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ABSTRACT
Though grief and bereavement are experienced by all individuals at some stage of their lives, it is often thought that children are not affected by a loss as they do not fully understand what death is. Despite this, as many children lose one or both of their parents during childhood it is questioned whether children do understand loss and to what extent this loss affects them.  

The aim of this literature review is to examine if children are affected by the death of their parent and to what extent can these deaths have a negative impact on the child. To end this, the research question is: ‘Can children grieve? Parental Bereavement and Childhood Influences.’ In this context a child is anyone under the age of 18 years old. The research question is answered through literatures relating to childhood, with theorist acknowledgment and secondary research from studies throughout. 

On the basis, it is thought that children do react to loss and grief through all ages, although some argue that age has a profound influence. Also, the attachment that a child has with their parents greatly affects the way in which they cope with this loss. Further recommendations would be to look further into the care of the child post-loss such as those cared for by authority, single parent households, or those living with other family members. 

ACRONYM 
WHO 

World Health Organisation
1. INTRODUCTION 
This assignment will look at the effects that parental bereavement has on a child, including how they grieve, their attachment with the parent, their development, and their mental health and well-being, linking all these areas with the age of a child to conclude whether a child’s age influences their reactions to a loss. This review offers a critical analysis of current literature regarding childhood bereavement, with the acknowledgements of secondary research studies, and theories from Bowlby (1973), Piaget (1962) and Freud (1955) have been discussed and criticised to understand how children react to such loss, and the probability that these children have of experiencing negative future outcomes linked to development, mental health and well-being, and attachment. 

Although it has been estimated that 5 percent of all children lose a parent before the age of 16, it is often believed that this death is unexpected rather than anticipated (Parsons, 2011). This loss of a parent is thought to have a profound impact on the way in which a child develops through into adulthood, distorting the standard view of how a child should grow (Brown, 1980). The question wondering whether children react to loss has been discussed with the analysis of the type of death and its effects on a child has been criticised, comparing whether a death by suicide a more profound effect on a child’s development and ability to grieve, compared to a death of natural causes, alongside the age of a child. Further, it is noted that there are several areas of support available to a child who is bereaved, including doctors, schools, support groups and counsellors, however it is argued within this literature review whether this help is as available as it is made out and are all children eligible for the help that they deserve (Black, 1996)?

The secondary research within this literature review also highlights that to a child with secure attachments and confidence in their parent’s availability, the death of these individuals effectively diminishes these views and leaves the child feelings anxious and unable to trust other individuals, resulting in future life complications with regards to relationships (Bowlby, 1973). The emergence of attachment disorders and detachment have been analysed to explain the outcomes that children might experience after the death of their parents, including outcomes for those who had little or no attachment with these individuals, again linking these arguments with the age and sex of the child, and the sex of the parent who has died (Kilman, 1979). A child’s development and mental health is also discussed during this literature review as current studies have drawn on the effects that parental bereavement and the notions of attachment effect the way a child develops whilst grieving. It is during this analysis where the influence of age is greatly acknowledged and theorist such as Piaget (1962) and Freud (1997) theories of development are examined. 

2. LITERATURE REVIEW 
2.1. Introduction 

The experience of death during childhood is a profoundly traumatic regardless of the cause, as children do not tend to see the bad in the world but rather live in naive thoughts that all is good (Jewett, 1982). Children are not often thought of as to be affected by the death of a loved one, but it is hard to believe that the loss of a parent will not have any effect on a child (Rogers, 2007). Despite this, you cannot teach an individual how to prepare for a death or how to grieve as there is no correct way of doing so, it is rather the way in which individuals feel most comfortable (Pit, 2015). Factors such as attachment, age, development, and mental-health and well-being are areas that can aide the grieving process and reactions to loss, however, these factors can also be significantly distorted when a child loses a parent (Ankerman and Statham, 2011).

2.2. Bereavement
Despite UK legislation providing individuals with the right to a reasonable amount of temporary leave due to the death of a family member (Legislation.gov, 1996). UK employment beliefs and policies imply that bereavement is reducible to merely a couple of days compassionate leave (Heyden, 2013). Assuming that once this allocated time has passed, then all should be well, however Worden (1991) argues the belief that the grieving process is not as straightforward as legislation implies, and that individuals never really ‘get over it’ but rather they learn to accept their loss.

Culturally individuals observing ‘death’ or the ‘dying process’ tend not to engage in discussion as it is believed to be impolite, or instead use softer words to describe the situation such as ‘sleeping’ or ‘at rest’ (Green, 2013, p.211). Identifying that bereavement is a complexed process, with many stages that affect every individual in a separate way (NHS, 2017). Thus, supporting the argument in favour of bereavement counselling as a means of support is Helen (2002, p.86), as she declares that professionals can provide support and guidance for those who have experienced bereavement and allows them to talk about their experiences without the fear of it being a taboo. 
Although there are not official statistics for bereaved children, it is possible to estimate a figure as they found that 78 percent of children between the ages of eleven and sixteen had experienced some form of bereavement Harrison and Harrington (2001). Despite this, it is argued that during the mourning process, children and young people are not taken into consideration by those around them, as many believe that these individuals are not fully aware of what is going on (Rogers, 2007). Medieval values that believed that children were unable to comprehend loss, especially that of a parent as Ariès (1981) believed that children were viewed as not important by elder members of society. However, Wolfelt (1983) believes that any child who can love, is able to mourn. A contrary view to that asserted by 
However, in contempt of adults understanding that death by natural causes is not necessarily the fault of anyone, and in some instances realising that death by suicide is not the fault of those of whom the individual has left behind, children have a different view of the world around them and therefore consider any death to be a fault of their own (Helen, 2002). Elizur and Kaffman (1982) study aimed to understand how children grieve after the loss of their parent/parents by looking at the first four years after the parent/parents has died, discovering that throughout the first-year children frequently asked why and how the parent had died to try and understand the reasons behind the death and showed defensive behaviours. Supporting both statements is Lewis and Lippman (2004) who believes that often, children of deceased parents view themselves as helpless and defenceless, and that it is the death of the parent/parents that can develop this self-view. When a child loses their parent, it can leave them with uncertainties of the world that they are living in as they do not have their parent there to shelter them, and therefore it is thought that the best person for a child to receive the news from is a (surviving) parent, or a close family member (Jewett, 1982). Despite this, Helen (2002) highlights that adults often hide the truth of a death from children which often leads to confusion and the feeling of isolation. Therefore, supporting the argument of the importance of including children in the grieving process of a loved one is DiCiacco (2008) who believes that it is vital for the child to be told directly and truthfully so that they can process the information rather than deny the happenings. 
Though argument that bereavement is the natural procedure of grief and mourning that an individual will experience after they have lost a loved one, Dickenson and Johnson (1993) argue that the way in which individuals grieve differs for all, and in some instances an individual may find it difficult to grieve straight away due to the nature of the death. There are many stages of bereavement and it must be remembered that these stages are not rigid, further, some individuals may revisit the stages of bereavement even a while after the death occurred (Ironside, 1997). Although, Jewett (1982) declares that as many individuals present similar reactions to the experience of a loss, the stages of grief that one might go through can we categorised. 
The initial stage, as supported by Pitt (2015) is the feeling of disbelief and numbness and it is argued that this feeling is experience not only if the death is unexpected, but if it is expected too. Like adults, a child’s reaction to a death is influenced by the nature of the death, and an expected death is easier to accept than an unexpected death as the child is able to prepare for the day that their loved one will be gone (Osterweis et al., 1984). However, Furman (1974) argues that death is an experience that advances issues within children, differing between all children and their situations. On the other hand, in their study of children between two and seventeen years old, five years post-death of their parent due to suicide, Shepherd and Barraclough (1976) found that several children described their loss as a relief due as the home life was disruptive due to living with a parent who had severely poor mental health. 

