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ABSTRACT
This essay will be looking at the issues faced by those with Autistic Spectrum Disorders, as well as those who may suffer from mental health disorders. The essay will be examining the history behind Autistic Spectrum Disorders as well as its identification and diagnosis. 1 in 100 people are said to have been diagnosed with an Autism Spectrum Disorder, amassing to around 700’000 people in the United Kingdom alone. This essay will also look at how those on the Autistic Spectrum are impacted by government spending as well as policy and legislation. 

ACRONYM 
ASD 
Autistic Spectrum Disorders
CBT  
Cognitive Behavioural Therapy
1. INTRODUCTION 
This essay will be exploring in depth what Autistic Spectrum Disorders are, the history behind the disorder as well as the number of definitions that can be considered to describe the disorders, and how Autistic Spectrum Disorders can be diagnosed. We will also be looking into the mental health of children and young people, the issues they may face and the legislation and policies that are in place in order to support them. Alongside this, we will be making the connection between those with Autistic Spectrum Disorders and mental health disorders, exploring whether Autism is a mental health disorder or a learning difficulty, as well as the mental health conditions those on the spectrum may face as a result of their disorder. This essay will consider what impact education has on those with Autistic Spectrum Disorders as well as those with mental health disorders, and how the schools can provide support and an effective and positive education experience. 
This subject is important to consider, as it effects almost 1 in 100 children and adults yet is a highly misunderstood disorder despite its prevalence in society. It is a complex disorder, as those with Autistic Spectrum Disorders may also have learning difficulties, mental health issues and many other conditions, that may worsen their symptoms of their Autistic Spectrum Disorder. There is a need for understanding within society that Autistic Spectrum Disorders effect the individual’s social skills, communication and reactions to certain events that may be occurring; they may find certain situations far more stressful than the average member of society and so will react in a way which may seem extreme or unconventional, leaving a stigma around the disorder. This essay will further explain the complexities of Autistic Spectrum Disorders and the symptoms that may be shown within those with the disorder. 
2. LITERATURE REVIEW 
2.1. Introduction 

Autism is a highly misunderstood disorder, with there being no specific test for it and a number of different diagnoses which can make the disorder seem very complex and complicating for the individual. This essay will look at the history of Autism and when it was first recognised as a disorder, as well as how this has impacted the modern definition of what it is and what it implies for the individual diagnosed with an Autistic Spectrum Disorder. We will also explore the number of definitions that can be argued to describe Autistic Spectrum Disorders as well as the reasons behind this. We will then go on to explore mental health in young people and children, and how those with Autistic Spectrum Disorders may be influenced by mental health and the legislations and policies that are in place to support them. 
2.2. Autistic Spectrum: History
Autism has been a recognised condition for over a century, with psychiatrist Eugen Bleuler first using the term when describing the symptoms of schizophrenia in the early 1900’s. Bleuler described schizophrenia as the splitting of psychic functioning, having come to this conclusion through close clinical observations (Ashok et al, 2012). This came about from the argument that the term schizophrenia better fit the symptoms of ‘Dementia Praecox’, which had previously been defined by German psychiatrist Emil Kraepelin, who described the condition as a ‘dementing neurological disorder’ with an early onset in adolescents rather than in the elderly (McGlashan, 2011). Bleuler argued that the symptoms of schizophrenia could be separated into primary and secondary concepts, with the fours A’s making up his primary concepts; abnormal associations, autistic behaviour and thinking, abnormal affect and ambivalence (Moskovitz and Heim, 2011). Bleuler’s Autism referred to a phenomenon seen within Schizophrenia, which saw a ‘narrowing of relationships to people and to the outside world. A narrowing so extreme that it seemed to exclude everything except that person’s own self’ (Frith, 1989). From this came the origin of the word Autism, with ‘autos’ meaning ‘self’ in Greek (Autism Epicenter, No Date). 
Autism was later recognised as its own disorder independently by psychiatrist Leo Kanner and Paediatrician Hans Asperger. 
Kanner’s publication Autistic Disturbances of Affective Contact in 1943 saw the close clinical observation and review of eight boys and three girls, all of whom were showing common characteristics, and ‘individual differences in the degree of their disturbance’. His reports detail close observations of the child’s actions, speech and communication and understanding of what is going on around them, and concluded that although they had their separate, individual characteristics that could be linked with existing conditions, the common characteristics indicated a new unique condition (Wall, 2004). Kanner described this condition as ‘Early Infantile Autism’; a condition that had once been depicted as a mental health illness, thought to have been a subgroup of childhood schizophrenia (Fischer, 1967). Kanner’s research linked with Bleuler’s ideas of Autism, who had an understanding that Autism demonstrated ‘an active withdrawal from contact with the world’ (Bleuler, 1919 cited in Wall, 2004), whereas Kanner had an understanding of an ‘inability to relate’ (Wing, 1976). One common characteristic Kanner identified during his observations was the children’s ‘disability to relate to persons and situations almost from the beginning of life’ (Fischer, 1967). He attributed many of the children’s characteristics with their upbringing, their relationships with their parents and the parent’s intellectual capabilities (Cohmer, 2014) and concluded that the preconception that poor mothering resulted in the children withdrawing into themselves (Wall, 2004) was not always the case, but that the characteristics could be seen from birth in some cases, or in others the characteristics would emerge from around the age of two or three years (Kanner, 1943). Kanner’s idea that these children were influenced by a lack of maternal warmth and parental attachment was continued by Bruno Bettleheim in his publication The Empty Fortress: Infantile Autism and the Birth of the Self (1967) whereby the ‘Refrigerator Mother’ theory emerged despite the evidence that these mothers had other unaffected children (Laidler, 2004), which suggested that Autism is environmentally determined rather than organically determined (Sanua, 1986). 
Hans Asperger, on the other hand, had a different perspective on what constructed Autism and perceived the symptoms differently; ‘speech was less commonly delayed, motor deficits were more common, the onset appeared to be somewhat later, and all initial cases occurred only in boys’ (Klin and Volkmar, 1995). His research emphasises the difficulties seen in the verbal and non-verbal communication of the children, however he identified that their vocabulary and grammar were advanced in comparison to their social abilities and situations in which they would usually use these skills (Attwood, 2007). His reports, unlike Kanner’s were far less concise but rather detailed and aimed to relate the autistic behaviours to the normal variations which demonstrates a desire to understand Autism (Frith, 1989). His term is far more commonly recognised in today’s society as ‘Asperger’s Syndrome’, as Kanner’s description of Autism or an Autistic child was unique and often seen at the severe end of the Autistic Spectrum, compared to Asperger’s who’s definition described a ‘rare intelligent and highly verbal, near-normal autistic child’ (Frith, 1989) who showed signs of specific talents that could later be employable and enable them to develop life-long relationships (Attwood, 2007). Despite this, Kanner’s observations and descriptions of Autism are closely linked to the definitions and diagnoses in more modern times.  However, his observations were seen to be more extreme, but a far more central definition of Autism (Verhoeff, 2013), whereas Asperger’s definition described individuals with ‘more mild impairments, higher IQ’s and a better ability to adapt than most Autistic people’ (Siegal, 1996). 
2.3. Definitions
There is a general understanding of the term ‘Autism’ within society, however it is such a broad subject that is being interpreted differently by individuals every day that no one can truly understand what the term means. There have been many attempts in the past to define Autism, yet with better understanding of the condition, it has been more broadly described and divided into Autistic Disorders.
Autism itself can be defined as ‘A mental condition characterised by self-absorption and a reduced ability to respond to or communicate with the outside world’ (Doherty and Hughes, 2014) however with the ability to differentiate between the separate strands of the disorder, we are able to give more specific and detailed accounts of what these are and can involve, by overall defining them as Autistic Disorders.

