Key theoretical frameworks of Individual Development, and how they impact therapeutic practice.

Therapeutic practice is a profession that is fraught with countless rules, guidelines and ethical standards which absolutely must be adhered to. Even after these standards have been accounted for it would be foolish to imply that the practice became any easier, as this essay will elaborate upon in the context of both Attachment and Developmental Theories including those of Bowlby, Erikson, Vygotsky, and Piaget in particular. These theorists have been included due to their prevalence and frequent inclusion in the development of therapeutic work, especially when this work pertains to Children and Adolescents.
When referring to Individual development, one of the most prominent theories that comes to mind, especially when working with children and young adults, is that of Attachment theory. Attachment theory in what could be considered its modern form has been stipulated upon for over a century. It first began taking forms within Freud’s Psychoanalytic theories in the 1890s, and then being refined into what we now know it to be by the combined works of Bowlby and Ainsworth most famously, but also the works of Erikson and Harlow, all of whom contributed to developing the theories of attachment beyond that of the sexual development focused on by Freud (Ackerman, 2020). 
To first consider and contextualise the work of Bowlby and Ainsworth, one must consider that Bowlby took inspiration from the field of ethological studies, and notably the work of Lorenz’s studies of imprinting (McLeod, 2018). This interest led him to theorise that as with animals imprinting on their mothers, humans also had a survival mechanism in place that would facilitate bonding between mother and child, and that these were instinctively activated when the child felt like the attachments were being threatened (Bowlby, 1969). 
These theories then evolved into his and Ainsworth’s model of attachment comprised of three distinctive types of attachment, those being Secure, Insecure-Resistant, and Insecure-Avoidant. Secure attachment is categorised primarily by a child being anxious when separated from their caregiver, but positive when they return and happy to use the caregiver as a base to explore their environment. This differs from Insecure-Resistant in that a resistant child will show intense distress when separated from their caregiver, but will not allow the caregiver to comfort them upon their return whilst being less comfortable in exploring their environment. Finally, an Avoidant child will show no sign of distress when their caregiver leaves, and will be similarly un-affected when they return. One point of interest that is noted about Avoidant children is that they if they did become distressed, they are able to be comforted by anyone, not only their caregiver (McLeod, 2018). 
These categories can be seen in children as a result of their relationships to their caregivers. For example, it is noted by Bowlby that securely attached children will have grown up a ‘representational model of attachment figures’ who would have been reliably present, willing to offer help, and always responsive to the child’s needs (Bowlby, 1980, p. 242). Contrary to this, a child who is Insecure-Resistant will have developed this type of attachment due to a having a primary caregiver who may have been inconsistent and unreliable in their response to the child’s needs, therefore meaning the child could not trust or depend on them to help (Ainsworth & Bell, 1970). The third and final attachment type, Insecure-Avoidant, has been described to be caused by a child having a caregiver who was not necessarily aware or accepting of the needs of the child, and who would not have been metaphorically or literally available when the child was distressed (Ainsworth & Bell, 1979)
It is, and has been commonly acknowledged by therapeutic practitioners and attachment theorists including Bowlby himself that upon reaching adulthood, it becomes difficult to change an attachment pattern (Bowlby, 1988). Despite this complication, it has been shown that understanding the nature of someone’s attachment type can be a useful tool for counsellors and psychotherapists (Wei, 2008). This is due to that an individual’s attachment style can give clues as to what mediating interventions could be used for them, by shedding light on how their own coping mechanisms have developed from the underlying consequences of their attachment type and may therefore be flawed (Lopez, et al., 2001). An example of this is discussed by Wei, who illustrates how adults with attachment issues can ‘learn’ that if they are perceived as being ‘perfect’ they will be more readily accepted and integrated into different attachments, or in opposition to this, may develop the inclination that perfection is a necessity in order to hide and compensate for their internalised feelings of imperfection and as such will drive themselves to be perfect (Flett, et al., 2002). From the perspective of a therapist, this can prove to be valuable knowledge, as these needs for perfection can be a good starting point in addressing attachment issues without having to attempt to alter a person’s attachment type. However, from the patient’s perspective, this need for perfection can cause other morbidities such as depressive symptoms, that will need to be addressed (Chang, 2013). Whilst these issues can be a good starting point on the therapeutic journey, Wei does also note that these issues with perfectionism will be rooted in an underlying cause, and in the case of attachment issues this will often be due to their basic needs not being recognised in some way during childhood. Therefore, resolving the negative strategies that a patient has developed to cope with this will suffice only for so long before becoming ineffective, unless the root cause is also addressed, which is evidenced in that those with insecure attachments can reduce their risks of psychological distress through symptoms such as depression and loneliness through simply having some basic interventions to assist them with meeting their needs for connection, competence or autonomy (Wei, et al., 2005).
