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a b s t r a c t

The phrase “Contraindre est th�erapeutique”dconstraining is therapeuticdunderpins the principle of
numerous interventions within the field of mental health in France, ranging from traditional psychiatric
units to the courthouse to violence management and prevention of dangerousness. The treatment of
violence in “difficult and violent adolescents” provides a paradigmatic and revealing example of this
tendency.

The aim of this article is to understand how the clinical categorydcontenir, or “to contain”dwas
formed and is used. The perspective taken is that of the political anthropology of mental health and the
article combines a genealogical approach of the notion with a multisite ethnographical study (conducted
between September 2008 and June 2012 in three facilities for adolescent care). This study will show how
“psychological holding” is used to justify “physical constraint” in the treatment of adolescent crisis and
violence. Furthermore, we will see how this “dirty work”, delegated to front-line professionals (educa-
tors, social workers, nurses), is used within a moral economy of suffering that promotes care and control
measures in a population largely from immigrant backgrounds, judged to be both potentially vulnerable
and dangerous.

© 2015 Published by Elsevier Ltd.
1. Introduction

1.1. Violence in psychiatry

The violence of mental-health patients is a central psycho-
pathological issue and the violence of professionals towards pa-
tients is a highly controversial topic in regards to psychiatric
practices. These two aspects of the treatment of violence are most
often separated out in layman's depictions and form the basis of a
very common critique of psychiatry: on the one hand, those who
are mentally unstable must be stigmatised for their dangerousness
and violence even if there is no proven link between violence and
mental health (Elbogen and Johnson, 2009); on the other hand, the
arbitrary violence of psychiatric confinement and physical
containment is denounced, even though chronically ill patients
exist who must be institutionally cared for and who do not fit into
the ideal schemes of rehabilitation and re-integration (American
nsel), samuel.leze@ens-lyon.
Academy of Child Adolescent Psychiatry, 2002:4S). In both cases,
even though violence does not affect the same population, concern
stems from the same moral and legal principles: what is now
intolerable is the infringement of physical integrity (Fassin and
Bourdelais, 2010).

It is noteworthy that this moral tension regarding clinical
practices has been the object of so little research in psychiatry or
the social sciences. The link between psychiatry and social control
appears to have become self-evident. Yet all depends on how
“violence” is defined in this treatment: a patient's physical agitation,
for example, may justify physical intervention bymedical teams. The
management of crises through restraint can act as a lever to
encourage strong bonds between professionals and clients, as one
of the rare recent studies in a residential treatment centre for ad-
olescents shows (Hejtmanek, 2010:671).

In France, as in numerous countries, there exists consensus-
based data about containment, but in a highly paradoxical and
problematic form. In two successive reports (Muralidharan and
Fenton, 1996; Sailas and Fenton, 2000), the Cochrane Library
concluded that there was not enough empirical evidence to allow
this practice to be recommended. It is generally acknowledged to be
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a last-course intervention (American Academy of Child Adolescent
Psychiatry, 2002:5S; Larson et al., 2008). However, several profes-
sional bodies (medical associations) (American Academy of Child
Adolescent Psychiatry, 2002) or state bodies (Haute Autorit�e en
Sant�e, 2005a, 2005b) have put forward recommendations about
the use of containment (i.e. guidelines). Traditional practices (such
as surrounding the patient by a large number of nurses and the
technique known in French as the “technique du belier”dor “bat-
tering-ram” techniquedaimed at immobilising the patient with a
mattress) have been proscribed in favour of standard methods of
immobilisation (like the Canadian “Approche Pr�eventive et Inter-
vention Contrôl�ee”d“Preventive Approach and Controlled Inter-
vention”). These recommendations result in a paradox: containing
patients cannot be recommended, but means for containing them
can. In short, containment exists and has to be used, but the con-
ditions should be provided in which it can be avoided.

Furthermore, even within the same country and even when the
need to standardise treatments has been called for (Brown and
Tooke, 1992; Siponen et al., 2012), mental-health professionals
put this into practice in a large number of ways. The issue of the
therapeutic and ethical meaning of this act underpins all these
recommendations. For example, a difficult and highly discussed
question is whether the psychiatrist should physically participate
(or not) (Kim et al., 2013) in the act of containment. Moreover,
containment constantly stands in tensionwith, or even contradicts,
the application of new ethical principles within the field of health
such as autonomy, patient satisfaction and the contractualecare
relationship. For example, how can the principle of informed con-
sent be applied during crises? More precisely, what is a “crisis” and
how can it be evaluated in practice? Once again, there exists a large
variation in evaluations of the necessity to use containment,
including among patients (Bowers et al., 2007).

