it was nice to like, know that like, even like, Antony, like, it still has the same
impact on him that it has on us like, That horrible feeling like feelings of guilt. And, like,
you know, you're doing it for a safe reason, but it doesn't feel very nice. (Sally, Interview
2)

| think it was easier, because we didn't have to explain so much. Because you had the
knowledge of what we meant when we were saying things, where if it was someone
completely outside, | think we would have had to, or even felt we had to, explain
because | feel like even when, like with the eyes and things like that, even like when
the CALM instructors talk about it, | always have this yeah , but our kids like yeah but
we're different. So | would always feel like | need to over explain about the exact needs
of our kids. But we didn't have to do that. (Sarah, Interview 2)



