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|vii|Preface to the English Edition


In this book, Meeting Emotional Needs in Intellectual Disability, we introduce the emotional development approach and offer a variety of tools to help support the challenging behaviours associated with the different stages of development. This is the result of an interdisciplinary collaboration between a medical doctor (Tanja Sappok), a behavioural specialist (Sabine Zepperitz), and for the English edition, a clinical psychologist (Mark Hudson). It draws on the expertise and insights from family members, doctors, behavioural specialists, therapists, psychologists, nurses, and other healthcare professionals, as well as special needs educators and social workers who have lived or worked for years with people with an intellectual disability (ID) and mental health problems or severe challenging behaviours. This scientifically based textbook aims to reduce problem behaviours and to foster well-being and mental health in people with an intellectual disability. The first part of the book (Chapters 1–6) anchors the developmental approach within the theoretical frameworks of developmental neuroscience and developmental psychology. The second part (beginning with Chapter 7) increasingly focuses on the implications of the approach for clinical practice and people’s daily lives. Therefore, if you as the reader are more interested in the practical aspects, then you may wish to start from part 2 or read the short “in a nutshell” summaries in part 1 first.


Even though we believe that developmental science can substantially improve the living conditions of people with disabilities in modern society, there are certain risks associated with this view. As a result of a decade-long emancipation process – and finally with the adoption of the UN Convention on the Rights of Persons With Disabilities – adults with an intellectual disability are also recognised and treated as adults. The result is a respectful but also distanced form of interaction. The application of developmental neuroscience expands our concept of adulthood in intellectual disability to encompass needs which are typically associated with earlier developmental stages. This, however, creates a new area of tension. We do not mean that adolescents and adults with intellectual disability are child-like, and we respect the fact that they will have had many experiences and gained skills which would not be expected of a young child. Rather, we would like to encourage you to acknowledge all aspects of their personality, including their physical, intellectual, and social–emotional competences and their personal and family goals, in order to help them fulfil their potential in a self-determined way.


Tanja Sappok, Sabine Zepperitz, and Mark Hudson,


Berlin and Nottingham in May 2021
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|1|1  Emotional Development: An Introduction


A 20-year-old woman with a severe intellectual disability scratches and bites herself and walks restlessly between rooms. The restlessness occurs mainly in situations where she must wait or when she is physically uncomfortable, e.g., because of hunger. She needs help to eat and to get dressed. She is often on her own; she rocks back and forth, snuggles in her bed during the day, twirls her hair, or chews on a sensory object. She lives in a residential home with seven other residents and works eight hours a day in a sheltered employment project. However, she is not interested in any of the other residents and only seeks contact with her caregivers.


A 25-year-old man with a moderate intellectual disability cannot stay alone, seems restless, and walks around a lot. He continuously seeks out caregivers and complains when they turn toward another service user. He persistently asserts his own will. Otherwise, he is a friendly, curious person who can understand consequences and has some abstract thinking skills. His restlessness and constant search for affection are so stressful for the carers that he was dismissed from his job. This makes the situation even worse because he is at home all day long.


These examples demonstrate that people with intellectual disabilities often behave in ways that challenge their relatives, caregivers, and healthcare professionals. In order to better understand and deal with these behaviours, emotional development should be considered alongside physical and cognitive development. When supporting people with intellectual disabilities, we often first ascertain their biological age and cognitive abilities, whereas their emotional developmental age is typically not known and is therefore given little consideration (see Figure 1). This can result in overwhelming situations, which can lead to serious behavioural problems or even to mental health difficulties, such as depression.


The young woman presented at the beginning shows an emotional reference age of about 6 months. Her great need for rest, desire for immediate satisfaction of her needs, predominant preoccupation with her own body, and lack of interest in peers are expressions of her emotional stage of development. At this stage, the primary need is for physical and emotional regulation; the development task is integrating sensory information. Therefore, caregivers should take on the role of reliable providers, offer body-oriented and sensory interventions, and ensure she has sufficient rest and recovery periods.


The emotional reference age of the young man is about 3 years; emotionally, he is in the so-called phase of defiance. His primary need is therefore to develop autonomy. The central developmental task is individuation, i.e., separating from his main caregivers and establishing his own sense of self. In this stage, establishing clear structures and rules and |2|identifying areas of life in which he can fulfil his growing need for independence in a gradual and manageable way may be helpful. Caregivers can ensure that they provide a clearly structured daily routine and ascribe responsibilities in certain areas, such as setting the table or sorting laundry. It is crucial that the team work together in a consistent manner and provide direct, immediate praise to reinforce desired behaviours. Through consistent positive regard – independent of behaviour – he will be confirmed in his person and will no longer need to demand attention. As a result, his restlessness is likely to decrease, and he will be able to separate from caregivers for longer periods.
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Figure 1:  The encounter typically depends on the client’s biological age, followed by their level of cognitive development; the emotional state of development is often the least considered. However, the emotional reference age may be lower, when compared to cognitive development.








By knowing the level of emotional development, caregivers can more easily change their perspective, understand a person’s behaviour, and address their needs. Adapting interventions to the level of emotional development can precipitate the personality growth of clients, increase their opportunities for participation in social life, and lead to a better understanding of problem behaviours (Hart & Lindahl Jacobsen, 2018).



1.1  Emotion and Cognition in Dialogue


In Western culture, which has been shaped by philosophers such as Descartes and Kant, the concept of intelligence is predominantly related to mathematical, logical, and verbal abilities. This is contrasted with socio-emotional processes based on affective experiences and interpersonal relationships. In the 1980s, the importance of emotional competences for decision-making and social life was increasingly emphasised by researchers such as Damasio, which broadened the concept of intelligence (“Descartes’ error;” Damasio, 2012). Emotion and cognition are categorical terms that combine a multitude of different competences. The assignment of various abilities to being either cognitive or emotional is a social construct; the human brain itself does not assign its different functions to one or the other!


In people with an intellectual disability, emotional, social, and physical abilities can also be impaired in addition to pure cognitive skills (APA, 2013; ICD-11, 2018; Frankish, 2016; Lehmkuhl, Sinzig, Sappok, & Diefenbacher, 2011; World Health Organisation, 2001). |3|These abilities are displayed in various neural networks (Kandel, Schwartz, & Jessell, 2000; LeDoux, 2002; Pessoa, 2008; Yeates, Bigler, Dennis, Gerhardt, Rubin, Stancin et al., 2007). The cortical structures, which, for example, are mainly responsible for language, motor, and sensory skills etc., were first described in the 19th/20th century by Brodmann, Broca and Wernicke, among others (Brodmann, 2007; Dronkers, Plaisant, Iba-Zizen, & Cabanis, 2007; Wernicke, 1994). During the last century, it became possible to describe more complex cognitive functions, such as memory, in more detail, and to identify the neuronal centres involved (Kandel, 2001; Kandel, 2006), for which Eric Kandel, among others, was awarded the Nobel Prize for Physiology/Medicine in 2000 (Kandel, 2006). Concise case histories, such as Phineas Gage, who survived a severe head injury caused by an iron rod being driven through his forebrain after a construction accident, clearly demonstrated the importance of this brain region for action planning, impulse control, and the person’s character (Damasio, Grabowski, Frank, Galaburda, & Damasio, 1994; Forbes & Grafman, 2010).


The foundation of the architecture of the social brain, which is located in various parts of the limbic system, develops at certain sensitive periods of prenatal and early life (Brothers, 1990; Byrne & Bates, 2010; Fox et al., 2010). The emergence of the mind and socio-emotional brain functions are linked to the formation of the respective neuronal networks (Roth & Strüber, 2018; Adolphs, 2003, 2010a, 2010b). The developmental changes in structural brain connectivity result from a sequence of (epi-)genetic mechanisms at key developmental stages (Fox et al., 2010). Environmental factors and early life experiences play a crucial role in the coordination and timing of the specific neuronal patterning. The brain architecture is scaffolded prenatally and early in life, followed by an extended period of differentiation of the cytoarchitecture by dendritic growth and formation, pruning and stabilisation of synapses. While short-range connectivity predominates in infancy, there is a shift towards long-range networks in adolescents and adults. Hence, higher order cognitive networks build on circuits that process lower lever information.