Autistic disorders can have specific diagnoses which include Autism, as well as Asperger’s Syndrome and Persuasive Development Disorder-not otherwise specified (PDD-nos) to name just a few (Plimley et al, 2007), although it is most commonly identified as Autism. However, these conditions may be seen to be ‘within’ the Autistic Spectrum rather than branching away and being separate from it, and so ‘Autistic Spectrum Disorder’ is most commonly used with professionals so as to keep a broad definition and describes the wide range of symptoms presented by individuals (Karim et al, 2014). Other conditions which can be identified within the Spectrum include Childhood Disintegrative Disorder; also known as Heller’s Syndrome, and Rett’s Syndrome (The National Autistic Society, 2016 A). Many different terms have been, and still are, used to describe Autism, and are often influenced by growing understanding of what Autism itself is and how it influences individuals. Whether or not that is directly or indirectly. Kanner et al (2016) highlight this in the results following an online survey conducted to determine what people’s views and preferences on how to define Autism. There was not one overall term that was said to be used consistently, as the results differ between individuals, professionals, parents and family. 
In order to further our understanding of what Autism is thought to be, we must also look at the causes of the condition. Kanner (1943) initially believed that it was biologically caused but later changed to the ‘Refrigerator Mother’ theory.  This was damaging for mothers and children at the time, as they were frowned upon and were labelled as neglectful and unfit to be mothers.  The reason for their condition was thought to be due to the parents of the Autistic child being ‘cold, distant and uncaring’ This was thought to have resulted in a child ‘retreating into their own worlds in response to their parents’ unavailability’ (Crowley, 2014). Nowadays, the causes of Autism are not agreed upon definitely but there is a general consensus that they are biologically influenced rather than environmentally.  Despite this, there is still evidence and arguments that it is influenced by the environment. There is a general acceptance that Autism is genetically caused by abnormalities of the brain function, with research showing that there are differences in the brain structure and shape in children with Autism in comparison to those who are said to be ‘neurotypical’ (Autism Society, 2015). 
The British National Health Service (NHS) has stated that the majority of researchers believe that Autism is genetic and that they inherit a specific gene from their parents which makes them more susceptible to developing Autism, or ASD (NHS Choices, 2016).  Although there has been no specific gene found to cause Autism, studies have shown a strong genetic basis, and with early studies of identical twins showing ‘90 percent of the differences between autistic and non-autistic individuals is due to genetic effects’ (Freitag, 2007). There has been controversy over the effect of the MMR vaccine, given to babies and young children, as a report emerged in 1998 by Dr Andrew Wakefield that suggested the MMR vaccine caused changes in behaviour of those babies and children shortly after their dosage of the vaccine – thus causing Autism (BBC News, 1998), however there has not been any conclusive research that has shown this theory to be true. 
It has also been argued that the cause and prevalence of Autism is linked to gender. Asperger, in the beginning of his research, believed that the condition only occurred in boys (The National Autistic Society, 2018 A) despite Kanner’s research publication just a year previously, which included 8 boys and 3 girls (Kanner, 1943). It is typical for every one girl identified and diagnosed with Autism, there are around four boys who diagnosed with Autism (Spectrum, 2015). However, with further research, it has been found that the male to female ration is closer to 3:1 rather than the 4:1 that is still commonly accepted (Loomes et al, 2017) although the exact reason for this preponderance is unknown.
2.4. Indicators, identification and diagnosis.
Autistic Spectrum Disorders are mostly identified and diagnosed within the first 4 years of a child’s life, often even before the age of 2 years (National Institute of Mental Health, 2015). Crowley (2014) has stated that around 60 percent of those diagnosed with any form of Autism will be severely impacted by their condition for the majority of their lives and will remain dependent on carers or families for care.  Autism can be identified due to a number of reasons/indicators which are also a basis for diagnosis. Due to the number of factors that can make up Autistic disorders and the differences between individuals, it is not possible to link every indicator to every individual due to these complexities. Aspects of Kanner’s Autism (1943) are still used to identify Autism in today’s society; the characteristics were not definite in each individual and they differed to the extent to which they could be seen, from severe to mild. These characteristics included:
· Lack of desire to communicate verbally 

· Echolalic verbal utterances 

· Fear in strange or unexpected situations

· Lack of imaginative play activities 

· Repetitive behaviours demonstrated (Wall, 2004). 

Nowadays, there are far more characteristics that are identified and can be far more detailed depending on the individual, however these are the characteristics most commonly seen occurring in those with Autistic Spectrum Disorders. A far easier way to establish these are to look at the Triad of Impairments, which will be further explored in this essay. 
It can be very easy for parents, or those who are closest to the individual, to identify differences in the individual that may indicate Autistic Spectrum Disorders, as they can be noted from a very young age or emerge later on when the changes may seem more obvious. This can be due to the accelerated developments of a child’s brain at around the age of 2 years, (Doherty and Hughes, 2014) however there has been disagreement and reports suggest that traumatic births, and the use of drugs during labour (Smallwood et al, 2016) can be important factors. 
Autistic tendencies are very often identified by the impairments related to language and communication, whereby there is delayed or no speech, and the use of body language or gestures rather than using language (Frith, 1989). This communication does not include just language alone, but also the recognition of communication between others and the individual (Plimley et al, 2007). A young child would usually respond to sounds and human voices, however a child with Autistic Spectrum Disorder may not acknowledge this and seem preoccupied with an item or activity they were involved in.  