1.2. Adolescent crisis and violence

The clinic difficulty is even greater when the patient is an
adolescent, adolescence is indeed generally qualified by “crisis”, to
the point that it has become a new psychopathological condition to
be monitored (Rechtman, 2004). This study focuses on the treat-
ment of adolescent violence within a general environment and is
not limited to the management of agitated patients in a medical
arena (emergency room or psychiatric hospitalisation) (Coutant
and Eideliman, 2013; Brodwin and Velpry, 2014). How is this
ideal translated into practical standards? Factual elements do exist
within the field of child psychiatry, such as frequency, type of
containment and variation according to age and gender (Siponen
et al., 2012). In diagnostic terms, the targeted population covers
all possible cases of behavioural disorders. Moreover, in France, as
in numerous countries, an adolescent is considered as a partial,
autonomous yet dependant social subject, and is therefore a partial
exception to the framework surrounding legal minority. Using the
specific case of France, this study will explore the growing preoc-
cupation in the West with adolescent mental health and its inte-
gration into extra-psychiatric outreach and medical Systems:
“integrating medical health with other youth health and welfare
expertise” (Patel et al., 2007).

This boundary between psychiatry and the field of pedagogy
remains understudied within the social sciences. The concept of
“treatment” therefore has the advantage of harbouring the neces-
sary tension between cure and care in themedical sense of theword
(and in its broader meaning within public health policies). Within
this paper, this concept is understood in its wider meaning of res-
olution of a political problem, of consensual moral attitude towards a
vulnerable population and of implementation of a local and specific
medical strategy (Fernandez and L�ez�e, 2011, 2014). All treatment
involves an evaluation and all evaluations are based on both pro-
fessionals' expectations and moral criteria such as values, norms
and affects. The issue at stake is therefore to better understand the
dynamic and complex link between local clinical practice and the
general political context. This link can be thought of as identifying a
“moral economy” as define by Didier Fassin (2009), i.e. an unequal
distribution of moral feelings in the treatment of populations
identified as vulnerable.

In France, the specific response to this issue of treating adoles-
cent violence can be summarised by the following category of
clinical judgement: “constraint is therapeutic”. The term contention
(constraint) disappears in favour of the word contenance (holding).
The ambiguity and confusionwithin these terms must immediately
be underscored. There is a shift from contention physique, or
“physical constraint” (physical containment and restraint then
treatment with medication and/or in a seclusion room), to con-
tenance psychique, or “psychological holding”, which is part of a
psychoanalytical theory concerning the lack of bodily limits of the
baby, the autistic or psychotic patient and, by extension, the diffi-
cult and violent adolescent. It is even possible to talk about physical
holding. Constraint, as a physical-intervention strategy, still exists,
but no longer has the same target. It is aimed at the violence of
“difficult” adolescents rather than the psychotic crisis (classically
referred to as psychomotor agitation). Above all, it is no longer
justified in the same waydconstraint is no longer simply an act to
prevent or defuse violence, it also has a therapeutic role to play in
pacifying the crisis and allowing the internalising of the moral law.
The focus of this article will be the forming of this clinical self-
evidence and its everyday uses by front-line professionals: educa-
tors, social workers, nurses.