In people with an intellectual disability, impairments of these areas/systems are associated with basically the same deficits as are observed in people without any intellectual impairment (Barnard, Muldoon, Hasan, O’Brien, & Stewart, 2008; Happé, 1994; Harris, Best, Moffat, Spencer, Philip, Power et al., 2008; Sappok, Bergmann, Kaiser, & Diefenbacher, 2010; van Lang, Bouma, Sytema, Kraijer, & Minderaa, 2006). Since various brain regions or systems are involved in different cognitive or emotional functions, these can also be disrupted or may function to different degrees (Baron-Cohen, Ring, Wheelwright, Bullmore, Brammer, Simmons et al., 1999; Kennedy & Adolphs, 2012; Izard, Youngstrom, Fine, Mostow, Trentacosta, 2006). Developmental delay in social cognition becomes more and more apparent during the course of development and as differences in physical development increase (Beck, Kumschick, Eid, & Klann-Delius, 2012; Rosenqvist, Lahti-Nuuttila, Laasonen, & Korkman, 2014). Depending on the cause and timing of the brain damage, brain development may be impaired differently in the various parts of the brain (Dennis, Barnes, Wilkinson, & Humphreys, 1998; Yeates et al., 2007). Therefore, it is not possible to deduce the level of emotional development from the intelligence quotient (Baurain, Nader-Grosbois, & Dionne, 2013). The cognitive, social, emotional, and physical aspects of development together form the personality (see Figure 2; Harris, 1998; Rutter, 1980).
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Figure 2:  The bio-psycho-social disease model is extended to include the emotional development perspective.












In a nutshell




	

Cognitive and emotional brain functions are located in different brain regions.





	

In people with an intellectual impairment, social brain networks may also have delayed or incomplete development.





	

The stage of emotional development may differ from the cognitive reference age.















1.2  Conceptualisation of Emotional Development


Emotional competencies develop over the course of childhood. Newborns are already emotionally competent beings who can express, perceive, and react to various basic emotions (Bowlby, 1969; Piaget, 1954; Stern, 1985). During the first year of life, the emotional reactions of the child become increasingly modulated by the behaviour of the caregiver (Bertin & Striano, 2006; Stern, 1985; Winberg, 2005). In the second year, the experience of divided attention with a close caregiver evokes joy in the child (Kasari, Sigman, Mundy, & Yirmiya, 1990; Trevarthen, 1980). The emotional responses and regulation possibilities gradually become more complex, e.g., children are able to influence the emotional states of others (Jackson & Tisak, 2001). Pre-school children can increasingly understand the causes and consequences of emotions and regulate their affective states themselves (Rieffe, Terwogt, & Cowan, 2005). At school age, further advances in empathy and increasingly pro-social behaviour become apparent (Rieffe et al., 2005). These age-appropriate changes in the emotional system are the basis for our self-concept and the formation of our personality structure (Došen, 1997).


We consider the concept of emotional development in the sense of the developmental approach described above, i.e., the acquisition of emotional competencies according to the typical maturational processes during childhood. Therefore, the concept of emotional development contains predominantly affective but also social, sensorimotor, and cognitive |5|functions that are relevant to developmental psychology (see Figure 3; Došen, 2005a; Greenspan, 1985; Sappok, Schade, Kaiser, Došen, & Diefenbacher, 2011; Sroufe, 2009). These different components interact with and stimulate each other and thus lead to further maturation and adaptation of the young person to the environment (Izard et al., 2006; Mayer, Roberts, & Barsade, 2008). This ability to adapt to the demands of everyday life, i.e., adaptive behaviour, is crucial in order to use and live out one’s own potential productively and to lead a fulfilled life. Therefore, the assessment of brain functions should be extended to include not only logical, mathematical, and verbal abilities, i.e., purely academic competences, but also socio-emotional brain functions, such as perceiving, recognising, and consciously influencing feelings, being able to regulate one’s own emotions, or mentalisation abilities.
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Figure 3:  Conceptualisation of emotional development. Adapted from Sappok et al., 2013.












In a nutshell




	

The typical development of emotional competencies in children and adolescents serves as a model for the emotional development approach.





	

The emotional development approach includes affective, cognitive, sensorimotor, and social aspects relevant to development.















|6|1.3  The Development of the Emotional Brain


So far, there are only a few studies on how social networks develop in the brain. It is currently assumed that this is an interplay between automated, genetically determined brain maturation processes on the one hand, and environmental adaptation processes on the other (Johnson et al., 2005; Johnson, 2011). Phylogenetically, old brain areas and networks (see. 1.4, the lower limbic level) develop partly due to a congenital predisposition, i.e., the aspects of the social brain are created at a very early stage (Happé & Frith, 2014). On the other hand, these automatic processes can be influenced by external factors, such as learning experiences, stress, deprivation, or maltreatment in early childhood (Hanson, Chung, Avants, Shirtcliff, Gee, Davidson et al., 2010; Karmiloff-Smith, 2010; McCrory & Viding, 2010). By pruning or sprouting synaptic connections between nerve cells, existing neural networks can be specified or reinforced (Workman, Charvet, Clancy, Darlington, & Finlay, 2013).


The development of emotional competencies is closely interwoven with cognitive maturation processes (Damasio, 2012; Martínez-Castilla, Burt, Borgatti, & Gagliardi, 2015). Object permanence, i.e., the inner, representational model of the external environment, is, for example, an important prerequisite for the development of a secure attachment style, since the child is then able to internalise a multi-modal representation of the mother’s affective responses (Piaget, 1954, Schore, 2016). This promotes the development of autonomy and allows delayed gratification of the child’s needs (i.e., during separation). Interaction processes characterised by sensitivity and empathy, in which caregivers mirror the inner emotional states of their infants, thereby also promote emotional development and secure attachment (Ainsworth, Bell, & Stayton, 1974; Bowlby, 1969; Choi-Kain & Gunderson, 2008; Kernberg, 2012). Finally, the situational context can also influence emotional regulation mechanisms and emotional reactivity (Aldao & Nolen-Hoeksema, 2012; Wieser & Brosch, 2012). For example, the father’s increasing role in arousal modulation and stimulation in the middle of the second year influences the experience-dependent growth of cortical areas and helps to resolve the child’s emotional ambivalence towards their mother during this period (Schore, 2016).


Disorders of brain development, such as genetic syndromes or other brain injuries, can affect the development of the emotional brain (Kok, Post, Tucha, de Bont, Kamps, & Kingma, 2014). For example, autism, a pervasive developmental disorder associated with a range of cognitive differences, appears to also affect the social brain network (Sappok, Budczies, Bölte, Dziobek, Došen,, & Diefenbacher, 2013). Adults with intellectual disability but without autism have been shown to reach an emotional reference age of 3 to 7 years of age. By contrast, people with an additional autism spectrum disorder had an emotional developmental stage corresponding to a reference age of 1.5 to 3 years of age. This lower level of emotional development was independent of the severity of the intellectual disability (Sappok et al., 2013). Not only autism spectrum disorders but also other cerebral impairments, such as meningoencephalitis (Sappok et al., 2012), or genetic syndromes, such as Down’s syndrome (Cicchetti & Ganiban, 1990; Kasari & Sigman, 1996), can delay emotional development or make it incomplete (Kok et al., 2014). In addition, environmental factors can also impair the formation of the social brain circuits, for example, traumatisation (Hanson et al., 2010; McCrory & Viding, 2010; Vela, 2014), insufficient emotional support in |7|institutionalised environments (Nelson, Bloom, Cameron, Amaral, Dahl, & Pine, 2002), emotional neglect (Hughes, Power, O’Connor, & Orlet Fisher, 2015), or crises, acute illness, and permanent stress. Different causes can thus lead to short- or long-term emotional developmental delays or regressions.