The next stage as Samuel (2017) describes is yearning, effecting an individual’s sleeping patterns and their ability to relax, all built up from the want to see the deceased individual. In support of this is Elizur and Kaffman (1982) who discovered that a common behaviour in parental bereaved children was to imagine that their parent/parents were still around them. This is closely followed by the feeling of anger as they know that they cannot see their loved one again, however, this anger can be experienced in several ways as the child might be angry towards the deceased parent for going, or the remaining carers for not preventing the loved one from dying (Pitt, 2015). Neubauer (1960) believes that bereaved children present most anger towards the surviving parent or caregiver as the child preserves only the good memories of the deceased, and therefore idolizes them when in remembrance. 

Often simultaneous to these feelings of anger and numbness is that of denial, where the child will not believe that their parent has died, in contrast to Neubauer (1960), the child might act as though the deceased parent was not important as a defence mechanism (Jewett, 1982). Supporting this is Shambaugh (1961) who believes that these actions prevent the initial, overpowering feeling of pain caused by the loss of the loved one. 

Nevertheless, there are several bodies who can help with the grieving process such as school teachers, religious officials, support groups, or counsellors, and Holland (2002) argues that these bodies are the most effective individuals to talk to as they are not personally involved with the trauma. Schools also play a vital role in helping bereaved young children as once the initial trauma and grief is over, the child will return to school, although they might not have fully recovered from the experience (Brown and Jimerson, 2017). Holland (2001) states that it is difficult to know just what length of time away from school is adequate for a parentally bereaved child, and some remaining parents believe that a quick return to a normal environment, such as the school, is better for the child.  As of this, it is essential that every school has a bereavement policy that is easy to follow, to support children with confidence during a traumatic time in their lives and address such sensitive topics efficiently (Curse, 2018).

Additionally, studies have shown that cultural beliefs influence the grieving process of an individual as those who are spiritually minded have been seen to grieve in a steady manner, whereas those who are not were found to rush their grieving or, in some instances, remain stuck in the grief (Goss and Klass, 2005). Walsh et al. (2002) study of 135 bereaved individuals, with the majority holding ties to some form of religion, and only 16 percent having no religion, they discovered that the whole grieving process only lasted approximately a year for those who were spiritually minded, however for those who were not were still struggling to accept their loss. However, within this study, it was not noted what religion these individuals belonged to, and it must be remembered that not all religions handle death in the same way (Johnson and McGee, 1998).

2.3. Attachment 
For serval years, many have asserted the view that attachment is a fundamental asset to an individual’s life, providing affection, safety and protection, and is argued to be crucial in the early years (Prior and Glaser, 2006). This primary attachment derives from an individual’s parents, usually the mother, from the moment they are born (Helen, 2002). Raphael (1983) furthers this by arguing that though adults have several relationships within the family unit, and outside, this is not the same for young children who heavily rely on their parents for survival. However, in contrast of this are Lindon and Brodie (2016), who suggest that children only require exposure to an affectionate and safe environment with individuals of whom they can trust to be there for them, therefore implementing the idea that primary attachment can be driven from any close family member. 

Despite this, Bowlby (1969) proposed a theory of attachment arguing that attachment is simply the relationship between mothers and their infant, arguing that the need for love and comfort is of the same importance as food and shelter (Flanagan, 1996). Hrdy (1999) argues that an explanation for this is that a baby’s instinct is to search for comfort and security from the moment they are born, and frequently, their first experience of this is from their mother. Not only this, but despite fathers being allowed paternity leave once their child is born, fathers are only eligible to a maximum of two weeks leave, whilst the maximum for mother is fifty-two weeks leave, allowing mothers to spend more time with their children than fathers (Gov, 2018). 
When young children such as babies want attention, by crying and holding their arms out, their attachment figure will respond to them, teaching the child that this behaviour allows for their needs to be met, but he states that it is also possible for the child to continue crying until they are in the arms of their mother rather than another attachment figure (Bolwby, 1973). Ainsworth (1990) believes that these behaviours influence the formation of a secure attachment between a child and their mother, based on the knowledge of the child that they can talk openly to their mother and that when needed, the mother will be available straight away. Nevertheless, Kotelchuck (1976) argues it cannot go unnoticed that the father is also a very important attachment figure within the family as though Bowlby’s theory that children are most distressed when they are separated from their mothers, a child shows distress when separated from either of their parents, not just their mother.  Supporting this is Trinke and Bartholomew (1997) who found through several studies that children preferred their father to their mother as a form of attachment figure. Freud (1955) believes that the reasoning for this is due to a change in the child’s desires from the age of three, for the father, this is most common with their daughters as Freud explains that it is at this age where the desire for attention from the opposite sex, and a rivalry with the parent of the same sex begins.  

Alongside Ainsworth (1967), and Robertson and Robertson (1971), Bowlby argues that the most critical stages of this attachment are from birth to the age of four, as failure of adequate maternal care and support during this time could leave the child with permanent damage (Flanagan, 1996). Bowlby also argues that attachment, or rather lack of attachment, is a massive contribute to the mental health of an individual, due to his findings that all of those with mental health issues showed that they also have attachment issues (Owusu-Bempah, 2007). However, in contrast of this is Freud (2010) who believes that the cornerstone of a child’s healthy development and survival in society is their social and sexual development, rather than their social and emotional growth. Though agreeing that the presence of the parents is essential to a child, he held a different view of importance compared to Bowlby, declaring that having too strong parental attachments could negatively affect the way that sexual feelings should naturally develop (Freud and Rieff, 1997). 

Nevertheless, Bowlby stresses that this attachment is not instinctive, but rather mothers must pursue distinctive traits for a child to adopt adequate attachment behaviours, starting with an affectionate, accessible, uninterrupted connection (Bowlby, 1969). Secondly, between the initial stages of life and teenage years, it is crucial to establish how much the child trusts that the primary attachment figure will always be available, followed by how well these attachment figures respond to the need and requirements of the child (Bowlby, 1973). However, it is evident that children who have strong attachments with their parent or parents become scared when their parent dies as they have lost their attachment figure (Fahlberg, 1994). Also, although Thomas (1995) argues that the requirement for parental contribution to the treatment of their child’s trauma is paramount. When both parent’s die they are no longer there to reduce the anxieties that their child will face due to their death, and the process of emotional detachment sets in (Newton, 2008).  Supporting this is Flanagan (1996) who argues that unlike loss due to divorce or separation, parental death is harder to comprehend as there is often no hard feelings between the parent and the child before the death. Therefore, if both parents die, it is often also found that children will start to question who will take care of them and protect them (Holland, 2001). Schaffer and Emerson (1964) consequently believe that it is more beneficial for the child to have more than one primary caregiver as it is not the quantity and of whom the care comes from, but the quality of the caregiver’s time that is important to the child.
Though under criticism, Bowlby also constructed the theory of ‘internal working models’ which provide an understanding of how future relationships can be affected due to the quality of primary relationships, with the continuing view of the primary attachment figure as the mother who provides the child with care and protection (Pietromonaco and Barrett, 2000). He described this model as ‘a set of expectations and beliefs about the self, others and the relationship between the self and others’ (University of East Anglia, 2018). However, during a traumatic event, a child with a secure attachment to their parent expects comfort from them, reducing their anxiety, and Thomas (1995) therefore declares that the presence of parents during these times is essential. Though, Zelenko and Benham (2002) notes that when a parent dies they cannot be there to comfort their child, and this is even more difficult when the death is unexpected as not only is the sudden removal of the attachment figure traumatic, but the way in which they died is also traumatic for the child. Though, in contrary of this is Harris (1998) who declares that parents do not determine their child’s behaviour, but rather children’s peers are the most significant as the children will imitate others to be included. Despite criticism, Howe (2001) supports, but broadens the concept of internal working models by declaring that whether they be steady or unstable, these models set the foundations for future relationships as the child will produce these relationships based on the experiences of their earlier relationships with their primary attachment figure. 
2.4. Development
The development of a child is greatly discussed today as it has been found that efficient development has a vast impact on an individual’s life (Australian Early Development Census, 2014). Though there are several ways in which development could be attained, individuals such as Hois (2012) believe that the only way to achieve optimum healthy development, in all areas, is through positive relationships between a child and their parents, and therefore she argues that the most crucial stage for development to begin is in the initial stages of childhood. Robinson (2008) furthers this by declaring that parents are the most influential forms of support, encouragement and guidance for children to efficiently develop from birth through to adulthood, as parents expose children to situations which encourage their development, and as the child feels safe and secure around their parents they are more willing to explore this unfamiliar environment. Supporting this are Lindon and Brodie (2016) as they argue that adult life is directly affected by the development one experiences through childhood and therefore, the earlier that the importance of development is incorporated into a child’s life, the better. Osterweis et al., (1984) give reason for this as they believe, despite the idea that the developmental process is a continuously evolving phenomenon within an individual’s life, post-childhood, situations do not affect the development in the same way that they would pre-childhood. However, despite this, approximately 2 hundred million children do not achieve their cognitive and social development potential before the age of 5 years old due to inadequate care, sometimes due to circumstances beyond both their and their parents control (Pem, 2015). 