1.3. French background

At the end of the 1990s and the beginning of the 2000s, children
and adolescents' violence against themselves (addiction, self-
harming, suicide, binge-drinking) or others (assaults and anti-
social behaviour) became a political mental-health problem.
Within a few years, focusing attention on teenage suffering became
a virtual clich�e. This new situationwas the product of the encounter
between the state of the medico-social field and the political
climate of the time. These two lines of power developed separately
and, whilst initially incoherent, went on to become a specific po-
litical configuration highlighting the crystallisation of a contem-
porary concernwith the adolescent. This tendency echoes a general
regulatory mechanism of relationship to self and to others, a moral
economy, generated in a specific political context where the call to
“listen to suffering” became, in the 1990s, a mode of local, legiti-
mised interventionwithin vulnerable populations (Fassin, 2004). In
the same period, but this time under a right-wing Government, the
field of mental health grew and the attention focused on “behav-
ioural disorders” became more and more central to the imple-
mentation of new facilities and the rolling-out of new diagnoses.
Following a report to the Minist�ere de la famille (Ministry for
Family Development) (Rufo and Joyeux, 2004) regarding the health
of adolescents in France, Maisons d'adolescents or “Adolescent
Centres”dlocal-authority accommodation and care institu-
tionsdbecame responsible for identifying adolescents' “suffering”
in general contexts and, from 2004, were progressively established
throughout France (Coutant and Eideliman, 2013). At the current
time, there are 102 (over the 119 administrative d�epartements)
based on the “Le Havre” model, launched in that city in 1999. In
2005, the Inserm report. On behavioural disorders caused contro-
versy and provoked a collective of child psychiatrists (“Pas de 0 de
Conduite”d“No Zero for Conduct”) to react against the early
detection of behavioural disorders in children under the age of 3
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years. In this debate, psychiatrists opposed both the early stage of
interventions (prevention) and the use of markers in clinical
screening. This movement did not, however, slow down the
increasing popularity of ADHD as a diagnostic category and the
medication of children. This nosographic category, widespread in a
number of countries, was highlighted in this report due to its
relationship with behavioural disorders. Before 2000, these diag-
nostic categories were rarely used in France where they came up
against the psychiatric movement of the time: the “clinic of mental
suffering” (Guelfi and Rouillon, 2012). Under the emblematic figure
of Henri Ey (1900e1977) and “organo-dynanism” (Brusset, 1999),
this model drew together contributions from neurology, psycho-
analysis and phenomenological philosophy. This conception of
psychiatric work claims the need for a reasonable distance from
university medicine, an overall understanding of the subject and a
search for the meaning of behavioural manifestations. Here, the
importance attached to the spokenword renders the use of physical
constraint problematic.

2. Methodology

Drawing on a genealogical approach inspired by Foucault and
Fassin, we aimed to examine the historical conditions of possibility
for “containment” to emerge as a discourse tied to and justifying
specific practices of restraint. This article combines the genealogical
method (as a history of present, see Appendix 1) and the ethno-
graphic method (as an observation of a local and contemporary site,
see Appendix 2). Both methods aim at analysing the links between
a specific political agenda and the way psychiatrists and mental
health professionals tend to think and treat a problemwith clinical
categories. Following Marcel Mauss, a category is a principle of
judgments and reasonings constantly present in the language, but
never explicited (Mauss, 1906:24). Even if there are many ways to
define and apply a “genealogy” after Michel Foucault's thought
(Foucault, 1977; Mahon, 1992), this approach is increasingly
becoming a complementary method in social Science (Saukko,
2003), Health studies (Armstrong, 1990) and specifically within
political anthropology of mental health in addition to ethnographic
method (Fassin and Rechtman, 2009). Viewed as a new method
(Dreyfus and Rabinow, 1982) or an anti-method (Shiner, 1982),
genealogical analysis implies to study formation and the conditions
of possibility of a device taken for granted, in our case, the physical
constraint. Our findings show that theoretical knowledge (as a
concept) becomes a common knowledge taken for granted (as a
category) by a change in value and not necessarily a change in
meaning. This break is related to a political agenda and a transient
moral economy. But this break is possible because the theoretical
knowledge have some moral affordance and ambiguïty usefull for
clinicians. In our case study, the genealogy show how a discourse
and practice are constitutive, i.e. how a practice (“physical
constraint”) meets successfully a clinical theory (“psychological
holding”) in order to be a legitimate clinical practice.

In the first part, it will be necessary to initially retrace the ge-
nealogy of the medical and psychological ideas surrounding “con-
tenance” and in the second part, we will focus on a local level to
show how this category is used practically as a moral evaluation
within prevention and treatment of adolescent dangerousness.
Two corpuses have been collated comprising a set of theoretical
texts and a multi-site ethnographical observation.

3. Data collection

3.1. Documentary corpus

The history of clinical conceptions of contenance has been
established by combining a bibliographical search of French-
language articles published in scientific journals with readings of
contemporary psychoanalytical works (Appendix 1). Both authors
carried out their research independently and compared their re-
sults. Bibliographical searches were carried out in June 2010 using
the French databases cairn.info and revues.org in order to identify
the occurrences of the notion, the theoretical references produced
and the “shift” in its usage. Furthermore, these published texts
were compared to “grey literature” published by the institutions
where the ethnological surveys were carried out. A second more
systematic search was undertaken on January 11, 2012 using the
Scopus database.