There are a number of ways in which ASD can be diagnosed, despite there being no medical tests, which can include screening tests and can be done through a GP or Health Visitor (The National Autistic Society, 2018 B).  Examples of these tests include:

· M-CHAT – Modified Checklist for Autism in Toddlers

· CAST – Childhood Asperger Syndrome Test (Scott et al, 2002). 
These tests involve questioning the parents or carers of the child, and observing their home environment (Plimely et al, 2007). Separate screenings of the child will also allow professionals to make referrals to make further assessments, as these screenings are not 100 percent accurate. An earlier diagnosis can mean that the appropriate education and treatment program can be put into place (Autism Society, 2016) and a clearer understanding of how the individuals’ condition impacts them. Research has also shown that early intervention can decrease developmental delay (Dawson et al, 2010) and atypical behaviour (Boyd et al, 2011) to name just a few.  
The most commonly used diagnostic manual used in the United Kingdom is ICD-10: International Classification of Diseases-Tenth Edition (The National Autistic Society, 2016 B). ICD-10 states that there will be evident delays or impairments in development of certain categories before the age of three, and a total of at least 6 symptoms, of which can be found in the subsequent subcategories, must be met in order for diagnosis. These categories are: 
· (1) Qualitative abnormalities in reciprocal social interaction 
· (2) Qualitative abnormalities in communication 

· (3) Restricted, repetitive, and stereotyped patterns of behaviour, interests, and activities (World Health Organisation, 1993).

These categories are then split further into more detailed accounts of what the symptoms may incur, and it is explained that at least 2 symptoms from (1), and at least one from each of (2) and (3) must be present to reach a diagnosis. The Diagnostic and Statistical Manual – IV (DSM-IV), although not so commonly used in diagnosis, has a huge influence on the ICD and its criteria for the diagnosis of ASD’s are very much the same as ICD. However, the diagnosis of Asperger’s Syndrome as a standalone condition is within the DSM-IV, and uses similar criteria as ICD’s for childhood autism, but with added criteria which includes: 
· ‘there is no clinically significant delay in cognitive development or in the development of age-appropriate self-help skills, adaptive behaviour (other than in social interaction), and curiosity about the environment in childhood 

· Criteria are not met for another specific pervasive developmental disorder or schizophrenia (Autism Research Institute, 2018).

This highlights one of the main differences between ICD and DSM-IV; the criterion involves the necessary removal of possibilities of other conditions or other sub-categories of ASD’s such as Pervasive Development Disorder, Not Otherwise Specified (PDD-nos) and Rett’s Disorder (Klin and Volkmar, 1995). 
2.5. Triad of Impairments. 
The main criteria for the diagnosis of Autism is based on the triad of impairments; a selection of impairments which commonly occur within children with ASD’s (Gerrard, 2006). These have been recognised since the increased awareness of Autism as a condition, by Bleuler and Kanner, and remain to be the main focus of impairment and treatment in children with ASD. The symptoms that make up the triad are: 
· Impaired functioning in the area of communication 