Doherty and Hughes (2014, p.7) declare that child development is ‘understanding the various processes that determine both the physical and psychological make-up of children.’ As an individual’s interests and needs adapt with age, all areas of a child’s development continuously grow and expand over the course of their lives (Unicef, 2011). Although there are multiple areas of development, it is argued that they are all influenced by a child’s parents as Gesell (1954) proposed the theory of ‘maturation’ where traits and behaviours that influenced development were inherited through genes. Nativist views of development, such as Chomsky et al., (2002) support this whereby they give an explanation as to why all individuals are different is simply because of their genetics, and the new characteristics that emerge at various stages have been genetically programmed to evolve at the age of which they do, such as puberty, leading them also believe that this is the reasoning for cognitive and language development too. 

In contrary of this view is that of Piaget (1962), who argued the theory of nurture versus nature, whereby he declared that the most influential factor for a child’s development is not their genes, but rather their environment. The nature versus nurture debate is widely used to distinguish what factors are the most influential for the development of a child, as since it is evident that the development of certain characteristics such as height, weight and weakness to certain illnesses are genetically inherited, some question whether the psychological development of an individual can also be influenced by genetics (McLeod, 2015). Despite this, Bouchard (1995) argues this further and declares that nature is only influential for part of a child’s life before nurture must take over. Environmentalists such as Locke (1995) argue that individuals are born with a mind that is a ‘tabula rasa,’ awaiting to be filled with skills that an individual will earn through experiences they encounter, and therefore believes that the nurturing a child has from its carers is most influential for the development of their cognitive and behavioural skills.
Hois (2012) draws attention to the effects that the death of a parent can have on a child’s development through the ages, as she believes that although not one child is the same, without sufficient help it is highly likely that a child can remain mentally trapped in the age at which they experienced the trauma. Supporting this is McConville et al., (1970) who argues that the age of an individual has a significant impact on the way in which the loss of a loved one affects them, and likewise how a child is affected by the loss is influenced by their stage of development. There are three principal areas of development that are studied regularly, and the healthy growth of these areas all have a profound influence on an individual’s life (Robinson, 2008).  Piaget’s (1952) theory of cognitive development focuses on the development of the brain and how it matures with ages, resulting in his argument that children of the same ages develop in similar ways, and therefore he proposed four distinctive categories to highlight these similarities. He declared that between birth and two years of age, children will experience the ‘sensorimotor period’ of development, where they use ‘movement and senses’ to discover the environment around them (Doherty and Hughes, 2014, p.39).  
The next stages Piaget explained are the ‘pre-operational and concrete operational periods’ where from the ages of two years to seven years old children develop their fine and gross motor skills, followed by the development of logical thinking that arises between the ages of seven to eleven years of age, and the final area being the ‘formal operational period’ whereby he declared that from eleven years old, a child will develop ‘abstract reasoning’ (Doherty and Hughes, 2014, p.39). However, many argue that Piaget’s theory is no longer suitable for the study of cognitive development in children, with a supporting view from Meltzoff (1999) who claims that recent studies have concluded that this theory is not strong enough to support current findings. 

Emotional and social development are also an essential asset to the healthy growth of a child; however, several argue that the work of Piaget and Gessel do not consider these areas of development within their work and therefore, Erikson (1980) proposed a psychosocial theory that included both his findings of emotional development, and the theory of maturation derived by Gessel. Erikson believed that a child experiences eight stages of emotional development, occurring at different ages of their lives and through to adulthood, where through their culture and society they would experience psychological disturbance that could result in either a negative or a positive consequence and thus, through influences from those such as the family and peers, he declares that a positive reaction to the consequence will allow for a healthy development of ones’ ego (Erikson, 1950).
2.5. Mental Health and Well-Being 
Despite the view that mental health and well-being is a complexed topic that is often found hard to define (Cattan, 2009). The WHO define mental health as ‘a state of well-being in which every individual realises his or her potential’ (World Health Organization, 2014). In the 2001 findings from the WHO, it highlighted that approximately 450,000,000 individuals had poor mental health (World Health Organization, 2002). However, young children are not often thought of as being carriers of mental health issues, and despite the WHO (2017) declaring that on average, signs of poor mental health do not appear in initial childhood, but rather in the first stages of youth as 50 percent of mental health issues arise by 14 years of age. It has been discovered that ten percent of children are diagnosed with a mental health illness from the age of 5 years old (Parliament, 2017). However, although this has been said, Lee (2006) argues that the mental health of individuals is not being promoted as well as it should be and is even seen to be ignored. Due to this, promotion and prevention are key areas that need to be addressed when looking at mental health, as poor mental health also affects the social and emotional development of individuals (World Health Organization, 2017). Although, there is continued stigma over mental health issues, thus, this stigma must be eradicated to allow for more individuals to seek help (Public Health England, 2015). 
There are several risk factors associated with the origin of mental health issues, such as having a parent with ill health, highlighting that mental health issues do not arise out of nowhere, and an individual’s social and economic situation from childhood has a tremendous role in the mental health of an individual and how it is affected (Bradshaw and Mayhew, 2005). Therefore, the family unit is responsible for ensuring the best mental health and well-being for a child (Claveirole and Gaughan, 2011). Melchior and Waerden (2016) also argued that the characteristics of a child’s parents can impact their mental health, and therefore these need to be well-thought-out when looking at the mental health of children. In support of this is are Bradshaw and Mayhew (2005) who declare that if a parent of a child has negative mental health, the child will adopt these feelings also, forming a link between the influence of a parent’s mental health on the mental health of their child. 
Several studies have highlighted the correlation between premature bereavement and poor mental health and well-being, highlighting that ill mental health in adulthood is because of bereavement within childhood (Osterweis et al., 1984). Therefore, Fergusson and Lynskey (1996) stress that although children might be able to overcome minor crisis’, when these crisis’ start to become significant issues, the ability of a child to positively overcome these is dramatically decreased. An example of this can be seen through Dowdney et al., (1999) who claims that a bereaved child has a higher probability of experiencing mental health issues and low well-being after the death of their parent if the remaining parent has poor mental health as well. Thus, Bowlby (1973) declares that positive mental health and well-being is achieved from childhood where children are provided with continuous, supportive relationships with caregivers, especially mothers, and insufficient parental attachment is always evident in those who have poor mental health.
Further, due to the adverse implications poor mental health and well-being can have on a person, resilience is key to maintaining the positive mental health of a child or individual (Claveirole and Gaughan, 2011). Rutter (1993) believes that resilience is not something that prevents a crisis from happening, but rather it appears when an individual has a negative experience and deals with the situation well, resulting in a positive outcome. Ankerman and Stratham (2014) stress that it must be noted not every child have permanent negative outcomes from parental bereavement and in some cases, there are no negative effects at all. Although it has been found that children who do not talk to their parents about their issues have better well-being than those who do (Stoppard, 2016). Support groups held by external bodies involving both intra-personal and inter-personal coping methods allowed for children to develop positive interaction with others and new interests (Wolchik et al., 2008). Therefore, resilience must be encouraged to ensure positive mental health and well-being for all, with the main resilient factors consisting of good overall health, good character, and a positive home atmosphere with adequate parenting skills (Shastri, 2013). Supporting this is Bronfenbrenner (1979) who believes that a child’s well-being is affected by every experience that they go through and therefore encouragement of positive well-being in childhood is essential for adequate functioning in adult life.
There are several factors that impact a child’s well-being including where they live, the conditions they live in, and the other individuals they associate with (Gov, 2013). Due to the 16 percent increase in lone-parent families from 1960 to 2003, several studies have been conducted to establish the effects that this family structure has on the mental health and well-being of children (Oliver et al., 2006).  This is furthered by Bradshaw and Mayhew (2005) who declare that situations such as living in a lone-parent family, as many children consequently will due to the death of a parent, has also been found to affect the mental health and well-being of children as several findings show that again, more than double the percentage of children in lone-parent families show signs of poor mental health compared to those who have a two-parent household. Supporting this is Behere et al., (2017) who argue that lone-parent families are notorious for producing mental health issues in children and as these families struggle to manage stress, strain on parent-child relationships is developed, therefore declining the mental health and well-being of both parent and child.