3.2. Ethnographic corpus

The observation focused only on meetings with front-line pro-
fessionals (educators, social workers, nurses) and was carried out
during an ethnological study at several sites and in several types of
facility (Appendix 2). A survey was launched within the framework
of postdoctoral research between 2008 and 2010 surrounding the
process of establishing of an Adolescent Centre in Ile-de-France as
well as involving specialist educators from the PJJ (the department
for the legal protection of youth in France). Another survey was
undertaken between 2009 and 2012 in the Rhône-Alpes region as
part of a PhD dissertation in anthropology within an inter-
professional network responsible for “adolescents difficiles” (diffi-
cult adolescents). Case-study during multidisciplinary staffs were
observed (N ¼ 38), various health and social work professional
participating were interviewed (N ¼ 15) and institutional docu-
ments were analysed. The first fieldwork chiefly explores the
interaction between professionals and adolescents, while the sec-
ond one, used in this paper, solely focuses on the mental health
evaluation of adolescents by professionals. The two authors
compared the results of their fieldwork for the year 2012e2013 in
order to understand the point of view of a particular kind of actor:
front-line professionals (educators, social workers, nurses) in
adolescent crisis and violence management.

3.3. Data analysis

In the two corpora, we decided to code and then systematically
compare the evaluations structuring the cases of violent treatments
(clinical judgement, i.e.: bodily restraint, gender of the adolescent,
etc.) in order to understand what professionals valued theoretically
and practically about contenance. Each clinical judgement is based
not only on discerning pathological signs and on assessing the
subject's evolution, but also, in a case of crisis, on assessing the
situation, as violence affects the people around the adolescent.
There are therefore at least three moral dimensions to this clinical
work: firstly, the necessity to evaluate the therapeutic interest in
“dirtying one's hands” by thedalways difficultduse of physical
force. Should the treatment be instigated (is it “good” or “bad”) and,
if so, with which member of the team? Secondly, the decision must
bemade as towhether the person in question “is worth it”. Lastly, it
is a question of acting in accordance with the practitioner's moral
(ethical) view of his/her sense of professional duty. These three
dimensions imply ethical reflexivity on the part of clinicians and
not, as is often imagined, automatically applying a form of sanction
that arbitrarily entails physical force, used at their will. The practice
is therefore necessarily ambiguous. Contenir (to “hold” or to
“contain”) is sometimes an ideal: if a place can contenirdhere,
“hold”da patient, physical restraint or contention physique can be
avoided. Others times, it is a norm (in order to contenir, it is
necessary to restraint). On a wider scale, the boundaries between
sanctioning (moral education) and contenir (moral pacification) is

http://cairn.info
http://revues.org


Y. Gansel, S. L�ez�e / Social Science & Medicine 143 (2015) 329e335332
one of the central ambiguities of this type of intervention involving
others.

4. The formation of a clinical a priori

4.1. “Contenir”: terminological ambiguity

Originating from the Latin con-tinere, the verb “contenir” in
French allows a polysemy of two possible meanings. On one side, it
signifies: “to have, to take in oneself” like a vessel contains a liquid,
a mineral a metal or as a book contains an idea. On another side, it
has the specific meaning “to prevent, to reprimand” (to prevent
from advancing, to stem, like an army contains an enemy) or also a
more figurative one (to prevent from expressing oneself, to repress
like a person contains his/her tears). Finally, the Latin term con-
tinere later produced the medical term contention, which refers to
the immobilisation of a sick person for therapeutic purposes. Since
the end of the eighteenth century, this specific term is also used
within orthopaedics (the use of pins to treat fractures) and psy-
chiatry (restraint with straightjackets, straps, etc.) As we will see
later, these ambiguities (also met in the English “to contain”)
contribute to the high use of the term as it conceals a series of
shifting meanings.

While it is omnipresent in professional discourses within
adolescent healthcare and education, the semantic field from the
verb “contenir” is almost absent from classic French psychology or
psychiatry manuals dating from the 1970s (Ajuriaguerra, 1974; Ey
et al., 1967; Roudinesco and Plon, 2011).

4.2. “Holding”: a psychical disposition (1970s)