In a nutshell




	

The emergence of the mind and the developmental periods of emotional brain functions are closely linked with the formation of the respective neural circuits within the limbic ­system.





	

Hence, higher-level neural circuits that carry out sophisticated mental functions build on lower-level networks.





	

Consequently, the basic needs, developmental tasks, and ways to perceive the world and to respond depend on the maturation of the different components of the limbic system.















1.4  The Neuroanatomy of the Emotional Brain


Neuroanatomically, the functions of the emotional brain are located in the limbic system (Roth & Strüber, 2018, LeDoux, 2000, 2002; Kennedy & Adolphs, 2012). Figure 4 graphically depicts the functions of the different levels and their origin.
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Figure 4:  The neuroanatomy of the emotional brain: functions of the different levels of the limbic system (arrows on the left) and time of origin (right). Note: The functions of the lower and middle limbic levels operate unconsciously.








|8|The lower limbic level consists of the diencephalon (hypothalamus, brain stem centres, and periventricular grey) and the central amygdala. Most of these structures develop before birth. Here, basic survival functions, such as eating, sex drive, and the flight-flight-freeze response, are controlled. The stress regulation system and mechanisms underpinning autonomous bodily functions, such as sweating or heart rate, are also located here. The processes localised in this part of the limbic system are predominantly unconscious and are genetically or epigenetically determined. Fundamental brain functions of the newborn phase are regulated in these brain structures. The functions of the emotional brain described here can be influenced only minimally by education or life events.


In the mesolimbic system, basic emotions, such as fear, sadness, disgust, joy, and anger, are determined. These emotions are conditioned by early childhood attachment experiences, i.e., the infant learns to perceive, differentiate, and understand their own emotions, as well as those of others, in interactive contact with caregivers (Kernberg, 2012). This part of the limbic system consists predominantly of subcortical brain regions, such as the basolateral amygdala, the ventral segmentum, and the nucleus accumbens or ventral striatum. These brain structures develop prenatally or during the first months and years of life. Here, the control circuits for non-verbal communication are localised, i.e., emotional-communicative signals are recognised and processed. In addition, the internal reward system (endogenous opioids and dopamine) forms the basis for behavioural motivation. These brain functions are predominantly unconscious. The milestones of emotional development observed in infants and toddlers are particularly regulated in these brain regions.


The upper limbic level is localised in the associative neocortex, especially in the orbitofrontal, ventromedial prefontal, anterior cingulate and insular cortex. This is where conscious emotional perception and social motivation take place. Skills such as impulse control, delayed gratification, frustration tolerance, empathy, and weighing up the consequences of one’s own actions are controlled in this area. In this way, risks can be realistically assessed and actions consciously controlled. Moral thinking is also anchored here. These competences are developed in contact with the broader social environment, i.e., friends, schoolmates, other family members, etc. Environmental factors and sensory perception of the environment influence emotional reactivity and the available emotion-regulation strategies (Aldao & Nolen-Hoeksema, 2012). The various basal, sensory, motor, and cognitive functions, in interaction with environmental factors, have an influence on the development of the so-called emotional brain and thus on an individual’s instinctive survival reactions and temperament, their regulation and control of emotions, as well as their social adaptation. The upper limbic system develops in later childhood and adolescence.


In summary, various brain structures and their connections form the architectural components of the so-called emotional brain. This forms the neuroanatomical basis for observable social and emotional abilities that are biologically closely linked to cognitive competencies (Damasio, 2012; Pessoa, 2014; see Figure 5). The state of emotional development depends not only on various internal and external aspects, such as genetic factors or acquired brain damage, but also on learning and social interaction processes; cognitive, sensory, and abilities; and environmental and psychological stress factors. People with intellectual disabilities generally go through the same stages of development as people without disabilities, their development may be delayed and |9|possibly incomplete (Cicchetti & Ganiban, 1990; Greenspan, 1997; Hodapp & Zigler, 1995; Martínez-Castilla et al., 2015; Webster, 1963).
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Figure 5:  Relationship between neuroanatomical development of the brain, the associated neuropsychological control loops, and mentalisation ability (see also Figure 9). Depending on the maturation of the different networks, different parts of the limbic system are instrumental for the behaviours that can be observed. These active parts are a kind of compass for the expressed behaviour.








The neuroanatomical knowledge of brain development presented here requires scientific methods, such as functional imaging, which have only been available for the last few decades. The first developmental psychological investigations and findings were therefore initially conducted on the basis of behaviour (Nelson et al., 2002). The following section summarises the related aspects of child development described by well-known developmental theorists.






In a nutshell




	

The emotional brain initially develops prenatally and in the first few years after birth.





	

Disturbances in brain development, e.g., as a result of a genetic condition or brain injury, can also impair the maturation of the emotional brain.





	

People with intellectual disabilities go through the same stages of development as people without disabilities, but development is delayed or incomplete.















|10|1.5  Developmental Theories and Developmental Tasks


by Tanja Sappok and Thomas Bergmann


The emotional development approach used in this book (Došen, 2005a, 2005b) was synthesised from neuropsychological findings, such as those presented above, together with several stage-based psychosocial models of personality development, including the work of Freud, Erikson, Mahler, Bowlby, Piaget, and Stern (see below). The reader will notice broad areas of convergence, for example, the overlap of Mahler’s practising stage (10–14 months) with the period in which attachment patterns can be reliably measured, which also overlaps with a critical period for the maturation of the prefrontal cortex, which is essential for emotional regulation (Schore, 2016).



Sigmund Freud




“A child is absolutely egoistical; it feels its wants acutely, and strives remorselessly to satisfy them.” (Freud, 1913, p. 244)





Freud (1913; 1966) developed a phase model of psychosexual development from the 1st to the 12th year of life:




	

1st year of life: Oral phase





	

2nd to 3rd year of life: Anal phase





	

3rd to 5th year of life: Phallic phase





	

6th to 7th year of life: Latency phase





	

8th to 12th year of life: Genital phase.








Freud related psychological disorders, such as neurosis, hysteria, or personality disorder, in adult clients to restrictions in early childhood development. He hypothesised that the infant already has a sex drive (libido), leading them to seek satisfaction (sexual infantilism). If the child experiences failure due to parental and societal disapproval, Freud assumed that the child will become fixated according to themes linked to the erogenous zones dominant in each phase of psychosexual development. This model is limited by the fact that Freud’s clinical work was undertaken with upper class Viennese clients in the sexually restrictive society of the late 19th century.



Eric Erikson




“In the social jungle of human existence, there is no feeling of being alive without a sense of identity.” (Erikson, 1968, p. 130)





In his epigenetic stages, Erikson (1959) developed a step-by-step model of psychosocial development, based on Freud’s phase model:




	

0–1 years: Trust versus mistrust – Hope





	

1–2 years: Autonomy versus shame and doubt – Will





	

3–5 years: Initiative versus guilt – Purpose





	

6–puberty: Industry versus inferiority – Competence





	

12–18 years: Adolescence: Identity versus role confusion – Fidelity








|11|Erikson adapted Freud’s theory of psychosexual development by focusing more on the Ego than on the Id. According to Erikson, the Ego (self) develops as it successfully responds to the crises initiated in each phase of life, as the psychological needs of the individual conflict with the needs of society, across the entire life span. This first starts in establishing a sense of trust in others in the mother-child relationship, which will determine the subsequent bonds and social interactions the individual will have. Failure to successfully resolve each phase-specific crisis can result in a reduced ability to complete further stages and therefore lead to a less adaptive personality and sense of self.