In some instances, bereaved children of both parents can potentially end up in the care of local authorities as there is nobody to take care of them since their parents have died (NSPCC, 2018).  Evidence from a report by the Department for Education (2017) found that there were a substantial 72,670 children who were looked after in 2017. These conditions can have a detrimental effect on the mental health and well-being of a child as along with grieving the traumatic loss of their parents, they have also lost their home that they lived in and possible the friends that they had, due to moving to a new area (Claveirole and Gaughan, 2001). It has too been found that age and sex also affect the well-being of children as well-being is at its lowest during teenage years, and males were found to have higher well-being than females (Gov, 2013). Despite this, Claveriole and Gaughan (2011) argue that individuals should not have so much concern over the well-being of children today as they generalise that these children have far better lives that those of previous generations and therefore should not necessarily have poor well-being. However, Maslow’s (1943) ‘hierarchy of needs’ theory is widely used to explain that not all individuals hold the same set of values, what might be important for the healthy well-being of one individual can differ for another, and thus, a hierarchy being formed with the requirement of the needs at the bottom having to be fulfilled to reach the needs further up the structure (Maslow, 2015). 
2.6. Conclusion

Thus, the naive thought held by many that causes of death are predominately natural has yet to be thoroughly criticised, though it is highlighted that although natural causes of death due to issues such as illness or old age is most common, there is still an alarming percentage of deaths occurring that could be avoided (Campbell, 2017). Likewise, although it is shown that child bereavement is not uncommon, many adults still do not feel that children understand what grief is (Helen, 2002). Despite this, evidence has found that a vast number of children experience grief due to losing their parent, or both parents (Childhood Bereavement Network, 2018). Therefore, it should be noted that children must be remembered during the bereavement experience as it is highlighted that the way children manage their emotions is different to adults and failure to acknowledge these children can result in confusing and the re-visiting or possible incompletion of the grieving stages that is considered potentially harmful for the child

Further, parental death during childhood has an array of effects for all children, depending on their attachment with the deceased (Raphael, 1983). Holland (2001) declares that children who have secure attachments with either of their parents are often worse affected by their parent’s death than those who are not secure as their secure attachment was based on the belief that the parent would always be available when the child needed them, although it is not discussed how those with unsecure attachments are affected.  Despite this, it is questioned as to whether the parents are solely responsible for the behaviours of their children, or whether it is their environment that shapes them (Harris, 1998). 

Subsequently, healthy development through childhood accounts for a good quality of life in adulthood, and although it is believed that the parents are the main influencers for this development, it has been argued by Pem (2015) that children are still falling short of reaching their developmental milestones by the age of 5. Thus, it has been discovered that parental bereavement has a detrimental effect on the development with the age of a child holding influence on how the child reacts to this trauma (Hois, 2012). The theory of nature versus nurture has also been discussed to distinguish to what extend do parents have an influence on their child with regards to both genetics and the environment in which they are socialised in (Piaget, 1952). However, as all areas of development had not yet been highlighted, Erikson (1980) criticised this with his proposed theory including all said areas of development to conclude that the age of a child effects the way in which they react to a trauma such as their parent’s death, and therefore experience is what determines the reactions and developmental outcomes of a child after a traumatic experience. 

Similarly, this is seen when discussing the mental health of children as parental mental health was discovered to have an influence on the mental health of children (Claveirole and Gaughan, 2011). It was also found that factors such as poorly parents and family structure influence how happy a child is and the stability of their psyche as it has been discovered that early, and more-so unanticipated parental bereavement has a profound impact on a child’s mental health and well-being (Osterweis et al., 1984). Despite this, it has been argued that poor mental health does not have to be permanent within bereaved children as Rutter (1993) stresses that resilience has a profound impact on the development of good mental health in children, with the aid of external support programmes. 
3. RESULTS AND DISCUSSION 
3.1. Introduction

Individuals all react differently to the death of someone and though some might find that their lives are back to normal after a couple of weeks, other such as children might struggle to accept a death and cold revisit the grieving process over and over, never really coming to terms with their loss, and this is even more common in those who have experienced deaths that were unexpected such as suicide (DiCiacco, 2008). Further, this sudden separation for children can lead to the formation of attachment disorders, and detachment from individuals al together, possibly resulting in the inability to form future relationships (Bowlby, 1973). The development of children is though to be at risk after the death of a parent, and age is of a concern in this area too as early loss affects the way in which the child can attach and grow, and loss at an age where significant changes are being made such as GCSE exams can have a profound effect on the results (Ankerman and Statham, 2011). This in turn is believed to have negative effect on the mental health and well-being of children as it is possible that they could develop feelings of depression and even attempt suicide themselves (Jewett, 1983). 

3.2. Consequences of suicide
When hearing about a death, most assume that the individual died due to natural causes, such as old age or an illness, however, it should be recalled that unfortunately some deaths are due to the individual taking their own life or as a result of an accident (Brown, 2002). The WHO discovered that during 2015, of the top ten global causes of death, nine causes were due to health conditions rather than accidental or suicidal death (World Health Organization, 2017).  On the other hand, during the same year it was discovered that a total of 6,188 deaths were due to suicide, and of these deaths, 4,622 were males and 1,566 were females (Scowcroft, 2017). Along with this, accidental or avoidable deaths totalled 17,201 in 2015, with 10,545 being males and 6,656 being females (Campbell, 2017). 

A death in this was is especially hard for the loved ones left behind as along with the bereavement feelings that are commonly noticed, these individuals feel emotions of confusion and believe that they have unanswered questions from the deceased as to why they did it (Pitt, 2015). In support of this is Durkheim (2002) who believes that death caused by factors other than natural causes are often unanticipated and although one is never truly prepared for the death of a loved one, a sudden death is usually harder to accept compared than if the individual was ill or elderly. Walter (2017) furthers this view by declaring that under these circumstances, the grieving process is often prolonged due the need for the completion of protocols such as an autopsy or police documentation due to the nature of the death. Typically, the funeral of an individual who has died of natural causes is held approximately one week prior to the death, without taking into consideration the religion of the individual which could result in the funeral being significantly earlier, for example, in Islam an individual is expected to be buried within 24 hours of their death (Brockopp, 2003). However, when a death is not because of natural causes, the wait for a funeral can be up to a month long due to the requirement of an autopsy, a process that can take up to three days to complete, but also requires a wait for the results (NHS, 2015).
During this time, it must be remembered that children are vulnerable individuals who rely strongly on their parents or caregivers to protect them from the negative aspects of the world in which they live in (Waldfogel, 2006). Therefore, Helen (2002) declares that, especially after a sudden death such as suicide or accidental death, children must be reassured with regards to their future as the fear of not having a carer or the fear of not being loveable has the potential to appear. However, when a child loses a parent at an early age, they become even more vulnerable and the trauma experienced when losing a parent can have a significant impact on their lives (Cairns, 2004). Nonetheless, Holland (2001) asserts that although all trauma is a concept of grief, grief is not always a traumatic experience, as when a child is told to prepare for an event it is not as damaging as if it was to happen unexpectedly. 