· Impaired function in the area of social skills

· Behavioural flexibility (Cashin and Barker, 2009). 
A diagnosis would not, however, be based off the child presenting with just one of the above symptoms and would often be identified as fitting within all three of the above categories before reaching school age (Wall, 2004) and no one child will present their symptoms in the exact same way, and the degree of severity will differ between individuals. Wing and Gould (1979) argued this theory through extensive research into Kanner and Asperger’s definitions of what they believed to coin Autism and its prevalence in children, with their research being aimed at identifying just one symptom of Autism within a population rather than identifying strong prevalence of Autism within a child (Frith 1989). The triad is not only used in diagnosing Autism specifically, but also childhood mental health problems, which can be seen in its inclusion in ICD and DSM-IV, as it is an easy criterion to follow as well as it being flexible to change and further research and is variable in relation to the definitions of autism and its symptoms (Karim et al, 2014).  Despite its simple functioning and understandability, the triad flaws in that it cannot be used to inform therapy and ways in which the three components of the triad can be treated (Cashin and Barker, 2009) and is better described as a visual. It has been argued that the triad is made up from features with a common cause at genetic, neural and cognitive levels (Happé and Ronald, 2008) which allows the triad to be fractionable and we are able to identify various aspects of Autism without restricting where we can place them and their causes. Each of the categories can describe the main features of Autism which are often seen in the majority of those with Autism, however the triad does not describe to which degree the individual may present the symptoms (Oldakowska, 2013). 
2.6. Mental Health: Contested Definitions and Legislation 
Mental health can be defined in a number of ways; nowadays it is less associated with the definition and idea of mental illness but rather with the state of mental wellbeing and coping mechanisms. The World Health Organisation (2014) defines mental health as ‘a state of well-being in which every individual realizes his or her own potential, can cope with normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his community’. This definition incorporates the initial ideas that mental health must incorporate external factors (Elder et al, 2008) and can be categorised, much alike the triad of impairments in relation to Autism, by emotional wellbeing, psychological wellbeing and social wellbeing (Keyes, 2006). This recognises that mental health can be impacted by everyday occurrences and will differ between individuals and can be environmentally or organically influenced (U.S Department of Health and Human Services, 2017). Galderisi et al (2015) explore the ways in which these subcategories of mental health can be influenced and how they will impact the individual. They believe that emotional wellbeing is influenced by positive functioning; being able to contribute to society and feeling part of a community, however this ‘risks excluding most adolescents… those who fight against injustice and inequalities… as well as migrants and minorities experiencing rejection and discrimination’, highlighting the ways in which mental health can be influenced. In the past there has been a much stronger stigma surrounding mental ill health, unlike physical or physiological health, due to a lack of understanding of mental disorders and the nature of its symptoms, and the controversial belief that the individual themselves are responsible for their own mental state (Fulcher and Scott, 1999). The World Health Organisation states that not only are disorders such as schizophrenia and depression examples of mental ill health, but also intellectual abilities, all of which are ‘generally categorised by some combination of abnormal thoughts, emotions, behaviours and relationships with others’ (WHO, 2018). It has also been argued that the definition of mental health has moved from being ‘diagnosis-focused to person-focused and stresses on positive psychological function for mental health’ (Manderscheid et al, 2010). Definitions of mental health can also encompass the large number of conditions within the definition and range in severity; for example, it can include diseases such as dementia, but also more common conditions such as anxiety and depression (Busfield, 2011). 
There have been several legislations introduced in the United Kingdom in attempts to eradicate discrimination towards those who suffer with ill mental health, many of which have been adapted to changing social and scientific understanding. Earlier legislation, such as the 1913 Mental Deficiency Act, isolated and ‘locked up’ those who were described as lunatics, and also classes learning difficulties as mental health issues (Simmons, 1978). This legislation can highlight the change in attitude, society has had towards those with learning difficulties and shows understanding of the distinguished differences between mental health issues and learning difficulties. Most notably, the 1983 Mental Health Act (Legislation.gov, No Date) states what help they are entitled to and where they can find this help, as well as their assessment and treatment in hospital, treatment in the community and the pathways into hospital (Mind, 2017 A). It focuses closely on the rights of the individuals, mainly when in the situation of being sectioned, whilst they are detained and their rights when they leave the hospital and receive treatment within the community rather than within a hospital. Associated with this is the Human Rights Act 1998 (Equality and Human Rights Commission, 2018). It has been stated that the Human Rights Act has ‘played a central role in empowering people experiencing mental health problems and shifting the power balance between service providers/commissioners/the state and service users and their families’ (Mental Health Foundation, 2018 A). It draws attention to the many individuals who are involved in the life of those who may be suffering with mental ill health and the ways in which they can not only have a positive impact, but also a negative impact on their illness. In legislation, the laws aimed at those with mental health issues and those with learning difficulties are often very similar despite their differing meanings. This can be seen in the Mental Health Act 1983 and Human Rights Act 1998, due to the similarities in ethical issues and laws which are in place to protect those using the services available to them. As I have already stated, The Mental Health Act 1983, focuses closely on the rights of those who are sectioned or detained within a hospital, where their consent is needed for all treatment. Any treatment or actions are decided by medical staff in consultation with a close relative in very extreme cases where the individual may not have the mental capacity to make the decision themselves (Walsh et al, 2005). 
In place alongside the Mental Health Act 1983, is the Mental Capacity Act 2005 (Mind, 2017 B). This correlates with the Mental Health Act as it focuses on the capacity of the individual; you are said to have capacity if you can make decisions for yourself, without the decision having to be made by someone else (Royal College of Psychiatrists, 2018). The Act came about after years of work, following the 1983 Mental Health Act, and rectified the outdated laws regarding those who were said to be mentally incapacitated (Brown et al, 2015). The Mental Capacity Act, however, differs to the Mental Health Act in that it ‘applies if you have a mental health problem and you do not have the mental capacity to make certain decisions’ whereas the Mental Health Act ‘applies if you have a mental health problem, and sets out your rights if you are sectioned under the Act’ (Mind, 2017 B). The Deprivation of Liberty Safeguards ensures that those who may be detained under the Mental Health Act, and are incapacitated, are there in their best interests and is reviewed regularly to ensure that they are not deprived of their liberty and restraints and restrictions are not being misused (Social Care Institute for Excellence, 2015). Much alike the Mental Health Act 1983, Deprivation of Liberty Safeguards are only applied within hospital or institute/care settings where there is the possibility that their right to liberty is hindered and their human rights are compromised (Mental Health Foundation, 2018 B).  The Mental Capacity Act can also be applied to physical health, not just mental health. (Social Care Institute for Excellence, 2009). 
2.7. Mental Health Children & Young People: On the Autistic Spectrum
It is often forgotten and overlooked within society, that it is not only adults who suffer from mental ill health. Mental health issues most often emerge during childhood and adolescence and ‘accounts for a large portion of the global burden of disease among youth’ (Hassan, 2015). The most commonly associated mental health diseases linked with children and young people include depression, anxiety, eating disorders and ADHD (Young Minds, 2018). Despite the universal understanding of the definition of what mental health is and the many disorders under its heading, when in relation to children and young people it can pose certain problems, which can impact them throughout their lives, as it is seen as labelling the child and may cause a prejudice towards them through a lack of understanding of their condition and lack of intervention (NHS Health Advisory Service, 1995, cited in Meltzer et al, 2000). The 2001 strategy document by The National Assembly for Wales ‘Child and Adolescent Mental Health Services: Everybody’s Business’ recognises that childhood mental health problems and disorders can have a debilitating impact on the present and future of the child. It can interfere with engagement in education, social interactions and social behaviour; which can lead to social exclusion and can also impact on physical ill health and therefore the quality of life of the child. Experiences a child faces in their younger years can have a long-lasting impact on them and how they perceive the world. Attachment theories such as the ethological theory of attachment can show how very early experiences, ones in which the child may not have a large influence over, can impact on future relationships and coping mechanisms in certain situations. The ethological theory of attachment believes that we are ‘born with innate tendencies for carers and children to form attachments: a view associated with adaptive behaviours and the survival of our species’ (Doherty and Hughes, 2014). John Bowlby’s maternal deprivation hypothesis, further linked to his work on the ethological theory of attachment, states that ‘mother love in infancy and childhood is as important for mental health as are vitamins and proteins for physical health’ (Bowlby, 1951, cited in Fear, 2018) therefore, with the deprivation of a mothers love and affection, the child will face serious damage to their development and future attachments within relationships and furthermore will impact on their mental health and coping mechanisms. 
2.8. Statistics and Spending
A survey carried out by the Office for National Statistics in 2004 (Green et al, 2005) found that 10 percent of children and young people aged between 5 years and 16 years have a clinically diagnosable mental health problem, with 4 percent presenting with an emotional disorder such as depression or anxiety. Despite this figure being known, only 25 percent of those children reported to have a condition receive the treatment they need (Public Health England, 2016). It has recently been reported that the estimated spending on mental health in the United Kingdom in 2016 was £11.7 billion, a record high (Full Fact, 2016 A) Despite the increase in total spending in the period of time highlighted, the percentage of the budget being spent on mental health has actually decreased, with mental health trusts having reported being left with less funding as the ‘income of mental health trusts in England is lower than it was six years ago once inflation is taken into account’ (Bulman, 2018). This could be argued to be due to the fact that Clinical Commissioning Groups, which are responsible for the planning and commissioning of healthcare services for a local area (NHS Clinical Commissioners, No Date) have responded to a request by Freedom of Information stating that 57% of the CCG’s in England planned on cutting their spending on mental health (Full fact, 2016 B). The Welsh Government NHS Expenditure Programme Budgets (2018) has published that the total expenditure in 2016-17 period was estimated to be £6.381 million or £2.050 per head per year, with around £228.79 per head estimated having been spent on mental health problems. This report also shows that there has been an obvious increase in spending on mental health in Wales between 2012-13 and 2016-17, an increase of £94.8 million, which correlates with the growing epidemic of mental health problems becoming more common within society. Spending on children and adolescent’s mental health is significantly smaller than that of general mental health, with the spending in 2016-17 being only £4.8 million, compared to £312.1 million for general mental health, which amasses to a mere £15.7 per head for children and adolescents with mental health problems. Supporting this, the Young Minds Report 2015-16 states that only 0.7 percent of the total NHS budget is spent on children and young people’s mental health, meaning that only 6.36 percent of the total NHS mental health budget is spent in this area (Young Minds, 2016). 
2.9. Legislation