This absence is surprising as the French terms serve to translate
the concepts of “container” and “holding” put forward by the
British psychoanalysts Donald Winicott, Wilfred Bion and Melanie
Klein. The work of Wilfred Bion (1897e1979) is particularly
representative of the development of psychological and psychiatric
literature around the notion of “contenir”. In the 1960s, Bion, a
psychiatrist and psychologist, developed a theoretical body of work
founded on group psychology in an openly speculative approach
and, as Jacques Lacan would later continue in France, he worked
towards formalising psychoanalytical theories with mathematical
symbols. Thus, he elaborated on the concepts of “contained” and
“container” to describe a key moment in the child's mental devel-
opment: maternal care, as an enveloping act, gives the child his/her
own bodily limits. It was French psychologist and psychoanalyst
Didier Anzieu who imported this notion into France through his
elaboration of the concept of the “moi-peau” (skin-ego) (Anzieu,
1995). Along with psychologist and psychoanalyst Ren�e Ka€es,
they developed psychoanalytical group therapies in the field of
clinical psychology. The French-language psychiatric literature on
“contenir” proceeds by way of an analogy to Bion and often quotes
him. This usage initially appears at the end of the 1970s in a
strongly conceptual and abstract register concerning internal
disposition. As in Bion's theories, “the container-contained duality”
was studied in schizophrenia, for example, legitimating coercion
practices exercised on the body of the patient (Bion, 1963: 823).

It is during this same period that French child psychiatrists
developed packing therapy to treat the agitation of autistic chil-
dren. Originating from the United States, where it has since been
almost completely abandoned, this technique was developed in
France during the 1960s and 1970s by M. A. Woodbury, an Amer-
ican psychiatrist rooted in French psychoanalysis. In packing, the
therapy is done individually. Each child has, according to the psy-
choanalytical jargon, a group of primary carers called the “trans-
ference constellation” who meet regularly to work on counter
transference. Professor Pierre Delion applies the symbolic and ab-
stract psychoanalytical language to justify the meaning of this
therapy: “envelopment aims to bring together the body of autistic
childrenwho lack containment. It is necessary to give them a secure
feeling of unity instead of a distressing feeling of being in pieces”
(Saget, 2009). These methods were denounced in the 2000s as
much for their lack of scientific proof as for their coercive and vi-
olent nature: “a kind of aggression against somebody who cannot
respond or defend themselves” (Spinney, 2007:646). Within in-
ternational literature similar movements can be found. Thus, in
1994, an Australian psychiatrist proposed a link between coercive
treatment measures in childhood violence management and
attachment theory (Bowlby). These “holding therapies”, inspired by
the works of Zaslow, were based on a constraint (firmly holding an
autistic child). They shared similarities with packingdthey worked
upon the material body, the theory was inspired by psychoanalysis,
and they were denounced in the 2000s as having no scientific
grounding and being dangerous for patients. As in the case of
autistic children, adolescent emotions go beyond their own control
and express themselves through the body. Professional teams
therefore act as envelopers offering a new container, and thereby
transforming these emotions.

4.3. Contenance French-style: a physical apparatus (1990s)

These packing techniques contain two shifts in meaning, which
contributed to the development of contenance within the psychi-
atric and psychological field in France. On the one hand, they link
the theoretical concept of the bodily envelope with that of the
professional group. On the other hand, they justify the practice of
bodily constraint. Through these two lines of approach, literature
on contenir grew significantly during the 1990s, particularly
through the writings of group psychologists who supervised pro-
fessionals in charge of children and adolescents. A major turn-
around can then be seen in the corpus: references move away from
an essentially theoretical usage and begin to designate practical
study of institutions. Studies were conducted on how schooling,
residential educational facilities or a medical ward could be “con-
tenant”. A shift therefore occurred from the abstract meta-
psychological conceptions focusing on internal dispositions (such
as “psychical materials”) to practical devices to prevent and treat
violence. The professional team and the usage of collective speech
(“group work”) are the common points of these difference In-
stitutions (Pinel, 2007:119). This work using the spoken word in-
troduces a new distinction. On one hand, there is contenance as an
immaterial and internal mechanism “which is part of creating
meaning” and which is given a priori positive value. On the other
hand, there is contention as a concrete and bodily mechanism
“which is of the order of action” and which has negative connota-
tions (Friard, 2011). Such a distinction requires a classical mind-
body dualist approach revisited in the action of constraint as fol-
lows: the body (of both adolescents and professionals) is the tool of
action, the target of which is the mind. Through a collective re-
reading of the usage of bodily constraint and of its “meaning”,
professionals are working towards transforming their own mind
and that of the adolescent. Constraint therefore produces subli-
mation, in the sense of a change of state: from a pure action of
concrete control, constraint becomes an immaterial act of care. In
these different institutions, constraint is often established in the
form of “treatment protocol of violence and information” elabo-
rated collectively, with the conceptualisation of different stages of
“crisis”, the recourse to containment in the “thought” process
framework, and the need for subsequent “verbalisation” by the
team. Exceeding the normal professional lines of demarcation, this
transformation becomes as accessible to a nurse or doctor as to a
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caseworker or security officer. It is the collection of these usages of
constraint that we shall now describe in relation to the adolescents'
“crisis”, gender and origin.