Fine (2000) asserts the view that although reactions to death are common in most individuals, it has not been noted that along with mourning, loved ones of those who have committed suicide experience other factors such as stigma and isolation due to the nature of the death. As suicide was historically perceived as a sin, and even a criminal offence, today it is still often thought of as a taboo to talk about suicidal feelings or a suicide loss (Helen, 2002). In support of this is Requarth (2008) who states that when an opportunity arises for individuals to talk about suicide, it is spoken of in a negative way, as individuals describe the process as an act rather than saying that the individual has passed away. Montgomery and Coal (2015) further that due to this stigmatic view, it is believed that children might find the grieving process particularly hard if the death is due to a suicide, and these children might avoid going to school, speaking to their peers and even try to deny that their parent died in this way. Alarmingly, it has also been discovered that exposure to suicide at an early age, especially that of their parents, results in children being at a higher risk of experiencing their own suicidal thoughts and feelings (Kuramoto et al., 2009). However, due to these feelings of shame, individuals often find it difficult to talk to others about how they feel, and sometimes speaking to relatives or peers does not provide efficient closure for an individual, especially a child as their peers are young as well (Helen, 2002). Winston’s Wish foundation is a support group dedicated specifically to bereaved children and provides support for these children through several diverse ways such as phone calls, emails, one-to-one support, and help through schools, and supports bereavement from all types of death (Winston’s Wish, 2017). 

Similarly, although it has been studied that religion aides the grieving process, the study conducted by Walsh et al., (2002) does not identify how the individual has died. As previous evidence suggests, an unexpected death or suicide is far harder to accept than a natural death, and therefore the grieving process might differ even if the individual has religious beliefs (Obayashi, 1998). Leach (2006) argues that this could produce further implications for individuals as religions such as Judaism and Islam teach that suicide is forbidden, making it harder for the loved ones of the deceased to accept what the individual has done and complete the grieving process. 

3.3. Formation of Attachment Disorders and Detachment
When a parent dies, a child loses one of, if not their main attachment figure and Cairns (2004) believes that although the child will now seek to find a new attachment figure, or wish to grow closer to their remaining parent, they often fail to accept these actions of comfort and assurance from the caregiver. Reasoning for this according to Zelenko and Benham (2002) is that the traumatised child will believe that any separation, whether it be short of long, can result in the carer not ever return. When individuals present these traits, it is commonly known as ‘separation anxiety disorder’ (American Psychiatric Association, 1994). 

Flanagan (1996) explains that there are three stages to this distress that a child experiences with the first stage consisting of the child’s reaction to protest by crying for the carer that they have been separated from, but they are still able to be comforted by other bodies such as the remaining parent or grandparents. Supporting Flanagan’s second stage of separation anxiety, despair, is Eisen and Schaefer (2007) who agree that in this stage the child becomes calmer and looks to themselves for comfort as the attachment figure has still not returned and the remaining carers are not adhering to the child’s needs as well as the lost carer. The final stage is where the child is said to detach, they have accepted that their main attachment figure will not return but often fail to accept any nurturing from the reaming or new caregiver (Flanagan, 1996). However, in contrary of this is Jewett (1982) who believes that children who have a surviving parent are at a lower risk of experiencing permanent damage due to a parental loss compared to those who have lost both parents, and those who have several secure attachments before the loss of their parents will adapt to more easily to the new way of life as they have other attachment figures to fall back on for support. 

As the argument of attachment theory declares, a child’s main caregiver is the mother and subsequently she is the most influential form of attachment figure for the child (Howard et al., 2011). However, when a child loses their mother it can create a series of implications to their lives and the way in which they live, as often it is the mother who provides stability and routine in the family life (Silverman and Worden, 1992). Bowlby (1793) therefore believes that the remaining, or new caregiver must continue to provide the same quality of care for the child as the mother did when she was alive, to prevent any damage to the child and help them adjust to their loss. However, in contrary of this is Freeman et al., (2010) who declare that it is more common for boys to prefer their father to be their attachment figure compared to girls. Therefore, for boys the death of their father is believed to cause further issues as it often results in male children resenting their mothers due to the pressures they feel by trying to fill this fatherly role and the view that they cannot live up to their fathers’ standards (Fast and Cain, 1966). Supporting this is Kilman (1979) who found that though children openly mourn the death of their opposite sex parent, when the parent of the same sex dies the child may begin to hide other fears that they are feeling as well as the grief from the death, for example the thought of the female child that she has to adopt the role of the mother, or of a male child that he has to become the man of the household. This array of emotions from children during this time present the same traits that are seen in children with ambivalent attachment disorder, whereby these children experience anger and rage, and it is possible that this attachment arises within these children due to the loss of their parent (Shemmings and Shemmings, 2011). 

As it has also been previously discussed, frequently children are not considered to be mourners as many believe they do not completely understand a loss due to a death, and it is this reaction from adults that results in a child believing that their emotions and feelings are not important, therefore withdrawing their emotions to prevent further dishearten (Pearce, 2009). Despite this, Levy and Orlans (2014) declare that temporary detachment is normal, especially for those who have experienced a traumatic situation which creates several overwhelming emotions for the individual, and this is most common in children as they are too young to completely understand all emotions. In support of this is Kinder (1994) who states that this is shutting down of emotions is healthy as it allows an individual the time to comprehend what has happened, making it easier for them to proceed with the handling of all emotions effectively. However, Cain (2006) stresses that when this detachment is prolonged, it can cause fundamental damage to an individual and their ability to regain the emotional feelings and form further attachments with others as they grow, therefore when an individual, especially a child, shows these prolonged traits of detachment, it must be addressed immediately.

Though the reactions from securely attached children with regards to the loss of their parent has been discussed, it is important to note that those who are not securely attached can show very different reactions, such as avoidant attachment traits whereby they show little to no emotion when their parent or parents leave them (Ainsworth and Bell, 1970).  Although this is thought to be positive for children when they experience a bereavement, as the experience is not as traumatic to them due to having a poor attachment with the individual who has died, it can also lead to an array of negative attachment experiences in the future (Shaffer, 1985). Taylor (2010) declares that it is due to a traumatic experience, such as the feeling of abandonment from a parent dying, that an individual learns how to withdraw themselves and become detached as they feel that this is a form of protection from the experience. 