There are a number of publications and legislations that protect and support children and young people with mental health problems, including Every Child Matters (2003).  The paper highlights 5 key outcomes for children: 

· Being healthy 
· Staying safe 

· Enjoying and achieving 

· Making a positive contribution 

· Economic well-being (DfES, 2003) 

The first outcome ‘Being Healthy’ not only recognised the link between physical health and a healthy lifestyle, but also recognised the need for good mental health to be able to reach a healthy lifestyle. These outcomes not only work individually but also link with each other; once one is positively achieved it can have a positive impact on the other aspects. As part of their plan to improve these outcomes for children, looking specifically at the mental health of children, the government planned to increase the capacity of the NHS and Social Services over the course of three years following the publication of the paper, in order to ensure ‘all areas are delivering a comprehensive Child and Adolescent Mental Health Service’ (DfES, 2003). Progress made by investing in Child and Adolescent Mental Health Services following the publication has shown that there has been an increase in ‘professional staff, some evidence of lower waiting times and increased age-appropriate care for children under 16’ (Children and Young People’s Mental Health Coalition, No Date). Not only does improvements in this sector improve the lives and wellbeing of children, but it also has an impact on their friends and family and can also ensure they prosper in the future (DfES, 2003). 
2.10. Mental Health and Autism 

There are a number of implications that come with a diagnosis of Autism, however one which is not often discussed or is common knowledge, is the mental health of those with Autistic Spectrum Disorders. In a survey carried out by Green et al (2005), it was found that of the parents whose children have been diagnosed with Autistic Spectrum Disorders, 78 percent reported their child having some form of mental health problem; with 51 percent reporting it to be an emotional problem. Of this 51 percent, 16 percent of the emotional disorders reported were anxiety disorders; a common disorder within children and adolescents however it may present itself more vigorously in those with Autistic Spectrum Disorders, with symptoms of their Autism being heighted such as repetitive behaviours and obsessions, and resistance to change (Raising Children Network, 2017).  In a recent study by Simonoff et al (2008) a selected group of 10-14-year olds with Autistic Spectrum Disorders were assessed for a number of mental health conditions, with around 30 percent presenting a social anxiety disorder. These disorders are said to be comorbid as it is an additional disease or condition that is concurrent with their primary condition. There is a misconception within society that Autism itself is a learning difficulty, however around half of those diagnosed with Autistic Spectrum Disorders also have a learning difficulty which can have an impact on the severity of their condition and the support they are in need of (Mencap, No Date). It has also been reported that around one in ten people with learning difficulties are also diagnosed with an Autistic Spectrum Disorder, with around one in one hundred of the population having a learning difficulty (Autistica, No Date). Opposed to this, we can argue that Autistic Spectrum Disorders can be classed as mental health disorders as it is recognised and defined within DSM-IV and the more recent publication DSM-5, nevertheless, those with Autistic Spectrum Disorders may still present with other classified mental health disorders. However, it is also argued that Autism is neither a learning difficulty or a mental health disorder as it is purely just ‘an underlying way of thinking and behaving which is different from that of the general population’ (Karim et al, 2014). 
Looking closely at anxiety within the Autistic Spectrum, it is obvious from the statistics previously discussed that it is a common disorder that is easily recognised within those with ASD and can be further identified by specific anxiety disorders. In a recent study from a selection of under 18 year olds diagnosed with ASD by Steensel et al (2011), it was reported to have been found that 30 percent of participants have a specific phobia, 17 percent with a social anxiety disorder and 9 percent with separation anxiety disorder to name just a few, with the study highlighting that those with Autistic Spectrum Disorders have more severe symptoms in relation to these disorders which makes everyday life and managing their disorders that much more difficult (Merrill, 2018). Anxiety has also been a recognised symptom or trait of Autism since it was identified as its own disorder with Kanner (1943) as well as Asperger (Frith, 1989) reporting the children they observed as ‘fearful of both common and unusual or novel situations and objects as well as presenting with high levels of generalised worry, fear of social encounters, and obsessionality’ (Kerns et al, 2017). The National Autistic Society (2014) suggests that anxiety disorders are so common in those on the Autistic Spectrum due to biological differences in brain structure and function, as well as a number of factors that are associated with Autism, such as the social difficulties they face e.g. communication, and therefore make them more vulnerable to stress and anxiety. In addition to this, a recent study of 900 Autistic people by The National Autistic Society (2018 C) has shown that around 79 percent of Autistic People feel socially isolated and are four times more likely to feel lonely in comparison to the general public, which will in turn have an indirect impact on their feelings of anxiety. Anxiety in those with Autistic Spectrum Disorders also poses the risk of developing further mental health disorders such as depression and eating disorders. Depression can present itself in a much similar way in those with Autistic Spectrum Disorders as it does with any other person, however it may be difficult to recognise as those with the disorder often have trouble expressing their emotions and can often be misinterpreted simply as symptoms of Autistic Spectrum Disorders (Karim et al, 2014). Mazurek and Kanne (2010, cited in Strang et al, 2011) found after a study of children and adolescents with Autistic Spectrum Disorders that ‘higher IQ and fewer autism symptoms related to greater parent report of anxiety and depression’ showing that the prevalence and severity of Autistic symptoms does not always mean that their mental health and coping mechanisms will not be impacted. Symptoms of depression can also occur as part of a number of other mental health conditions, therefore the statistics of those with Autistic Spectrum Disorders presenting with depressive symptoms may differ greatly. Lungnegard, Hallerback and Gillberg (2011, cited in Karim et al, 2014 p. 99) reported 70 percent of those with Autistic Spectrum Disorders to have experienced at least one major episode of depression, with an estimated 50 percent experiencing recurrent depressive episodes. 
Treatment of these mental health conditions in those with Autistic Spectrum Disorders are very similar to those used for the individuals who are not on the spectrum, however recognising that this help is needed may be far more difficult due to the nature of Autism Spectrum Disorders and the expression of emotions and feelings of anxiety and depression. This can result in a viscous cycle whereby intervention may be needed however there are a number of ways in which the disorders can be treated effectively and often without the need for medication. These treatments can include cognitive and behavioural psychological treatments (The National Autism Society, 2018 C). These are aimed at supporting the individuals coping mechanisms for any behavioural or mental health problems they may have rather than aiming to treat the Autism Spectrum Disorders itself. This also means that Cognitive Behavioural Therapy is adapted to suit the individual and their needs as it is known that those on the Spectrum will not always respond to CBT the same way that those who are not on the Spectrum will respond (Creed, 2015). This is often based on the severity of their Autistic Spectrum Disorder and their mental health disorder, and the risks, such as self-harm, are considered and interventions are put into place (Karim et al, 2014). Beck (1991) explains that Cognitive Behavioural Therapy is used primarily to identify and treat certain thoughts that are said to be unhelpful for the child and will also ‘help them analyse how their thought processes may be causing emotional and behavioural problems and from this analysis to help them change their thought processes in a more positive direction’ (Timimi, 2009). This highlights the flexibility of Cognitive Behavioural Therapy and its fluidity to adapt to a number of conditions and differing severities, leading to positive interventions for those with Autistic Spectrum Disorders and mental health conditions. 
2.11. Mental Health: Children & Young People -Interventions that Work
Due to the lack of research into young people with mental health conditions, this has resulted in a lack of understanding of how to support them and ensure positive outcomes for them in the future. In recent years, an emphasis has been placed on awareness of young people with depression, however much of the spotlight has been placed on adolescents/teenage mental health. Bedell (2016) has reported that despite the increasing quality of life of many teenagers and adolescents, the rate of depression and anxiety has increased by 70 percent in the last 25 years.  Much of this awareness could be argued to be coming from influencers on social media, with a number of celebrities speaking out about their struggles with ill mental health and supporting campaigns, such as ‘#TimetoTalk’ which was trending on Twitter in February, as well as previous years, and aimed to encourage social media users to share their experiences with mental health, pushed by social media campaigners Time to Change (2018). Much of the awareness that is raised is aimed at adolescents and those with social media accounts and so younger children with mental health disorders are often overlooked within society. Mental health issues in young children can have a detrimental impact on not only the child and their future prospects but also the families and friends surrounding them. The Presidential World Psychiatric Association’s publication Expanding Awareness of Mental Health in Childhood and Adolescence (2004) recognises that mental health in children and adolescents is a:

· Basic human right that needs to be protected for children to thrive
· General health issue 
· Associated with better educational outcomes 

· Facilitates improved adult productivity and economic stability

This highlights not only the need for awareness but also the impacts that further awareness can have on the young children effected. They also discuss their aims to help overcome the stigma of mental health in young children and how it can lead to early identification and early intervention and treatment, by promoting the changes in mental health policy and treatments. Many other charities such as Action for Children place emphasis on ending the stigma surrounding mental health in children and adolescents as well as access to support. They have brought awareness to this subject through the relationship they have with their young ambassadors, and they recognise that such charities and businesses must have these relationships with those who are working with or accessing their service in order to ensure wellbeing and good health of these individuals (Action for Children, 2017). 
2.12. Autism and Mental Health in Schools
Special Educational Needs within the schooling system is an ever-evolving subject with legislation and policy changing to meet the needs of those within not only mainstream schools but also specialised schools. Around 70 percent of children with Autism Spectrum Disorders are being educated within mainstream schools (Ambitious about Autism, 2017) and Autistic Spectrum Disorders being the second most common primary need within special schools, at 22.5 percent (DfES, 2014). Research has shown that many teachers in mainstream schools are not trained to be able to effectively support those with Autism Spectrum Disorders as well as the schools not being equipped for their needs (Priory Education and Children’s Services, 2018). The inefficiency is said to come from a lack of knowledge and understanding of what Autistic Spectrum Disorders are and how they impact each individual differently, by no fault of the teacher or practitioner but from a lack of training (Lepkowska, 2008). This review of a report from the University of Birmingham’s Autism Centre for Education and Research states that a child with Autism Spectrum Disorder was seen as badly behaved and disruptive whilst in a mainstream school, who had been assigned a learning support assistant who was ‘more like a babysitter who was there to control him and take him out of lessons if he got disruptive’ (Lepkowska, 2008). This shows us the disregard of how Autism Spectrum Disorders are treated within mainstream schools and highlights the need for change in order to provide an effective and inclusive education for all children. In 2016 it was revealed by the Government, following campaigns by The National Autistic Society and Ambitious About Autism, that initial teacher training will also place a focus on specific needs such as Autistic Spectrum Disorders and how to positively help them and ensure inclusion of those with Autistic Spectrum Disorders, commencing September 2018 (The National Autistic Society, 2016 C). The 2015 publication by ASD info Wales Autism: A Guide for Mainstream Primary Schools  states that ‘by adapting your practice, a child with ASD will feel safer, less anxious and have an increased understanding of what is expected of them’ which also follows the idea that not every child will learn effectively in the same ways, and so teaching must be adapted in certain ways to ensure a fairer outcome as well as inclusion within the school environment. Plimley et al (2007) explore a number of ways in which children with Autistic Spectrum Disorders can be supported, including working with the parents and families of the children, and also place emphasis on individual education plans and ways in which to manage their behaviour. They state that practitioners should consider writing individual education plans for those young children with Autistic Spectrum Disorders with a close focus on the triad of impairment, to therefore focus on communication, social interaction, imagination and flexibility of thought. They also recognise that certain behaviours may be the child with 
Autistic Spectrum Disorder’s way of trying to communicate and emphasise that replacement skills should be taught to the child; ways in which they can recognise themselves when their behaviour is changing as well as ways in which they can calm themselves and communicate in a much simpler way. 
 In relation to good mental health, schools are a huge part of a child’s life and influence them in a number of ways, and therefore mental health and wellbeing must be promoted within these settings. It has been reported that around 1 in 10 children and young people have a clinically diagnosed mental health condition (DfES, 2016) highlighting the need for a better understanding of conditions, coping mechanisms and the ways in which schools and practitioners can have a positive impact. Research carried out by the Department for Education and Skills (2017) found that 64 percent of institutions ‘felt that the promotion of positive mental health and wellbeing was integrated into the school day’ as well as the intention to:
· Normalise mental health issues 