In recent years the principles of Attachment Theory have come to the forefront when considering the nature of the relationship between therapist and patient. The nature of this relationship has been extensively discussed by Rodriguez in his paper: ‘How does Attachment Theory improve our Clinical Practice?’ (2020). In this paper, Rodriguez thoroughly describes how differences in attachment type can reflect on the relationship between patient and practitioner, which can commonly cause issues in the delivery of treatment. Further to this, Rodriguez offers guidance on how this can be resolved to allow practitioners to administer treatment in the most effective way. One of his recommendations is that in some cases it is ill advised for a therapist to open a form of attachment or warmth between themselves and their patient. This is due to that in some cases this can cause the patient to experience a difficult or conflicting relationship with their therapist due to them not being certain of where they stand, or misinterpreting the therapists’ warmth as coming from a non-therapeutic origin. In this situation, it is recommended that the practitioner takes the perspective of both themselves and the patient being of equal position whilst investigating the nature of the patient’s issues (Liotti, 2017). This will prevent an attachment or gradient of power from occurring that could cause the patient to become dependent on the practitioner.
When it comes to developmental theory, the list of places in which issues could arise that require therapeutic help only increases on top of that started by issues regarding attachment. In attachment theory, should there be an issue, the source of this issue can be identified by first discerning what attachment type the patient will fall under, identifying the negative behaviours that need to be addressed, and finally resolving the underlying causes of these negative traits. This is a straightforward task as according to Bowlby’s model of attachment, people will fall into one of three distinct categories which are each easily discernible and have distinctive behavioural indicators. This differs to Developmental theory, as demonstrated by Erikson where he describes how there are eight distinct developmental stages in a person’s life. These are categorised partly by age, so at the point of accessing therapy the practitioner would have to identify at which stage or stages the person had developed an issue by working through the stages including and preceding their current stage as denoted by their age (McLeod, 2018). These developmental stages are most clearly defined by Erikson and whilst the earliest stages do share similarity with Bowlby and Ainsworth’s attachment theories, Erikson’s developmental framework does provide a greater, albeit less intensely detailed, scope for the whole life. Alongside Erikson, the two next most prolific developmental theorists would be Piaget and Vygotsky, who despite both working on their theories in the early to mid-1900s had two drastically differing perspectives on what areas were the most essential to a child’s development. According to Vygotsky, then most effective methods of development and learning for a child occur when they are in the presence of a skilled individual who is there to assist them (Vygotsky, 1978). This interaction between tutor and student was intended by Vygotsky to take the form of a collaborative dialogue, with the intent of allowing the student to see the process undertaken by the instructor whilst also incorporating it into their own work. This method of teaching was an interesting development by Vygotsky as it went against the method of rote learning which would have been commonly accepted at the time of his theorising. Contrary to Vygotsky’s vision, Piaget theorised that a child was limited by formal developmental barriers as to what they could learn at a certain age.
As with Attachment Theory, Developmental Theory can have a significant impact on the administration of therapy to an individual who needs it, and it is arguable that this impact may be larger than that of attachment theory simply due to the wider scope of developmental theory. As discussed previously, the wide range of developmental stages can be problematic for therapists, as they provide a much vaguer framework from which to identify the roots of issues faced by the patients. One example of the challenges faced by treating patients at different developmental stages is shown by Garber, Frankel, and Herrington (2017) who note that while some treatments for children and adolescents that suffer from depression are effective, they often show particularly mild results due to that the patients are not at the stage where they have developed the cognitive, social, or emotional maturity to be able to process and effectively implement the skills that they would be provided with in their therapy sessions, thus rendering them ineffective. Garber et al. suggests that a method of improving the effectiveness of these treatments is to tailor them to the patients level of development. The process of altering treatments to be suitable for patients at differing developmental levels primarily occurs by altering the appearance and content of materials to be age appropriate (Clark, et al., 2000), however Garber, Frankel, and Herrington (2012) have suggested a framework to be used by practitioners in order to simplify the individualisation of treatments. This framework entails first creating an index of treatments used when working with children and adolescents, followed by determining which developmentally gained skills are required for the child to implement these skills, thirdly, the practitioner should identify indicators of these skills being present, and therefore develop a method of assessing the developmental progress of the patient, and then finally being able to enact the most effective and relevant treatments as discerned through this framework. This method functioning in a similar way to the aforementioned process of treatment in accordance with attachment type would allow a therapist to easily determine what practices would be appropriate to use with each individual, and therefore not have to revert to either a trial and error, or ‘one size fits all’ approach.
Whilst the frameworks discussed above offer valid insight into the practice of applying both Attachment and Developmental theories into therapeutic practice, it is important to recognise that this area is one that can have many deviations from patient to patient, and therefore each individual must be catered to according to their needs. This also can present difficulties due to that, as previously mentioned, guiding literature can prove to be ill-fitting to those with developmental needs, as it is often simply a re-evaluation of practices intended for use with fully developed adults. Therefore, practitioners must be willing to break away from this ‘one size fits all’ approach and endeavour to tailor their clinical practices to the needs of each patient individually. Furthermore, a practitioner must also take into account that despite the writings of Erikson, Piaget, and others giving each developmental stage a segmented chronological order and progression, this will not necessarily be adhered to exactly by the patient. This can occur due to a number of factors, such as the patient having additional needs such as Global Developmental Delay for example, the patient not having had a suitable environment or access to a more knowledgeable other as would allow them to be within their zone of proximal development as described by Vygotsky (1978), or the patient being of insecure attachment as described by Bowlby (1980). To summarise, therapeutic practice can be effective in situations where a person has Developmental or Attachment issues, but only truly can be so when it has been altered and specialised in order to account for these issues. Therefore, in order to be a truly effective practitioner, one must be willing to investigate further than the issue that a patient has come to you with, in order to find and resolve the underlying causes.
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