3.4. Developmental Implications Due to Bereavement
As development is universally viewed as vital for the survival of individuals in society, there are several implications that a parental loss can bring to a child’s development, and a change or stunt in behavioural development is widely seen as Kranzler et al., (1990) discovered within their sample of children, 40 percent of children who had behavioural issues had at least one deceased parent. However, Doherty and Hughes (2014) declare that it is not just the support from parents that impact a child’s development, rather factors such as genetics and implications experienced during birth are other significant factors that play a role in the development of children.  
Despite the view held by some that children cannot grieve as they have not developed fully enough and lack the understanding of the concept of death, and therefore are not affected by the loss, several studies such as that of Nagy (1948), have been conducted to query this view and show how age and development effects children’s reactions to death. According to Nagy, the youngest that a child can comprehend death is at the age of three years old, however Rogers (2007) believes that although children might not understand what death is, they can react to loss and a change in their routine, before the age of three. When looking at Skinner’s behavioural theory, Shroeder and Gordon (1991) highlight that a child’s social development is negatively affected by this premature death of their parent as they are likely to withdraw themselves from individuals for them to deal with the trauma, resulting in difficulties with the formation of future relationships. In support of this is Hois (2012) who argues that losing a parent at this age will result in a child’s trust in those around them to decline and their ability to develop this trust again is difficult as they will search for the carer that they have been dependent on; however, this individual will not return to meet their needs. Though, in contrary of this is Rutter (1966) who believes that children under three are not as distressed and do not face such adverse implications when their parent dies compared to elder children. Freud (2010) explains that this is because the child is still in their first stages of development and have yet to fully develop their hippocampus, resulting in a phenomenon he called childhood amnesia whereby they cannot remember childhood experiences before the age of three years old. Thus, it can now be understood why Rogers (2007) declares that children’s development may only be affected by a death after the age of three as she argues that at this age a child is egocentric and therefore they view loss as an experience whereby an individual abandons them.  

Keenan et al., (2016) state that it is between the ages of three and five where a child’s memory grows, and they become more aware of the familiar faces they see day to day, such as that of their parents. However, Piaget (1960) theory of cognitive development views that due to the child being in the preoperational stage of their cognitive development, they still view the world from an egocentric viewpoint and use the thoughts of fantasy to mask trauma. As of this, Hois (2012) states that the remaining adults hold the responsibility of reassuring the child that their future will contain love and security as it did before the death, although the child might continue to believe that it was their own fault that the individual died and that they are responsible for bringing them back as their understanding of the finality of death is not yet established. Further, Osterweis et al., (1984) that it is likely for a child to experience disturbances in their eating, sleeping and toilet routines because of a loss. 

Although it is believed that children are worse affected by death at an older age due to the relationship they have built with the deceased before their passing, elder children have a better understanding of death whereby they understand that death is final (Cruse, 2018). Despite this, Corr (2010) declares that below the age of nine, children still fail to understand that death is a universal process that every individual will experience and therefore when a parent dies, it is highly possible that the child’s main emotion will be anger. This is also evident when looking at the findings of Black (1978) who discovered that up to the age of six, bereaved children had lower school achievement and motivation than those who were not bereaves, indicating that a death has a profound negative impact on a child’s educational attainment. Bandura’s (1977) theory of social learning declares that it is the environment that develops this behaviour of aggression and lack of motivation within the child as they imitate the feelings of others, supporting the nature debate of child development.

Hois (2012) furthers explains that anger exhausts a child, and it is during this time where concentration in school and the ability to make friendships is weakened as the child is conscious that they are different from others, and this withdrawal could result in fundamental damage to the development of the child, and their life in the future. Though, Cassini and Rogers (1996) view that a child will recover quicker from a loss when normality is placed back in their lives, such as school, as their peers are able to distract them from the trauma they have experienced. In agreement with this is Piaget (1999) who argues that from the age on nine years old a child enters the concrete operational stage of cognitive development with the emergence of more logical thinking, and deterioration of their egocentric traits as they are more conscious of other individual’s feelings and prefer to talk to their peers about their feelings rather than withdraw from them. However, a study of UK GCSE results found that all bereaved children underachieved, though the level of which they underachieved depended on the age at which they lost their parent as those aged below five years old, or at the age of twelve were at the lowest (Akerman and Statham, 2011).  Along with Farrington and Welsh (2007) who highlight the correlation between delinquency and poor educational attainment. Many argue that there is a correlation between parental bereavement and delinquency in children and adolescents (Gregory, 1965). Supporting this is Brown (1980) who’s findings showed within both male and female inmates in a prison, at least one of their parents had died during their childhood.
3.5. The Mental Stability and Happiness of Bereaved Children
Though the wide range of factors that influence poor mental health and well-being have been discussed, an experience of traumatic stress is a fundamental factor commonly seen in those who suffer for mental health issues, especially within young children as the completion of their brain development has not been achieved so is more easily affected (Cairns, 2004). Supporting this is Helen (2002) who argues that there is a link between parental bereavement during childhood and poor mental health such as depression and suicidal feelings and believes that the negative thoughts and memories of the death can remain with them throughout all their lives. Following evidence from Farberow and Simon (1969) who highlight this in their findings a link between childhood bereavement and suicide attempts in adulthood. However, it must be remembered that not all individuals are the same and where some might be overt with their emotions, others, although possibly still feeling these emotions, tend to hide them away (Bradshaw and Mayhew, 2005).

Many bereaved children are left feeling like they are unable to be loved and experience a decline in their self-esteem due to losing their parent, however further differences in mental health can be seen when looking in areas such as the ages and genders of individuals as Meltzer et al., (2000) found that 3 percent more boys experienced poor mental health than girls. Supporting this are Dowdney et al., (1999) who discovered that overall, children who had experienced parental bereavement had further psychiatric implications than those who were not, and boys were more likely than girls to experience these issues. Despite this, Barry and Lindemann (1960) declare that girls’ mental health is most affected by a parental death, especially that of their mother before they are two years old. However, although agreeing that girls are most negatively affected, Norton (1952) discovered that it was the death of the father before ten years old that had the most profound impact on their mental health.  Despite this, Birtchnell (1980) notes that it is not solely the death of the parent during childhood that is the cause for poor mental health in later life, but rather it must be considered that the relationship with the remaining carer might have more influence. 

Although it has been assumed that all bereaved children suffer poor mental health through the grieving process, and later in life, in contract of this, Furman (1998) argues that only one in three at risk children are left with life-changing developmental issues due to a crisis. According to Cairns (2004, p.102) when the correct factors are present, a child can recover ‘spontaneously’ from a traumatic event such as the death of their parent. She explains that stability, positive attachment and social security, and the capacity to voice their experience are the key areas needed to recover without the aid of any severe interventions as stability calms the hormones within the individual, allowing the body to commence with the heling process (Cairns, 2004). Where spontaneous recovery cannot be achieved, several interventions can aid the recovery process as during a study conducted by Brewer and Sparkes (2011) it was discovered that where bereavement services were in place, children experienced positive psychological outcomes such as life appreciation. 
Though, regardless that risks of poor mental health and well-being in bereaved children are widely noticed, and counselling services have been found to have a profound positive impact, not all children are offered these interventional services to aid their recovery and increase their overall mental health and well-being (Black, 1996). Dowdney et al., (1999) support this as their study concluded that there were several factors that excluded a child from receiving help when grieving their parent’s death including no offer of support to those under five and a significantly higher probability of support to be offered to suicide victims. Within this study it was also highlighted that more than half of remaining parents wished for their children to receive support, and nearly all of parents whose children were showing signs of poor mental health and well-being wished for support that they could not receive (Dowdney et al., 1999). 
3.6. Conclusion

Thus, it can be seen whatever age you are when your parent dies, the impact of the loss can be tremendous, and individuals are affected differently by death, and the type of death plays a role in how an individual will grieve (Jewett, 1982). It can also be seen that additional negative aspects like stigma and isolation are perceived in suicidal bereaved individuals. Therefore, Leach (2006) has highlighted that although many believe that religion can aide grief, some religious teaching can result in individuals failing to accept what their loved one has done.
Further, Holland (2001) declares that children who have secure attachments with either of their parents are often worse affected by their parent’s bereavement than those who are not. Subsequently, Freeman et al., (2010) found that boys had stronger attachments with their fathers so found their deaths more difficult. Whereas Bowlby (1973) argued that girls were closer to their mothers so were greater affected by their deaths than their fathers. The theory of detachment has been portrayed as a highly negative experience, however Levy and Orlans (2014) criticise this by arguing that brief detachment is typical, especially when the death is unexpected. Though, not all children show such attachment disorders as insecurely attached children are little affected (Ainsworth and Bell, 1970). 
 Also, Ankerman and Statham’s (2011) study highlighted that educational development is negatively affected by parental bereavement, and age was a factor that determined by how much they failed. Further, thus linking early parental bereavement and poor child mental health and well-being. Finally, however, it must be remembered that parental death is not the only factor that affects the poor mental health of children (Birtchnell, 1980). Further, Furman (1998) highlights that only 33 percent of children with poor mental health experience life-long difficulties.
4. CONCLUSION AND RECOMMENDATIONS 
The naive though held by many that causes of death are predominately natural has been criticised, and it is highlighted that although natural causes of death due to issues such as illness or old age is most common, there is still an alarming percentage of deaths occurring that could be avoided (Campbell, 2017). Also, (Walter, 2017) views that an unanticipated loss is usually more difficult for individuals to comprehend and recover from as there is a prolonged period of grief.