5. The uses of contenance

5.1. Managing crisis and clash

In different areas, adolescent deviance, and in particular
adolescent violence, have been the object of professional redefini-
tion. Through the use of terms such as “crisis”, “clash” or “acting
out”, they have become the target of legitimate professional action.
“Crisis” lies midway between layman's language (a child “has a
crisis” when he refuses the authority of an adult) and specialised
language (in medical terminology and in particular in psychiatry
“crisis” is written into a long Hippocratic tradition where it is both
the sign of evil and a litmus test implying a possible improvement
or maturation). Through its Anglo-Saxon resonance, when used in
French the term “clash” also carries this ambiguity between
specialist and common language. Moreover, in common thought
the “crisis” defines the specific characteristic of the adolescent. In
the same way, “acting out” refers to several different dimensions. It
can concern any banal act, an act forbidden by law and even “acting
out” in the psychoanalytical sense. The latter concept developed by
British psychoanalysis refers to the grouping of forms of acting that
take the place of psychological work outside of one-to-one dis-
cussion between psychoanalyst and analysand. Progressively,
acting comes to describe the very structure of psychopathy.

When they think of different treatments of professional targets
within their own fields of intervention, actors of mental health or of
the educational world all agree on one term: that of contenance.
Their elaboration of “containing” or “holding” solutions falls under
two registers of action (see Table 1). On one hand, containing sig-
nifies exercising a physical constraint, referring to the medical
connotation of contention such as detaining patients, stopping
them, holding them in arms or attaching them with straps. In a
more indirect way, it can be a question of legal or police measures
of control (In this case, it can also be described as cadrant,
i.e. something that “frames” the subject, placing and maintaining
him/her within certain boundaries). On the other hand, containing
signifies exercising a form of care, based on the adolescent's
vulnerability and on having identified his/her needs. It is a question
of a relational and affective aptitude to accept and to tolerate ad-
olescents, but also to reassure and pacify them through a state of
permanence and of relational continuity. Within these two nuances
(constraint and care), contenance appears like the implicit treat-
ment of adolescent dangerousness. It can be exercised through
“walls” (psychiatric hospitalisation or prison) within the frame-
work of treatment and, in particular, of constraineddeven close-
ddaccommodation, which presuppose neither the consent nor the
autonomy of the adolescent. It can be exercised through “bonds”, in
the context of particularly open and tolerant treatment of adoles-
cents, involving their autonomy and their assent. This is the case for
so-called “natural-space” alternatives, evocative of “low-threshold”
social-work organisations for adult users (e.g. drug addicts).

Contenance is therefore not only a theoretical concept; it is also,
and above all, a category of judgement in daily clinical practice
within the institutions studied. It therefore, self-evidently, provides
the basis for three types of reasoning we can explicited from our
field-notes (see Appendix 2):

Firstly, it justifies contention and recourse to force through the
idea of care in contenance. Contenir indicates the necessary pro-
tection in response to a “crisis” and to a “clash”. Violence is treated
like physical agitation, like “acting out”. Contention is therefore a
means of restoring missing or faltering bodily limits and, at the
immediate time of “crisis management”, a means of pacifying the
violent person.

Secondly, it allows the spatialisation and materialisation of
contenance to be justified. Contenance thereby becomes an envi-
ronment. It is the role of a treatment team (through physical
immobilisation) and/or of a place with a connotation of shutting
away (the walls of either the prison or a psychiatric hospital, or a
seclusion room) thus leading to limit-setting, in order to control
impulsivity, aggression and frustrations, and therefore to learn to
have bodily and moral limits.

Lastly, it can justify, more generally, within a theoretical shift,
the therapeutic benefits of sanctions. Sanctions are seen as good not
only at stopping transgressions but also at helping with the inter-
nalisation of the symbolic order (the Law) and self-control. As a
female social service director explains:

“the authority with its noble and its constitutive component will
help the child getting benchmarks and get capacity to build by
himself”. The use of sanctions (and particularly constraint) is
perceived as a sign of the authority of institutions who have to
“make up for” the lack of authority in families, mostly with
“single mothers” who “have a hard time saying “no”! This very
“no” as a structure for the child”. In this view, sanctions oppose a
“social trend” toward the “softening of the function of
authority”.