Margaret Mahler




“The biological birth of the human infant and the psychological birth of the individual are not coincident in time.” (Mahler, 1975, p. 3)





Margaret Mahler’s (1975) psychoanalytic model describes important milestones in the ability to interact socially:




	

First month: Normal autism





	

2–4 months: Symbiosis





	

5–9 months: Differentiation





	

10–14 months: Practicing





	

15–24 months: Rapprochement





	

2–3 years: Consolidation of Individuality








By working with real children, Mahler was able to add some evidence to support psychoanalytic theories of personality development based on clinical reconstructions. Mahler proposed that maladjustment in children has its origins in their failure to develop a normal symbiotic relationship with their mothers, from which a sense of individual identity could emerge. In the separation-individuation phase starting around the age of 5 months, the child begins to distinguish themselves from the mother, thus developing an individual identity and ego in parallel with cognitive skills and the ability to communicate with others. In order to achieve this psychological birth, a child’s inherent strivings towards autonomy must be supported without overwhelming their capacity to tolerate being alone. According to Mahler, holding positive internal images of one’s primary carer is crucial to feel security and support throughout adulthood. Mahler’s model formed the basis of a related developmental approach to understanding people with intellectual disabilities, which was pioneered in the UK by Pat Frankish (Frankish, 1989, 1992, 2013).



John Bowlby




“A young child’s experience of an encouraging, supportive and co-operative mother, and a little later father, gives him [her] a sense of worth, a belief in the helpfulness of others, and a favourable model on which to build future relationships.” (Bowlby, 1969, p. 378)





In his 1969 work, Bowlby derived his attachment theory from an analysis of the mother-child relationship:




	

0–6 weeks: Pre-attachment





	

6 weeks to 6–8 months: Attachment in the making





	

6–8 months to 18–24 months: Clear-cut attachment





	

24 months onwards: Goal-corrected partnership








|12|Bowlby was convinced that attachment is innate and therefore has a survival value from an ethological point of view. He hypothesised that both infants and mothers have evolved a biological need to stay in contact with each other and that attachment behaviours are instinctive. As a result, babies are born with the tendency to display certain innate social releaser behaviours, such as crying and smiling, that stimulate caregiving from one main attachment figure (i.e., monotropy). In his maternal deprivation hypothesis, he stated that continual disruption of the attachment to the primary caregiver could have a negative impact on cognitive, social, and emotional development and may result in increased aggression, depression, and psychopathy. Subsequent work has criticised the initial focus on mothers and has expanded attachment theory to include the relationship with fathers and other significant people in a child’s life, such as teachers, for example. Bowlby’s theory was also later developed by Mary Ainsworth, who created the strange situation paradigm, which showed that attachment patterns could be reliably measured from the end of the first year of life (Ainsworth, Blehar, Waters, & Wall, 1978)



Jean Piaget




“The essential functions of the mind consist in understanding and in inventing, in other words, in building up structures by structuring reality.” (Piaget, 1971, p. 27)





Piaget (1954) described the essential stages of cognitive development:




	

0–2 years: Sensorimotor stage





	

2–7 years: Pre-operational stage





	

7–11 years: Concrete operational stage





	

11 years and older: Formal operational stage








Piaget regarded cognitive development as a process that occurs due to biological maturation and interaction with the environment. According to Piaget, children are born with a very basic mental structure (genetically inherited and evolved) on which all subsequent learning and knowledge are based. Children construct an understanding of the world around them, then experience discrepancies between what they already know and what they discover in their environment. He showed that young children are not less competent thinkers compared to adults but think in strikingly different ways.



Daniel Stern




“Because we cannot know the subjective world that infants inhabit, we must invent it, so as to have a starting place for hypothesis-making.” (Stern 1985, p. 4)





Stern (1985) has developed a layered model based on intensive infant observation for the progressive development of self-awareness, socio-affective abilities and forms of being together with others:




	

already applied before birth: Emerging self





	

around 2 months: Core self followed by core self-with-another





	

from 7 months onwards: Subjective self





	

from 15 months onwards: Verbal self





	

around 3 years: Narrative self








|13|Stern assumed that these senses of self develop and persist over the entire lifespan but make significant developmental strides during sensitive periods in the first two years of life. This is in contrast to going through phases in conflict-based models. In focusing on preverbal development, he attributed to the infant the ability to feel like an independent being from the very beginning. However, Stern highlighted the importance of intersubjective emotional relatedness with the primary caregiver and the crucial role of these now moments in psychotherapy.


Based on this historical foundation, which is predominantly based upon theories or on individual case observations, various developmental tasks supported by empirical data are described in more detail in the following section.






In a nutshell




	

Emotional functions are processed in the emotional brain, which is located in different parts of the limbic system.





	

The different levels of the limbic system develop in the course of childhood and adolescence, i.e., partly already prenatally (lower level) up to adolescence (upper limbic level).





	

The emotional brain functions unconsciously to a large extent.





	

Psychosocial models from a range of personality theorists have also contributed to our understanding of the different stages in emotional development.















1.5.1  Emotional Referencing


by Thomas Bergmann


People strive to induce or increase pleasant emotional states and to eliminate or avoid unpleasant sensations. The goal and developmental task is to be able to keep the extent of arousal within an individually perceived pleasant range. These processes are referred to as affect regulation, which involves various strategies for moderating emotional states. The ability to self-regulate is based on the experience of regulation by another. Affect is used here as a generic term to describe the general weather situation of emotions. Distinguishing between good and bad affects in this interactive process must be viewed critically, since high affective tension – independent of the emotional quality – requires regulating and the beneficial effects of successfully regulating all emotions should be appreciated (Cole, Martin, & Dennis, 2004). Adults who cannot regulate their emotions alone according to their stage of emotional development sometimes show significantly challenging behaviours or a pronounced retreat behaviour. In order to be able to accompany and support those affected in such crises sensitively, caregivers and practitioners should know their basic emotional needs and the behavioural options available to them.


The primary emotions of the infant are rather unrelated reactions to stimuli and nonconscious automatisms (Fonagy et al., 2002) or uncategorised vitality affects associated more with the quality of arousal (Stern, 1985). What is still missing is the ability to differentiate between oneself and the environment, to grasp cause-effect relationships, and to classify the triggered sensations in an inner scheme. Sroufe proceeded from the three basic emotion systems of joy, fear, and anger within which precursor emotions mature into increasingly cognitively processed emotions with meaning in terms of content in the first year of |14|life (Sroufe, 1995). Fear and anger initially express themselves as indistinguishable negative emotional expressions (distress) as a global reaction to a broad spectrum of unpleasant stimulations and not as a precise and immediate reaction to specific, significant moments. At this stage of development, affects are essentially regulated by modulating the interventions of the caregiver, who perceives the infant’s affect situation and reacts appropriately. That being said, the newborn already has a basic homeostatic principle of self-stabilisation (Brazelton & Nugent, 1995) with which it is capable of self-regulation via four basal adaptive behaviour systems (see Figure 6).
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Figure 6:  Dynamic model of behavioural organisation (Als, 1982).








If the physiological system (e.g., breathing, pulse) finds inner peace, the motor system (arm, leg, stretching movements) finds outer peace, and if the sleep and waking stages find a rhythm, the system of attention and interaction can become active. This developmental model (up arrow) is the basis for further emotional, social, and cognitive development. This means that only regulated affect is the basis for contact with the world and different forms of learning. If the system becomes unbalanced due to internal or external influences (arrow pointing downwards), it is important for the caregiver to recognise signs of stress in order to be able to intervene accordingly. In addition to eliminating external stressors, this requires sensitivity, i.e., attentive perception of the infant’s signals, correct interpretation, and prompt and appropriate reaction. In this reciprocal process, the infant signals necessary pauses in interaction, e.g., through their gaze or by physical turning away. Failure to take these into account or interpreting them as rejection can lead to uncertainty, over-stimulation, and an increase in stress levels. In the case of significant and persistent inadequate actions, which consist not only of an inappropriate intensity and duration but also possibly of an unpredictability and subjectively experienced uncontrollability, the system may be shut down. Here, the child freezes in an emergency reaction controlled by deeper, |15|subcortical areas. The associated flooding of the brain with the stress hormone cortisol destabilises already formed circuits, can favour regression, and endangers further cognitive development (Sapolsky, 1996). During the first year of life, the threshold at which the child becomes dysregulated rises, so they can process a higher degree of stimulation and become increasingly independent of regulation by their caregivers.