Further, parental death during childhood has an array of effects for all children, depending on their attachment with the deceased (Raphael, 1983). Although still faced with trauma and for a period, might face detachment, securely attached children have been found to be able to form further attachments with others post-death of their parent, however, children who are not securely attached find it easier to handle the loss of their parent as the reliability of the parent was not always there (Jewett, 1982).
Also, age has been shown to have a profound influence on how children perceive and react to the death of their parent as Corr (2010) found that children still cannot fully comprehend the notion of death and the universality of the process. 

Similarly, this is seen when discussing the mental health of children as parental mental health was discovered to have an influence on the mental health of children (Claveirole and Gaughan, 2011). It was also found that factors such as poorly parents and family structure influence how happy a child is and the stability of their psyche as it has been discovered that early, and more-so unanticipated parental bereavement has a profound impact on a child’s mental health and well-being (Osterweis et al., 1984). Despite this, it has been argued that poor mental health does not have to be permanent within bereaved children as Rutter (1993) stresses that resilience has a profound impact on the development of good mental health in children, with the aid of external support programmes. 

Though, despite adequate services being in place to help the development of good mental health and well-being in children, a vast range of individuals are considered eligible for this help (Black, 1996). However, more research is required on the basis of acknowledging other factors as potential influences, such as the child’s temperament and family structure, for the consequences of a child who has experienced bereavement. (Osterweis et al., 1984).
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	Young offenders?
	☐
	☒

	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	People engaged in illegal activities?
	☐
	☒

	Others (please identify):


	☐
	☒


	Participant numbers and source

Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	0 as I will be conducting a literature review.

this box should expand as you type)


	Information for participants:
	YES
	NO
	N/A

	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☐
	☐
	☒

	Will you tell participants that their participation is voluntary?
	☐
	☐
	☒

	Will you obtain written consent for participation?
	☐
	☐
	☒

	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☐
	☐
	☒

	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☒

	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☐
	☐
	☒

	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☐
	☐
	☒

	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☐
	☐
	☒

	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☐
	☐
	☒

	If NO to any of above questions, please give an explanation 

	(this box should expand as you type)


	Information for participants:
	YES
	NO
	N/A

	Will participants be paid?
	☐
	☐
	☒

	Is specialist electrical or other equipment to be used with participants?
	☐
	☐
	☒

	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☐
	☒

	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☐
	☒

	If YES to any question, please provide full details 

	(this box should expand as you type)


SECTION H: Anticipated Risks
	Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	Full risk assessment completed and appended? 

Yes                               ☐
 No                                   ☒


	Risks to participants
For example: emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	No risks as there are no participants.
(this box should expand as you type)

	

	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	Non-applicable
(this box should expand as you type)

	

	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	Although I will not be researching any individuals, I may experience some emotional distress whilst reading secondary information as I will be reviewing a sensitive topic.

(this box should expand as you type)

	

	University/institutional risks
For example: adverse publicity, financial loss, data protection

	As I am working under the university I must be cautious that the information I submit is correct, the individuals mentioned are anonymous, and I do not include any insulting, discriminatory or offensive information to avoid adverse publicity or implications for the university. 
(this box should expand as you type)

	

	Adverse outcomes

List measures put in place to limit any adverse effects or outcomes of research activity where appropriate. Include any emergency protocols. 

	I will ensure that I have regular meetings with my dissertation supervisor and use the university counselling services if I feel that I need to. 

(this box should expand as you type)


	Disclosure and Barring Service

	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES
	NO
	N/A

	Has a DBS certificate been obtained?
	☒
	☐
	☐


SECTION I: Feedback, Consent and Confidentiality
	Feedback
What feedback will be provided to participants, how will this be done and when? 

	Non-applicable due to there being no participants.

 (this box should expand as you type)

	

	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded.

	Non-applicable as I will be conducting a literature review.
 (this box should expand as you type)

	

	Confidentiality / Anonymity

Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	Non-applicable as I will be conducting a literature review.
(this box should expand as you type)


SECTION J: Data Protection and Storage

In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	
	YES
	NO

	Does the research activity involve personal data (as defined by the Data Protection Act)?

“personal data” means data which relate to a living individual who can be identified—

(a) from those data, or

(b) from those data and other information which is in the possession of, or is likely to come into the possession of, the data controller, and includes any expression of opinion about the individual and any indication of the intentions of the data controller or any other person in respect of the individual.
	☐
	☒

	If YES, provide a description of the data and explain why this data needs to be collected:

	(this box should expand as you type)

	

	Does it involve sensitive personal data (as defined by the Data Protection Act)?

“Sensitive personal data” means personal data consisting of information as to –

(a) the racial or ethnic origin of the data subject,

(b) his political opinions,

(c ) his religious beliefs or other beliefs of a similar nature,

(d) whether he is a member of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),

(e) his physical or mental health or condition,

(f) his sexual life,

(g) the commission or alleged commission by him of any offence, or

(h) any proceedings for any offence committed or alleged to have been committed by him, the disposal of such proceedings or the sentence of any court in such proceedings.
	☐
	☒

	If YES, provide a description of the data and explain why this data needs to be collected:

	(this box should expand as you type)


	Will the research activity involve storing personal data on one of the following:
	YES
	NO

	Manual files (i.e. in paper form)?
	☐
	☒

	University computers?
	☐
	☒

	Private company computers?
	☐
	☒

	Home or other personal computers?
	☒
	☐

	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☐
	☒

	“Cloud” storage or websites?
	☐
	☒

	Other – specify:


	☐
	☒

	For all stored data, explain the measures in place to ensure data confidentiality, including details of password protection, encryption and anonymisation:

	The secondary data will be stored on a locked, private laptop. 

(this box should expand as you type)


	Will the research activity involve any of the following activities:
	YES
	NO

	Electronic transfer of data in any form?
	☐
	☒

	Sharing of data with others at the University?
	☐
	☒

	Sharing of data with other organisations?
	☐
	☒

	Export of data outside the European Union or importing of data from outside the UK?
	☐
	☒

	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	Publication of data that might allow identification of individuals?
	☐
	☒

	Use of data management system?
	☐
	☒

	Data archiving?
	☐
	☒

	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the Data Protection Act (and/or any international equivalent):

	(this box should expand as you type)


	List all who will have access to the data generated by the research activity:

	I will have access to the data along with my dissertation supervisor.

(this box should expand as you type)

	

	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	I will have control of the data generated, along with my dissertation supervisor.

(this box should expand as you type)

	

	Give details of data storage arrangements, including where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	Non-applicable 

(this box should expand as you type)


SECTION K: Declaration

	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice

	Signature of applicant:
	
	Date:
	14/11/2017


For students:

	Director of Studies/Supervisor:
	Phillip Morgan 

	Signature:
	P Morgan

	Date:
	15.12.17


For staff:

	Head of School/Assistant Dean:
	


	Signature:
	

	Date:
	


Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

	☐
	I have read the guidance notes supplied before completing the form.

	☐
	I have completed ALL RELEVANT sections of the form in full.

	☐
	I confirm that the research activity has received approval in principle

	☐
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	I have attached a full risk assessment (and have NOT completed Section H of this form) (where appropriate)



	☐
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☐
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Head of School.