· Raise awareness of how and where pupils can access support; and 

· Support the development of emotional literacy and resilience to help pupils to explain, understand and find ways to manage their emotions and mental health (DfES, 2017). 

Despite these positive findings, in recent months there has been a decline in access to mental health support by not only children but adults too; linking to the cuts in funding by the Government, which has also impacted schools as they have a lack of resources to support those young children who have mental health issues. Reports have shown that there has been an increase in young people talking to school staff about mental health issues, however highlighting an ‘increased need and decreased provision’ (Paxton, 2018). 

2.13. Conclusion

To conclude, this essay has looked at a number of issues that those diagnosed with Autistic Spectrum Disorders may face, specifically focussing on the impact of mental health and legislation and policy that is in place to support those suffering with a disorder. From this essay we can conclude that despite the number of obstacles those on the Autistic Spectrum have to overcome in order to have positive outcomes from education as well as in society, the lives of those with these disorders is greatly improving, due to effective inclusion within schools and better understanding of what Autistic Spectrum Disorders are, as well as the inclusion of Autism in initial teacher training which allows those within mainstream education to have a better outcome and experience, as well as being able to improve how they manage their disorder and their coping mechanism for any mental health issues they may be dealing with as a result of their Autistic Spectrum Disorder. 
3. RESULTS AND DISCUSSION 
3.1. Introduction

Here we will be looking closely at the themes found within the essay, the ways in which further research would benefit them as well as the main factors that influence them. We will be looking at how education is such a large influence on Autistic Spectrum Disorders and mental health disorders, as well as how there is room for improvement within the education system in order to support the individuals effectively. We will also be looking at the idea that gender has an influence the prevalence of Autistic Spectrum Disorders and mental health disorders, and where there is a need for further research to explain why this is so, and how it may be improved. 
3.2. Education 
Education is such a vital part of a child’s life and will influence them in ways that will last them a lifetime. This is why is it so important to ensure every child has the most positive experience in education as well as achieving the best possible outcome for themselves. This essay has highlighted that not every child will learn in the same way, whether that be due to who they are as an individual, whether or not they are influenced by Autistic Spectrum Disorders or other Special Education Needs, or if they are influenced by a mental health disorder. A number of policies have been put into place in the United Kingdom, such as the Every Child Matters (DfES, 2003) framework as well as the changes being made to initial teacher training in England, to improve not only the school life of those children with Autistic Spectrum Disorders, but also recognises the impact it can have on their lives outside of education and their future prospects. Through research of this topic, I have found that there is a lack of understanding of how to manage the behaviour of children with Autistic Spectrum Disorders within mainstream classrooms, as well as there being a lack of provision for identifying that there may be a problem with a child’s development, despite there being a number of ways and a number of practitioners who may be able to recognise the symptoms and characteristics of Autistic Spectrum Disorders (Plimley et al, 2007). Despite the changes being made to initial teacher training, it is vital that schools understand that those with Special Educational Needs or Autistic Spectrum Disorders may not only need the teacher to be able to adapt their strategies to meet their needs specifically, but also that they may need extra support not only in the classroom but also outside of it; and it is not all about their educational learning, but also impacts their communication and social skills which will have an impact on their lives outside of school. 

There is also a lot more that schools and practitioners can do to understand and help those who suffer with mental health disorders. Through my research I have found that although schools may promote emotional wellbeing and good mental health, they often do not have the training or provisions to be able to provide the support that the children need, much alike those with Special Educational Needs and Autistic Spectrum Disorders. This need improving greatly as it is these disorders that have a significant impact on their lives and future prospects, and the influence they have on them during education will impact them the rest of their lives. 
3.3. Gender 
Gender differences in Autistic Spectrum Disorders and mental health disorders is a topic that with much further research could be beneficial to not only the individuals who suffer from these disorders but also to the practitioners and those surrounding them who support them. It has been recognised since Autism was first coined as a disorder, and by Kanner’s (1943) observations that Autistic Spectrum Disorders are far more prevalent in males than in females; for every four males diagnosed with Autistic Spectrum Disorders, only one female is diagnosed (Spectrum, 2015). There is no specific reason for the gender split in Autistic Spectrum Disorders, however there are a number of theories which argue why it may be, such as that there is a ‘female autism phenotype’ which leave their Autism as unrecognised and mislabelled (Bargiela et al, 2016) as well as the ‘extreme male brain’ theory which suggests that Autism is caused by ‘the effects of foetal testosterone on brain development’ (The National Autistic Society, 2018 D). In relation to this, studies have found that of 5-10-year olds, 10 percent of boys and 6 percent of girls were found to have a mental disorder, and of 11-15-year olds, the proportion of boys found to have a mental disorder was 13 percent compared to girls at 10 percent (Meltzer et al, 2000). It is also reported that of the recorded 6233 suicides in the United Kingdom in 2013, 78 percent were male, and 22 percent were female (Mental Health Foundation, 2018 C) showing that the gender imbalance of mental health disorders is not only prevalent in children and young people but also in adulthood. I believe that there needs to be far more research into why gender has such an obvious impact on Autistic Spectrum Disorders as well as mental health disorders, as well as there being a need to raise awareness of these gender differences in order to remove the stigma surrounding the disorders. 
3.4. Conclusion