Social approximation and withdrawal behaviour can be observed at the latest from the 6th month onwards, which is when the infant is able to move actively towards or away from somebody. Affect regulation is supported by maintaining an optimal relational distance, well-calibrated stimulation, and the mediation of security. Infants as young as two months of age show positive reactions to external stimuli, such as smiles or vocalisation, although there are large individual differences. The early childhood temperament influences, on the one hand, individual stimulus thresholds and sensitivities to over- and under-stimulation but also, on the other hand, curiosity and exploratory behaviour. Children with a high tendency to approach others make themselves more familiar with their environment, while reserved children are irritated more quickly by unknown objects or stimuli. This has a direct influence on the balance between the joy of discovering the new vs. the fear of the unknown and shapes further patterns of action (Thomas & Chess, 1977). Context variables, such as the speed at which strangers approach each other or the timing of interaction, continue to play a major role. These complex processes show that affect regulation is not a one-sided process: affect itself regulates the level of activity on the one hand but also the reaction of the other, who in turn, modulates affect in the interactional dance.


The attention system is a further basal self-regulation mechanism that develops from approximately 6 months of age until preschool age. It is located in the anterior cingulate gyrus, in the front part of the brain. It is the deliberate control of attention and action that is linked to the ability to postpone rewards and moral development (Derryberry & Rothbart, 1997). This is shown by the ability to switch attention to less interesting things in situations that are both stimulating and overwhelming at the same time. This includes the ability to perform unpleasant tasks (e.g., personal care) before more pleasant ones (e.g., drinking hot chocolate) and the ability to wait and see. Thus, this ability is closely connected with the control of fear and stress or inner tension. A person who is not able to delay gratification needs a low demand environment, short waiting times, and attractive, alternative stimuli, especially in overtaxing situations.


Fonagy et al. (2002) considered the development of affect regulation and emotion differentiation in interaction with the primary caregivers against the background of recent psychoanalytical theories. The starting point is that, in addition to a rudimentary form of physiological self-regulation, the infant is equipped with basic physical knowledge (Gibson, 1988). This concerns a feeling for the coherence of form and movement as well as for the structure of time and intensity. In addition, there is the ability to imitate and the ability to perceive sensory information across different modalities (hearing, seeing, feeling etc.). As a result of these abilities, the infant strives to maximise contingency, i.e., he prefers synchronous contexts such as soft sounds, small movements, and tender touch to inappropriate and non-synchronous contexts. In addition to these infant skills, the regulation of sometimes violent emotional arousal also requires intuitive parental skills (Papousek & Papousek, 1987), i.e., sensitivity in recognising and reacting to the child’s signals. The regulation of non-verbal affective exchange is divided into primary and secondary affect regulation.


|16|Primary affect regulation takes place on a purely neurophysiological level. First of all, this involves physical regulation, i.e., the infant needs physical comfort from the caregiver through carrying, rocking, stroking etc., in connection with a calming tone of voice, in order to develop a bodily sense of self. After six to eight weeks, the social smile develops, i.e., the ability to react to the immediate environment – particularly to faces. The tendency to imitate the affectively charged facial expression of the primary caregiver, e.g., by smiling back, also assumes a change in the emotion-specific parameters of the autonomous nervous system (Ekman, 1993). Figuratively speaking, one’s own smile not only radiates outwards but also – with corresponding physical-emotional reactions – inwards. This happens in a comprehensive way through affective contagion. In infants of depressed mothers, the same reduced EEG activity in the frontal left hemispheric area of the mother could be observed in the child during interaction (Field, Fox, Pickens, & Nawrocki, 1995), i.e., cerebral dysfunctions typical for depression transferred from the mother to the infant. However, the formation of affective representations is essential for the further empowerment of affective self-regulation as a basis for socio-emotional development.


This takes place in the context of secondary affect regulation through the modulated affect reflection by primary caregivers. The infant links the perceived inner states with the caregiver’s expression and understands this as an expression of their own state of mind. This is equivalent to a reflection and is made possible by baby language, increased prosody, and exaggerated facial expressions and gestures. Timing also plays a role, whereby the mirroring ideally takes place with a slight lag, and so the caregiver is not completely attuned all of the time, as the image of a mirror suggests. Through the markedness of the mirrored affect, the infant can infer that the affect is not real, i.e., does not represent the mood of the caregiver. This referential decoupling enables them to relate the expression of affect to themself – a referential anchoring occurs (Gergely & Watson, 1996).


This regulatory mechanism naturally also refers to negative affects. If the infant shows agitation, it is also helpful for the caregiver to mirror this arousal whilst allowing for breaks in the attunement. This shows the infant that they are not alone with their unpleasant sensation but, at the same time, prevents them from becoming dysregulated. By mixing in contrasted, calming, and safety-inducing emotions, the sensation that may have been experienced as threatening can be partially defused. Since the infant enjoys matching arousal and strives for this fit (contingency maximisation), its arousal curve is interrupted through coordination with the caregiver’s attuned response. At the same time, the infant will also imitate the expression of soothing and thus further reduce its own tension. The experience of successful dyadic regulation will additionally create positive excitement, which will further weaken the infant’s original restlessness. If they can feel themself to have created and been in control of this process of successful affect regulation, the path to self-regulation is prepared.






In a nutshell


Successful affect regulation primarily takes place in the interaction with caregivers. It is dependent on:




	

the child’s individual temperament





	

neurophysiological structures (individual thresholds)





	

the ability to control attention, and





	

the sensitivity of the interaction partner















|17|1.5.2  Attachment


The first signs of an attachment bond being formed appear from 7 to 9 months of age, when the infant will show apprehension towards strangers and anxiety during separation from familiar caregivers (Happé & Frith, 2014; Zeanah, Berlin, & Boris, 2011). Between the 9th and 18th months of age, toddlers develop a hierarchy of their caregivers, i.e., there are more important and less important caregivers (e.g., parents and teachers). From approximately 12 months of age and with the associated increase in mobility, explorative behaviour from the secure base (caregivers) becomes more evident. At the same time, the child needs to return and be welcomed back by the parent if they experience distress (the safe haven). According to Ainsworth, Blehar, Waters, and Wall (1978), parental sensitivity, i.e., the ability to perceive the child’s signals, interpret them accurately, and react to them promptly, is an essential basis for a secure bond. In addition to the secure attachment style, a distinction is made between insecure-avoidant, insecure-ambivalent, and disorganised attachment styles (Ainsworth et al., 1978; Main, 1990). Figure 7 gives an overview of the Circle of Security (Cooper, Hoffman, Marvin, & Powell, 1998), which describes the formation of secure attachment through the caregiver meeting the child’s need for holding, exploration, and soothing.
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Figure 7:  Circle of Security.








In Figure 7, which is based on the Circle of Security Parenting (COS-P; Cooper, Hoffman, Marvin, & Powell, 1998), the top half of the diagram shows the child’s need for stimulation and support to explore the environment. The bottom half of the diagram shows the child’s need for the parent to welcome them coming back, provide comfort, and regulate their feelings. The attachment figure on the left-hand side represents the holding environment or the child’s need for appropriate parental authority and structuring. This model suggests that an insecure-ambivalent attachment arises from situations where the child learns that separation from the parent makes the relationship feel uncomfortable (difficulties on the top half of the diagram). Thus, the child is not encouraged to explore the world. This can happen, for example, when a parent may feel that the child will come to |18|harm if they separate from them, or if the child is meeting some of the parent’s emotional needs. In this context, the child learns to miscue the parent about their needs, appearing shy or clingy.