	RESEARCH STUDENTS AND STAFF ONLY

All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.

You will be informed of the outcome of your claim by email; therefore it is important that you check your University and personal email accounts regularly.


STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit  this form (and receive the outcome) via systems explained to you by the supervisor/module leader.

This form is available electronically from the Academic Office web pages: http://www.uwtsd.ac.uk/academic-office/
Application Process

All staff research projects and all research students must submit the Ethical Approval Form to the University Ethics Committee via the Academic Office (pgresearch@uwtsd.ac.uk).   Staff research directly in relation to personal study for taught undergraduate or Masters programmes should be submitted via the Faculty procedures explained below.

Taught masters and taught undergraduate research Ethical Approval Forms are considered within Faculties.  Faculties will provide details of the specific processes for this.  Where the Ethical issues within any single ethical application are of particular concern the Faculty will refer these to the University Ethics Committee.   Any student activity that involves the collection of primary data needs to undergo Ethical approval, this includes assignment work as well as dissertations.   

Notes for guidance in completion of this form

Section A:  About You

Please complete all relevant sections

Section B:  Approval for research activity

Research proposals must be approved in principle before applying for Ethical Approval.  The proposal approval only becomes final when the ethical approval is received.  

The process for proposal approval varies according the individual and programme of study:

· Research students, by application on form PG1 to the Research Degrees Committee

· Taught students by review of research proposal within Faculties (Faculties provide specific details of these processes)

· Staff, by agreement by the Head of School/Assistant Dean

Section C:  External Ethical Guidance materials

Many discipline areas are required to operate with the discipline specific codes of research ethics (for example health, psychology, education etc.), any such codes must be listed and you must tick to confirm that you have consulted with these.

Section D:  External Collaborative Research Activity

Provide details of the external collaborative partners, where appropriate you might want to submit a copy of the external collaboration agreement with the Ethical Approval Form.  If the partner requires the research to be subject to its own internal Ethical approval process then please provide details of that process and a copy of any final (or interim) approvals received from the organisation.

Section E:  Details of Research Activity

Remember that the individuals reviewing this Ethical Approval Form may not have seen your research proposal, and also may not be experts in the specific area of your research.  The information provided should therefore be jargon free and clearly stated.
Indicative Title:  please use the same title as used on the research proposal.

Purpose:  the Ethical approval process will want to ensure that the methods you propose are adequate and appropriate to address the research aims and objectives.  Excessive additional data collection can be seen as unethical.
Proposed Methods:  the Ethical approval process seeks to ensure that you understand the methods that are intended, and that the implementation of those methods will be appropriate and without unnecessary impact on respondents.  Please be specific.
Location:  this needs to mention geographical location and also local situation (for example, within Local Authority Offices in Cardiff, using a private room but close to other individuals).  If you are collecting data within an organisational setting then you need to explain the permissions that you have obtained to do this.

Research Activity outside of the UK:  please complete this section in detail, and note any guidance you have received.  Also describe your own familiarity (or not) with the location that you will be utilising.

Section F:  Scope of Research Activity

Please tick ALL of the research activities that might be undertaken.   If any additional types of activity are intended then please add an extra box and describe these.

If you have answered no to all questions in F then sections G and J do not need to be completed.  Section H should be considered, and may be completed.  Signatures are still required in section K.

Section G:  Intended Participants

Please tick all categories that might apply.

Numbers & Source:  if you are using a series of different methods or research activities please list numbers for each stage/phase.  Be clear about how you will find respondents.   Will you use intermediaries, and if so how?  How will you ensure compliance with your sampling strategy?

Information for participants:  all participants should be appropriately informed about the research, what is expected of them and what will happen to the information that they provide.  The Ethical review process does not ask to see this documentation, but requires this to be reviewed and approved by the Director of Studies in the case of research students, the supervisor/module tutor in relation to students on taught programmes and the Head of School/Assistant Dean in relation to staff research.

Section H:  Anticipate Risks

All research carries some level of risk.  The answers you provide to questions in this section will be reviewed to ensure that you have an appropriate understanding of the type of risks involved and how you can mitigate against these risks. If you have completed a full risk assessment, as required for example for laboratory work, field work, clinical tests, diving operations, or by a collaborative partner, you may append that to this form.  In that case, please tick the box indicating this has been provided.  You will not then be required to complete Section H.
Risk to participants   Think very carefully about how your actions/questions/discussions might affect the people you are involving as participants.  You might identify the risk as small but it would still be a risk.  Many types of question have the potential to make respondents less content with their life / job; you need to recognise and try to ameliorate any such effects

If these are business owners, time with you may reduce profit.  

In some locations physical risk is very real to both participants and yourself, please consider this.

Risk to you, the researcher   Think about where you will meet people, if there are any dangers involved in the location.  If you are meeting people as individuals think about using a public place.  In general do not visit people in their own homes or remote locations.  If you are talking to individuals about certain issues think about how their responses might affect you emotionally.  What about the risk of collecting insufficient data?
Risk to the University   When undertaking your research, you are acting as a member of the University (student or staff).  Professionalism is important, so it is important to be well organised and well prepared. Punctuality, clarity etc. are all part of this.  What will you do to ensure this?  You must ensure you do not harm the good name of the University in any way and do nothing to undermine the reputation of the research it conducts and sponsors.  Upholding high standards of conduct and integrity are vital in this regard. You must also conduct the research in such a way to minimise the potential for claims of negligence made against the University, its researchers and any collaborating individual or organisation. In this respect you should always comply with ethical, legal and professional frameworks, obligations and standards as required by statutory and regulatory authorities, as well as the university’s Research Integrity and Ethics Code of Practice.  Research misconduct in this respect can take many forms, including:
· fabrication: making up results or other outputs (eg, artefacts) and presenting them as if they were real

· falsification: manipulating research processes or changing or omitting data without good cause

· plagiarism: using other people’s material without giving proper credit

· failure to meet ethical, legal and professional obligations: for example failure to declare competing interests; misrepresentation of involvement or authorship; misrepresentation of interests; breach of confidentiality; lack of informed consent; misuse of personal data; and abuse of research subjects or material

· improper dealing with allegations of misconduct: failing to address possible infringements such as attempts to cover up misconduct and reprisals against whistle-blowers

Adverse Outcomes.  Think carefully about the possibilities, and cover here

Section I:  Feedback, Consent and Confidentiality

Feedback to participants:  outline your approach.   Will interview transcripts be shared with respondents to check accuracy?  Will summaries of questionnaire analysis be made available to respondents in some way?   Will an overview report be provided?  How and when?

Informed consent:   Draft letter / e-mail / or heading (or footer) section of questionnaire must be approved by DoS/supervisor (if research student), supervisor/module tutor if taught student, or Head of School / Assistant Dean if a member of staff.

Confidentiality/Anonymity.  Explain clearly how you will ensure confidentiality and anonymity.

Section J:  Data Protection and Storage

Before completing this section it is necessary to read the University’s Research Data Management information.   The questions that follow are designed to ensure compliance with the Data Protection Act as well as established research protocols.
Many research activities will involve electronic transfer of data and use of data management systems in the summarisation and analysis of data.  You will need to explain these in relation to compliance with the Data Protection Act.
Think carefully about who will have access to your data, this will include supervisors and examiners. Also that a thesis will be made available via the University library and the British Library system.  If you are seeking an access bar for a period of time after completion then mention it here.  If you will provide a copy of your findings, or intend to give a presentation, to a facilitating/ supporting/accessing organisation then explain that in this section.  But also think about the general principle of data sharing, as explained in the Research Data Management information.

In terms of storage of data please ensure security, and also mitigate against loss of data.

Section K:  Declaration

Ensure the appropriate countersignatures have been provided

Look carefully at the checklist and ensure that you comply with and tick all that are relevant to your research.

2nd May 2018
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