These justifications are centred on two situations: in situ, to
convert the use of physical force into legitimate contentiondthe
actors accompany the decision with “verbalisation” to explain its
necessity and to distinguish it from “punishment” or “confronta-
tion”. During co-ordination meetings, the team discusses the clin-
ical stakes of the “crisis” by describing the circumstances
surrounding the “acting out” and mentioning the family history of
the perpetrator of the violence, and the “transfer” of this story onto
members of the team.

5.2. Endangered runaway girls and dangerous delinquent boys

In this way, adolescents are constructed as dangerous, even
though this dangerousness is made invisible. This form of solici-
tude towards adolescents in based on them being constructed as
vulnerable and, potentially, “in danger”. In this framework, ado-
lescents could be harmed by their own misconduct, but also by
adults, their family, the professionals or “the system”. They could
also be the victims of disproportionate reactions by professionals
or of their lack of tolerance and consistency. While their status as
“in danger” is extremely explicit, adolescent dangerousness is,
most often, invisible. It is, however, omnipresent in the “risk” that
actors are constantly evaluating and in the measures of control
that this calls for. Ann Stoler proposes three interpretations of this
situation of invisibility of the grain in which words are written:
dangerousness can fall under its common meaning or it can be a
taboo or the actors can lack ways (i.e. words) in which to express it
(Stoler, 2008:3). Here, the two initial explanations prevail: West-
ern thinking has considered adolescence dangerous in essence
since the advent of industrialisation (Muchembled, 2008).
Furthermore, fieldwork actors multiply strategies to destigmatize
adolescents while, at the same, making invisible the ethnicization
of how adolescent violence is dealt with (Coutant and Eideliman,
2013).

In absolute terms, constraint seems to take on a negative value
in regards to care. The actors describe it in terms of “dirty work”;
teenagers “finissent contenus” (“end up” restrained by straps), it is
done “because it has to be”, but no-one wants to dirty their hands.
However, in practice, this moral equilibrium is relative to the
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assessment of cases, to gender and to their situation within these
systems. These practical modalities of contenance are adjusted to
the cases, according to the two sexed/gendered forms of danger-
ousnessdcontenance takes place through walls, for violent boys,
and through social bonds, for runaway girls. Ethnographic evi-
dences drawn both from interviews and observations (see
Appendix 2, Table 2) show of “professionals”, both from mental
health and social work, agree on a common sens:

� The “dangerous” “delinquent boy” shows his unruliness in
educational work through violence towards others. Pro-
fessionals indentifiy his suffering in his aggressive acts and his
“violent outbursts”: it “shows in him”, in the “pain” and the
“madness” in his eyes. Violence and vulnerability are closely
connected in this notion of “suffering”. For instance, an
adolescent investigated for a sexual offense is seen as “very
excited in his body” and “constantly in danger of perpetrating a
rape”. The delinquent boy conjures up “animalistic” images, of a
“real beast”, implying that it is impossible to understand him.
His sexuality is little examined (if at all). His consent cannot be
sought and his autonomy could be dangerous thereby calling for
legitimate constraint. He cannot “intellectualize” frustration
neither can he “escape” his anger. Constraint seems to be
necessary within the educational work itself and actors confuse
prison and the psychiatric hospital: according to them, the de-
linquent boy needs “something very framing”, and eventually he
“has to fall” indifferently in a psychiatric or a penal confinement.
Occasionally, his family is described as harmful, and is
“dangerous” as well.

� In contrast, the “endangered” “runaway girl” expresses her
unruliness by physically withdrawing from the situation: she
“vanishes”, she is “hard to catch” or “evasive”. Her suffering is
intimate and invisible, but calls for understanding. Pro-
fessionals scrutinize her sexuality, thus made public and visible
often in the rhetoric of “prostitution”. So do they monitor the
girl's body, upon which her violence is carried out o through
self-inflicted marks or cuts. She is perceived as a victim of
adults, of her family or of her “pimp”. The rhetoric of
“manipulation” to which she is subjected, but which she also
sometimes wields herself, is recurrent. However, the runaway
girl is sometimes a victim of the professionals themselves who
may make bad choices with harmful consequences. This status
as victim of the “system” is embodied in the “case file” that
follows her and affects her. Her misconduct calls for a tolerant
attitude from professionals and her consent must be sought e
requiring “risks to be taken”. She is able to “make a request”
and her autonomy should be valued: the runaway girl has to be
“grasped” or “harnessed”.