An insecure-avoidant attachment arises from situations where the child learns that the relationship is more comfortable when they remain emotionally distanced from the parent (difficulties on the bottom half of the diagram). This may happen when the parent struggles with emotional closeness. The child therefore learns to miscue the parent about their needs and appears precocious and overly independent. If there are problems with the holding environment, this can be associated with attachment disorganisation. This arises in situations where the parent is unable to take charge and structure their child’s experience, or they may act in a manner that is frightening to the child and is frequently (but not exclusively) associated with psychological trauma. People with intellectual disability are able to form secure attachments but face additional barriers compared to typically developing individuals, and they are therefore at greater risk of developing insecure attachments (particularly avoidant and disorganised) (Howe, 2006; Janssen, Schuengel, & Stolk, 2002; Schuengel, de Schipper, Sterkenburg, & Kef, 2012). This increased vulnerability to forming insecure attachments can be understood in the context of a range of child and caregiver-related factors, such as a slower processing speed, different attempts at communication, prolonged hospital care, parenting becoming less rewarding, difficulties coming to terms with the diagnosis, or increases in parental stress.


A secure attachment style is the prerequisite for the development of basic trust and self-confidence. People with insecure attachment styles have difficulties recognising and regulating their own emotional states (cf. 1.6.1). This leads to significantly increased irritability and breakthroughs of affect (Sroufe, 2005).






In a nutshell




	

Attachment and attachment styles develop in the first years of life.





	

The formation of attachment relationships is described in the circle of security.





	

The caregiver encourages the child to explore the world from the secure base.





	

The caregiver supports the child in coping with the experiences (safe haven).





	

A secure bond is the basis for the development of basic confidence and emotional ­security.















1.5.3  Object Permanence


Object permanence means having a mental representation (inner image) of the physical environment, i.e., the knowledge that something or someone also exists outside one’s own field of perception. The term goes back to Piaget (1954), who described it as a developmental milestone around the first to second year of life, i.e., in the sensorimotor phase. According to recent studies, which have worked with gaze analysis techniques in infants, object permanence may begin to develop in the first six months of life (Baillargeon, 2004). The temporal discrepancy to Piaget’s results is due to the insufficient development of the motor system, since infants in their first year of life are not motorically able to search for the lost objects. Object permanence is practised by children in many ways, e.g., during peekaboo and hide-and-seek games or when repeatedly throwing away and retrieving an object. This |19|playful throwing away and finding again is a lot of fun for the growing child and the fun of the game grows with the number of repetitions. For the adult, the joy of the child may be contagious, but the game itself is less interesting due to the permanence of the object. With the increasing number of repetitions, the feeling of being tested or – even worse – consciously provoked may even arise.


In addition, the development of object permanence is a prerequisite for secure attachment. The knowledge that a person is still there (and will continue to offer support and love), even if one cannot see them at that moment, is needed to be able to separate from them temporarily (Schore, 2016). If object permanence has not been achieved, then this can be the starting point for fears and resulting behavioural disturbances, e.g., in the case of changing the route to school/work or similar. Transition objects, such as cuddly toys or photos, can then serve as placeholders or substitutes for certain places or people and thus facilitate environmental changes.


The emotional object permanence (or object constancy, Mahler et al., 1975) that develops later is a prerequisite for being able to accept criticism. If the criticism expressed can be related to a certain situation, and there is otherwise the certainty that the person expressing the criticism still likes the person who was criticised, then it does not have a destructive effect and is not considered as an attack on one’s own person. Finally, object permanence is a prerequisite for the ability to communicate at a distance, e.g., when the door is closed or when using the telephone. Such activities can only be understood and carried out if a mental, inner picture of the outer environment exists.






In a nutshell


Object permanence is the ability to form an inner, mental idea of the environment.


It describes the knowledge that an object (or a person) also exists outside one’s own field of perception.









1.5.4  Theory of Mind: Ability to Mentalise


The theory of mind network is located within the neural circuits of the social brain (Gallagher & Frith, 2003). Theory of mind refers to the ability to recognise that other people have mental states (e.g., thoughts, beliefs, opinions) that are different to one’s own. It is often used synonymously with the term mentalisation, however this is an umbrella concept which also refers to the capacity to understand one’s own and others’ emotional experience (Luyten, Nijssens, Fonagy, & Mayes, 2017). From 6 months of age, the child has already begun taking their first developmental steps towards shared attention, using eye gaze or gesture to follow and direct the attention of others. In the 9th to 12th months of life, small children begin to direct the attention of others through pointing movements (Tomasello, Carpenter, & Liszkowski, 2007). From around the middle of the 2nd year of life, children recognise the distress of others and can react to it. At the end of the 2nd year of life, the child makes further progress in self-other differentiation and an awareness of one’s own self emerges. This can be seen, for example, in the correct use of personal pronouns, such as “my,” or in the mirror test, in which the child wipes away, for example, a colour stain on their own forehead and not in their mirror image. The so-called mirror neuron system has been found to oper|20|ate from very early on in development, which involves automated imitation actions and associated implicit mentalisation processes, i.e., the attribution and interpretation of mental states (Rizzolatti & Craighero, 2004; Rizzolatti & Sinigaglia, 2010). Explicit mentalisation, i.e., the conscious attribution of mental states, can only be observed from around the age of 4 (Boucher, 2012). From around the age of 4, children are able to successfully master the Sally-Anne false belief task by Wimmer and Perner (1983) (see Figure 8).
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Figure 8:  Theory of mind: Being able to attribute thoughts/feelings to oneself and others; False Belief Paradigm by Wimmer & Perner (1983). Illustrations by Andreas Hossfeld, published with permission.








In the Sally-Anne task, the child is presented with the picture story shown in Figure 8. Sally has a basket and Anne has a box. Sally puts the ball into the basket and leaves the room. While Sally is outside, Anne takes the ball out of the basket, puts it in the box and closes it. Then Sally comes back into the room. The child is then asked: “Where is Sally looking for the ball?” A respondent with the ability to change perspective will answer “In the basket,” knowing that Sally could not see Anne take the ball out of the basket and put it in the box. A respondent who has not developed a theory of mind will answer “In the box” because they themself know – with their knowledge of what was going on while Sally was outside – that the ball is in the box. They are not able to put themself in the place of Sally, who lacks this information, because she wasn’t in the room at the time. Theory of mind, in turn, is the prerequisite for the development of compassion, pro-social behaviour, and moral understanding. The ability to differentiate between fantasy and reality also depends on the development of a theory of mind, since the ability to mentalise is required for recognising imaginary contexts; without the ability to mentalise, the reality of one’s own internal world also corresponds to the reality of the external environment.


Around the age of 6, are children able to understand more complex social situations, such as lies, wit, or irony (Miller, 2009). At the same time, moral judgements are differentiated; in the evaluation of a situation, the child now includes not only the outcome of an action but also the intention with which an action was carried out (Cushman, Sheketoff, Wharton, & Carey, 2013). During puberty, other cognitive control mechanisms increase, |21|such as reappraisal, an increasing awareness of different social roles and hierarchies, social control, and more flexibility in adapting to changing social contexts (Crone & Dahl, 2012).


The different steps in the development of mentalisation capacity are shown in Figure 9.
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Figure 9:  The Development of mentalisation.








Step 1: Goal- and action-oriented way of thinking (approx. 1st/beginning of 2nd year): Teleological thinking [Sensory]


In this cognitive developmental stage, the way of thinking is goal-oriented and is achieved through action. No verbal language is required. For example, a child smells or feels the mother’s breast (target) and turns its head to suck with its mouth (action). The aspect of the action is intensely experienced, e.g., the feeling of security when breastfeeding. There is no mental picture of the environment, fellow human beings, or the self yet, because object permanence is still developing in this stage. In addition, divided attention and social referencing are also learnt during this stage. Thinking here is self-centred; there is no conscious awareness of the other yet. A monster as a cuddly toy is not recognised as a monster but is explored with all the senses (touch, smell, mouthing, etc.).


Step 2: Thinking is reality (about the age of 2) – Concrete thinking [Object permanence]


In this stage of development, object permanence and person permanence are learned. Thus, there is an inner, mental picture of the environment as well as of the material and social environment. Children in this stage of development imitate their environment and imitate simple actions of their caregivers, e.g., clapping their hands, opening and closing drawers, or stirring with a cooking spoon in a pot. At this stage of development, however, the child is not yet able to distinguish between themselves (and their own thoughts) and |22|external reality. What is happening in the mind at that moment is absolutely real for the child; there is no distinction between fantasy and reality. At the thought of a monster in the closet, the monster (from the person’s point of view) is actually in the closet.


Step 3: Pretend mode of thinking (about 3–4 years) – Pseudo-mentalisation [Self-other differentiation]


The distinction between one’s own thinking and reality now develops in the 3rd step with the ability to differentiate oneself from others. However, one’s own thinking is uncoupled from reality. This creates a shelter in which new behaviours can be practised without having to function in reality, e.g., in father-mother-child or doctor games. In this way, one also learns to put oneself in the shoes of other people, e.g., knights, princesses etc. However, it is not yet possible to clearly distinguish one’s own world of imagination from the external environment and to change perspective. The child’s thinking and world view are therefore still egocentric. Now the child imagines being a monster, feels strong, and frightens others. However, the child is not aware of the fear that is triggered in the other person. In the safe world of fantasy, the child can try out new skills, behaviours, and roles without the associated dangers in the real world.


Step 4: Integration of one’s own thinking and reality (> 4 years) – Mentalisation [Theory of mind]


From a cognitive developmental age of about 4 years, the child is able to put themself in the shoes of others and to distinguish between their own thoughts/imagination and the external environment. Other people’s feelings and experiences can be integrated into one’s own world of thoughts. A conscious awareness develops of the fact that the inner and outer worlds are not the same but are nevertheless related to each other. Now one knows that in reality there are no monsters, while at a carnival, they may consciously dress up as monsters with the aim of frightening others.






In a nutshell




	

Theory of mind describes the ability to attribute opinions, thoughts, or beliefs to oneself or others.





	

Connected with this is the ability to distinguish between one’s own thoughts (fantasy) and the external environment (reality).





	

Theory of mind is the prerequisite for empathy and pro-social behaviour.





	

Theory of mind develops step by step (SOS-ToM):




	

Step 1: Sensory: Goal- and action-oriented way of thinking





	

Step 2: Object permanence: Thinking is reality





	

Step 3: Self-other differentiation: Pretend mode of thinking





	

Step 4: Theory of mind: Integration of one’s own inner world of thought and outer reality.





















1.5.5   Emotional Development


Emotions differentiate themselves more and more over the course of development. In infancy, predominantly undifferentiated positive or negative emotional states (distress) can be observed (Camras, Oster, Campos, & Bakemand, 2003; |23|Messinger, Mattson, Mahoor, & Cohn, 2012). The reactive social smile is already evident around the 6th–8th week of life (Messinger & Fogel, 2007). Only towards the end of the first year of life do the basic emotions of joy, anger, fear, and sadness seem to differentiate further, and fear of the unknown arises (Camras et al., 2003; Zeanah et al., 2011). Jealousy develops around the age of 2 years (Hariri, Bookheimer, & Mazziotta, 2000). From around the age of 3 years, children can identify the causes of basic emotions, such as joy, sadness, anxiety, or anger, although they still have difficulty recognising them from facial expressions. It is easier for them to name emotions on the basis of stories about causes and consequences than on the basis of faces (Widen & Russell, 2010).


The development of empathy can be described in three stages (Lawrence, Shaw, Baker, Baron-Cohen, Dasid, 2004). Emotional empathy arises in the second year of life from the sharing of affect and is described as the ability to feel the same as the other. It is the prerequisite for attaining a more cognitive empathy comparable to the theory of mind. As described previously, theory of mind is the ability to understand other people’s thoughts, desires, and intentions; to foresee their behaviour; and to take this insight into account in interaction. Ultimately, a social empathy develops that can be described as the ability to understand complex social situations with people of different cultures, traits, and values (Segal, 2011). Parallel to theory of mind development is the emergence of moral emotions, such as shame, guilt, or compassion, and the ability to comfort others, which are also evident at pre-school age (Kochanska, Gross, Lin, & Nichols, 2002).






In a nutshell




	

In the newborn, there are predominantly undifferentiated, positive, or negative emotions, such as excitement and relaxation.





	

The social smile develops in the 2nd month of life.





	

Towards the end of the 1st year of life, the basic emotions of anger, fear, sadness, and joy begin to develop.





	

Jealousy develops in the 2nd year of life





	

At the age of 3, children can identify the causes of basic emotions, and more complex emotions, such as feelings of shame, guilt, or compassion, arise.















1.5.6   Affect Regulation


In the early stages of development (0–6 months), affects and impulses are predominantly regulated by direct physical contact with caregivers. The regulation takes place, e.g., by holding, rocking, or stroking, whereby the caregiver sensitively perceives the infant’s signals and reacts to them as another person who can be known to the child in the interactive process. Only less stressful situations can be self-regulated, e.g., by thumb sucking. If these phases of being left alone last a long time, the infant reacts with resignation and apathy and by falling asleep when exhausted.


From 6–18 months, affect is predominantly regulated through interpersonal relationships with close, familiar caregivers. Especially in situations of uncertainty, uncontrolled aggression towards the environment can be observed due to the young child’s still limited ability to control impulses. Self-injurious behaviour may also occur. From about the age of 3 years, |24|emotional and physical needs can be identified and increasingly satisfied by the child themselves (Rieffe et al., 2005). The child begins to develop the ability to compromise. Particularly in situations where the child loses a sense of autonomy, or in situations involving excessive demands, aggression is predominantly directed towards the cause of the distress.


Causes of feelings can be recognised already from the third year, and step by step, by the age of approximately 4 years, the child is able to increasingly self-regulate their emotional state (Rieffe et al., 2005), and the capacity for intrapersonal affect regulation arises. As the process progresses (from 7 years onwards), the capacity for intrapersonal regulation becomes stronger and is aligned with social norms and values. Negative emotions, e.g., in the case of defeats, disadvantages, or threats, can increasingly be coped with, and aggressive behaviour can be suppressed. During adolescence, affects can increasingly be suppressed in front of others and independently regulated cognitively or in accordance with society (e.g., sport). Verbal aggression therefore occurs only in situations of excessive demands.


The ability to regulate oneself and one’s affect and impulses in order to successfully cope with stress and to adapt to the demands of the environment (adaptive behaviour) therefore changes over the course of growing up. While people with a low emotional development age are still strongly dependent on the support of carers in order to adapt to the requirements of the environment, people with a higher emotional development level (reference age approx. 3–7 years) can cope with stress increasingly independently and regulate themselves (intrapersonal regulation). Specifically, this means that in the case of difficulties with emotion regulation, the support measures depend on the stage of development: The targeted promotion of one’s own aggression regulation, e.g., through skill training, makes sense at an emotional development age of approx. 4 years at the earliest, whereas at a lower development age, de-escalation training for the carer (e.g., Studio III ®) should be a priority (McDonnell, 2010).






In a nutshell




	

In an early phase of development, affects and impulses are predominantly regulated externally, i.e., by caregivers.





	

From the age of 4 years, the ability to regulate affect independently increases steadily (internal affect regulation).















1.5.7   Emotional Needs


The American psychologist Abraham Maslow designed a model to describe human needs and motivations based on a humanistic model (Maslow, 1987). The stages of development his model describes show a parallel to Anton Došen’s (2005a, 2005b) phase model of emotional development. The two models are compared in Table 1 and Figure 10 respectively.






|25|Table 1:  Comparison between the models by Došen and Maslow











	

Došen:


Developmental phase




	

Maslow:


Primary need




	

What is important?