In addition to these gendered/sexed forms of adolescent
dangerousness, judgments surrounding constraint are also relative
to the adolescent's position within the systems, to the constraints
bearing upon the work itself and to the possibility of deferring or
exporting the constraint (see Table 3). Generally, it appears that the
use of constraint is judged unfavourable when it is a question of
keeping an adolescent within an institutional structure. Here,
contenance as a means of tolerance is what is sought. In comparison,
when decisions are made about the situations of adolescents
outside of institutions (e.g. the case of a young boy staying with his
mother when the judge had placed him in an institution), actors
often judge coercion favourably. In both cases, the challenge is to
avoid exclusion from the system and to respect the constraint of a
continuity of government action; a constraint that weighs on the
actors in charge of taking action with dangerousdor
endangereddadolescents.
6. Conclusions

Clarifying a word from the vocabulary of clinical practice that
brings together, in France, the experience of both suffering and
deviance allows us to demonstrate the “miracle” that explains
both its success and its self-evidence. The word “contenir” spe-
cifically allows the daily reconciliation of the irreconcilable whilst
confronting one of the major difficulties of work on others:
changing a disposition by a device, i.e. making physical restraint of
violence into care. The basic premise is that the “normal” psy-
chological development of the child rests on a progressive con-
tenance of emotions or emotional “self-control”. This “pressure-
cooker” model is old and easy to find to Sigmund Freud: civilisa-
tion polices the savage and the madman who lies sleeping in every
child in the shape of his/her dangerous passions. In our case-study,
we could sum-up a new version of these old view as a clinical
framework coming from Lacanian psychologists and psychiatrists
teaching child psychological development to front-line
professionals:

According this lacanian perspective, during the child's psycho-
logical development, the contenance of emotions is acquired by the
“containing” function of the parents: the mother “reassures” by
enveloping and the father “limits” by forbidding. The violent and
difficult patient is the one who therefore has a deficit linked to his/
her psychological development and his/her impulsivity is linked to
his/her affective immaturity. The adolescent's “acting out” is an
indicator of this failure of symbolic contenance on the child's body.
The shift from contention to contenance is therefore proposed by
Lacanian psychoanalysts (Legendre 1989) in order to think not only
about the effect of emotional deprivationwithin the family unit, but
also about deficiencies in internalising the symbolic order (the
Law). This Lacanian theory of the deficiency of the symbolic order
fits perfectly with the preoccupation with losing and re-
establishing authority within French society. In response to the
transgressions and violence against the adult world, strictness is
expected. The respect of adults should lead to a respect of the law.
Gendered conceptions of authority are summoned here: it is the
“role of the father” that “refers to boundaries”. According to this
perspective, the concepts of enclosure and boundariesdwhich
refer as much to the body as to the group and to the institution e

have two effects:

� On one hand, the action of contenir defines a general category of
the subject in mental distress: “those who suffer from a lack of
contenance” (Gentis, 1977). It can be applied completely inde-
pendently of psychiatric categories. “Behavioural disorders”
become the target of these and the scope of this is wide: “By
mental and behavioural disorders, we mean significant clinical
affections characterised by a change of thought process, mood
(affects) or behaviour linked with psychological distress.
Behavioural disorders are not simple variations within the limits
of what is “normal”, but obviously abnormal or pathological
phenomena. A single episode of abnormal behaviour or a short-
term mood disturbance is not, in itself, the indication of a
mental or behavioural disorder. In order to be considered as
such, anomalies should be permanent or repeated and cause
suffering or impede one or more areas of daily life” (Gentis,
1977).

� On the other hand, this action assigns a therapeutic value to
constraint and, by doing so, to sanctions: punishing is contain-
ing. The subject unconsciously seeks out punitive constraint as a
means of halting his/her repetition compulsion (Balier and
Grepillat, 2002). Prison, through its extreme firmness, can play
an enveloping role, framing adolescents' over-spilling emotions.
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Within this clinical frame, The team of professionals in charge of
violent and difficult adolescents have the role of containing the
suffering that is only expressed through “acting out”. They also
perceive themselves in a role of parental substitution, through
which the issues surrounding emotional autonomy are re-enacted.
In the psychoanalytical model, parenthood is divided into functions
of mothering and fathering. The institution also has the overall
function of contenance. In cases when contenance fails repeatedly
within the framework of treatment (as a disposition to be created
by this device), different levels of physical contention can be
considered in the name of psychical contenance, beginning with
simple immobilisation (with communication), moving on to
immobilisation (physical or sedative) in a seclusion room, and
finally, extending to psychiatric or prison immobilisation and
seclusion (court hearing and incarceration).

Appendix A. Supplementary data

Supplementary data related to this article can be found at http://
dx.doi.org/10.1016/j.socscimed.2015.04.005.
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