	

What is unpleasant?









	

Phase 1: Adaptation




	

Physiological




	

Health, sleep, clothing, food, comfort




	

Intense stimuli, pain, in Phase 1 more of an uncontrolled shock reaction rather than a conscious fear









	

Phase 2: Socialisation




	

Safety




	

Stability, security, order, protection




	

Being abandoned









	

Phase 3: First individuation




	

N/A*




	

Independence, autonomy, self-determination




	

Loss of autonomy









	

Phase 4: Identification




	

Belongingness and love




	

Community, affection, friendship




	

Exclusion from the community, fear of failure (caregiver)









	

Phase 5: Reality awareness




	

Esteem




	

Recognition, self-esteem, achievement, praise




	

Devaluation, fear of failure (group, self)









	

Phase 6: Social Individuation




	

Self-actualisation




	

Finding identity; living out potentials and goals in life




	

Regulations, constraints, limitation, failure












*The phase of autonomy is not described in Maslow’s model.
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Figure 10:  Comparison of Maslow’s hierarchy of needs and Anton Došen’s phase model of emotional development.








|26|It is interesting to note that Maslow himself originally proposed a dynamic view of his model. Based on this, Figure 11 represents a more flexible form of the step-by-step model of emotional development.
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Figure 11:  Dynamic consideration of emotional development.








It becomes clear from this that the different phases flow smoothly into each other and are never completely lost. Indeed, a certain proportion continue in the further course of development, or events such as a severe physical illness or trauma can also bring developmental needs that have already been fulfilled back to the fore again. The parallels between the described developmental steps of the two models is striking: Each area of development is associated with certain emotional needs and motivations which are dominant in the respective stages. These priority needs and motivational behavioural patterns are incorporated into Anton Došen’s emotional development model, which is described below (see Chapter 2).


Despite the similarities concerning the needs of a person and the progression from more biological to more social needs, the comparison of the humanistic model of Maslow and the developmental model of Došen is somewhat limited. Both are anchored in different theoretical frameworks and cannot be directly compared in the manner portrayed above. For example, Dosen’s model specifies the developmental needs and milestones that are typically achieved by a certain age in normal development regarding interaction with the parent/caregiver and significant others. In contrast, Maslow’s model is more individualistic and refers more explicitly to human needs that are present across the lifespan, some of which may never be achieved by an individual. However, Maslow’s hierarchy of needs is widely known, and to illustrate the importance of considering our basic psychological needs, we have highlighted the comparison within this section.






|27|In a nutshell




	

The primary needs depend on a sequence of developmental stages.





	

In the early stages of development, basic physical needs predominate.





	

Around the first and second years of life, the need for security predominates.





	

Around the third and fourth years of life, there is a great need for autonomy.





	

A sense of belonging is important in pre-school children.





	

School-aged children build up self-esteem.





	

On the path to adulthood, the need for a reflected identity and social autonomy arises.















1.6   The Developmental Approach and Adulthood




One of my favourite pastimes right now is playing with building blocks. It’s really great fun. You build houses, castles, bridges; it’s really great, and it’s also relaxing. Sometimes, I build a high tower as high as I can. Up to the sky. And when the tower collapses, I clap my hands and shout, “Woohoo!” I also like to go to the playground again. I rock, slide, and bounce. I like to play hide and seek. Do you remember the last time you played hide and seek? You should do that much more often, in the office, in the supermarket, everywhere.


One of the biggest advantages of having children is that as an adult you can do all the children’s things again without being considered stupid. A child is the perfect alibi...


Excerpt from “Über Kindische Erwachsene” [The Childish Adult] by Harald Martenstein, Zeitmagazin 25/2015





In working alongside people with intellectual disabilities, the development-oriented approach leads us to question commonly held ideas. Historically, a focus on childhood needs was viewed rather critically, as it initially seemed to stand in the way of normalisation for people with ID. Indeed, there is a danger of infantilising people with intellectual disabilities (Sinason, 2010). The idea of a development-based approach, if implemented unreflectively, does actually harbour the danger of aligning people with cognitive impairments more closely with a child’s position and working with them at this level. The more serious a person’s limitations are, the less they seem to be able to take on the role of an adult or to be assigned the role of an adult. Adulthood initially means more respect, more individual autonomy, and more personal freedom. An adult is allowed to make their own decisions and take on greater responsibilities (e.g., entering legal contracts). Adulthood in our culture also means cultivating greater interpersonal distance (e.g., being more formally addressed or having less close physical contact). In recent decades, processes of social change have been initiated, to begin with, by committed parents and relatives but also by professionals and, above all, by the ever stronger disability rights movement of those affected themselves. Paradigms have shifted in theoretical discussions, especially amongst professionals and in legislation (UN Convention on the Rights of Persons with Disabilities; Federal Participation Act). Topics such as participation and self-determination have become guidelines in working with people with disabilities.


This social process has changed the way people with intellectual disabilities were treated in the past. The question now is whether we as companions are ready to expand the idea of adulthood to encompass the notion of having emotionally younger needs. The accep|28|tance of needs typically seen during childhood without patronisation represents a paradigm shift in the therapeutic support of adults with intellectual disabilities. The supporter must repeatedly question positions of power and direct their activity towards an equal relationship in which the person decides for themselves how they want to live and what they want to change. Here is a brief case study that illustrates this:






Mr. K. lived in his own apartment with hourly supervision. His emotional level of development corresponded to a reference age of 8–12 years of age. He no longer wanted to work in a workshop but was repeatedly put under pressure by his keyworker and the specialist intellectual disability service. He argued that the low wage in the workshop was no incentive for him to work 8 hours a day, which was actually too much for him. However, his desire to make his own decisions was not respected. Mr. K. showed psychosomatic complaints (back problems), withdrew, and began to drink. His wish was to go to a shared meeting place 2–3 times per week in his neighbourhood. Only when he was granted this did he show clear signs of satisfaction, drank less alcohol, and expanded his daily activity to 5 times a week.








To enable people with the most severe intellectual disabilities to make the most of their lives, they must be given the right to have and express their emotionally younger needs. The concept of age appropriateness should not be used to impose activities which do not have personal meaning, or to take away valued activities from a person, simply because they are inconsistent with their chronological age (Forster, 2010). As a result, physical contact or human proximity in the early stages of development should be a viewed and respected as a basic requirement for everyday support. This idea is well understood by the proponents of Intensive Interaction, an approach aimed at developing social interaction skills through mirroring the verbalisations and behaviours of people with severe intellectual disabilities (Nind & Hewett, 2006). In light of the developmental task of integrating sensory stimuli in an early stage of emotional development, the current practice of setting behavioural goals should be questioned.


Considering this background, the principle of normalisation should also be discussed more openly, with the demand for independent living arrangements, work, and leisure for some people. It should not be denied under any circumstances that independence in areas of life is justified for the vast majority of adults with an intellectual disability and represents an important social achievement. Those supporting people with intellectual disability must always closely observe, understand, and accept the wishes of the person, which requires a high level of professional competence and sensitivity. Their task is to shape the human environment as the person needs and desires it (Hähner et al., 2013), whilst taking into account their Zone of Proximal Development, or the distance beyond the person’s existing skill level, within which they can develop with the help of a more able other (Vygotsky, 1978). Clinical experience shows that the individual needs and stress tolerance of people with intellectual disability are not sufficiently recognised, especially in people in the early phases of emotional development. Becoming overwhelmed can be the reason for challenging behaviour. In practice, we see depressive retreat or restlessness due to excessive stimulation, aggression when individuals’ wishes are not recognised, and self-injury due to insufficient physical closeness, a lack of interpersonal contact, or a failure to recognise their basic needs (e.g., hunger, pain).
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