To conclude, we have looked at the issues of education and gender and the influences they have on Autistic Spectrum Disorders and mental health disorders. From my research it has become obvious that there is a huge need for improvement within education to be able to provide an effective and positive education for those with Autistic Spectrum Disorders as well as the need for provisions to support those with mental health disorders. There is also a perception within society that many young girls will experience ill mental health, however from this research I have found that it is in fact boys who will most likely to be impacted by mental health disorders, and I believe that there is a need to educate children and practitioners more on how they can recognise these disorders as well as supporting them.
4. CONCLUSION AND RECOMMENDATIONS 
To conclude, this essay has explored in depth the history surrounding Autism, contested definitions and come to the conclusion that defining Autism as ‘Autistic Spectrum Disorders’ is far better for not only the individual but also practitioners as it is such a broad disorder that impacts each individual differently that it cannot be defined by one such word. We have also explored the signs and symptoms associated with Autistic Spectrum Disorders, and the ways in which it can be identified and diagnosed, through M-CHAT or CAST testing (Scott et al, 2002). The triad of impairments allows us to understand the three main components of Autistic Spectrum Disorders while not specifically categorising the symptoms and allowing them to be adapted to suit the individual who is being assessed, as well as highlighting how not all those with a disorder will present with it in the same way. Mental health definitions and legislations were also discussed, with around 10 percent of 5-16-year olds being reported to have a mental health disorder, but only 25 percent receiving the help and treatment they need (Public Health England, 2016). This shows us that there is a need for increased spending and awareness in mental health in not only children but also adults, as well as the need for improved legislation and policy to support those with mental health disorders. Through research we have also found that despite the majority of those with Autistic Spectrum Disorders being in mainstream schooling, they do not receive the correct support they need with teachers not being trained to the specific needs of those with Autistic Spectrum Disorders, therefore a there is a lack of positive outcomes for those with the disorders when they leave education, as their disorders are often treated as bad behaviour, rather than those around them adapting to their behaviours in order to successfully provide a positive education. From this, it is clear that there is a need for further research into the effect that Autistic Spectrum Disorders and mental health disorders have on children and young people, their education and their social lives, as from a young age education is a vital part of a child’s life and their experience within education will have an influence on them through to adulthood. The coping mechanisms and treatments they may learn and receive whilst in education could have a massive impact on their future prospects and could help them to understand their disorder better as well as how to manage their disorders themselves when they may not have specific support around them. There is an obvious need for increased spending within schools and the NHS to support those with Autistic Spectrum Disorders and mental health disorders, which would positively impact those suffering and would ensure there to be no negative stigma surrounding the disorders.  
5. REFERENCES 
Action for Children. (2017) Mental Health Awareness Week. https://www.actionforchildren.org.uk/news-and-blogs/whats-new/2016/may/mental-health-awareness-week/ (Accessed: 6 May 2018). 

Ambitious about Autism. (2017) Stats and Facts. https://www.ambitiousaboutautism.org.uk/stats-and-facts (Accessed: 6 May 2018).

ASD info Wales. (2015) Autism: A Guide for Mainstream Primary Schools. http://www.asdinfowales.co.uk/resource/2015_Autism-A-Guide-for-Mainstream-Primary-Schools-ENG.pdf (Accessed: 6 May 2018). 

Ashok, H. A., Baugh, J. and Yeragani, V. K. (2012) ‘Paul Eugen Bleuler and the Origin of the Term Schizophrenia’, Indian Journal of Psychiatry, 54 (1), (Jan-March), pp.95-96. [Online]. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3339235/ (Accessed: 3 February 2018). 
Attwood, T. (2007) The Complete Guide to Asperger’s Syndrome. London: Jessica Kingsley Publications.  

Autism Epicenter. (No Date) History of Autism. https://www.autismepicenter.com/history-of-autism.shtml (Accessed: 16 April 2018). 

Autism Research Institute. (2018) Tools: DSM-IV Criteria for ASD’s. https://www.autism.com/tools_dsm4 (Accessed: 22 April 2018). 

Autism Society. (2015) What is Autism: Causes. http://www.autism-society.org/what-is/causes/ (Accessed: 19 April 2018). 

Autism Society. (2016) What is Autism: Diagnosis. http://www.autism-society.org/what-is/diagnosis/ (Accessed: 18 April 2018). 

Autistica. (No Date) Learning Disability and Autism. https://www.autistica.org.uk/what-is-autism/signs-and-symptoms/learning-disability-and-autism (Accessed: 2 May 2018). 
Bargiela, S., Steward, R. and Mandy William. (2016) The Experiences of Late-Diagnosed Women with Autistic Spectrum Conditions: An Investigation of the Female Autism Phenotype. https://link.springer.com/article/10.1007/s10803-016-2872-8 (Accessed: 6 May 2018). 

BBC News. (1998) Child Vaccine Linked to Autism. http://news.bbc.co.uk/1/hi/uk/60510.stm (Accessed: 18 April 2018).

Beck, A. T. (1991) ‘Cognitive Therapy: A 30-year Retrospective.’, American Psychologist, 46 (4), pp. 368-375.  

Bedell, G. (2016) How has Society Managed to Produce a Generation of Teenagers in which Mental-Health Problems are so Prevalent?  https://www.independent.co.uk/life-style/health-and-families/features/teenage-mental-health-crisis-rates-of-depression-have-soared-in-the-past-25-years-a6894676.html (Accessed: 26 April 2018).

Bettleheim, B. (1967) The Empty Fortress: Infantile Autism and the Birth of the Self. New York: The Free Press. 

Boyd, B., McDonough, S., Rupp, B., Khan, F., & Bodfish, J. (2011). ‘Effects of a family-implemented treatment on the repetitive behaviors of children with autism’, Journal of Autism and Developmental Disorders, 41, pp.1330–1341.
Brown, R., Barber, P. and Martin, D. (2015) The Mental Capacity Act 2005: A Guide for Practice. 3rd edn. London: Sage.  

Bulman, M. (2018) Mental Health Trusts Left with Less Funding than 2012 Due to Government Cuts, New Analysis Reveals. https://www.independent.co.uk/news/health/mental-health-trusts-uk-funding-government-cuts-royal-college-psychiatrists-a8219486.html (Accessed: 30 April 2018). 

Busfield, J. (2011) Mental Illness. Cambridge: Polity Press. 

Cashin, A. and Barker, P. (2009) ‘The Triad of Impairment in Autism Revisited’, Journal of Child and Adolescent Psychiatric Nursing, 22 (4), (November), pp.189-193. 

Children and Young People’s Mental Health Coalition. (No Date) Children and Young People’s Mental Health: The Policy, The Progress made, The Challenges. http://www.cypmhc.org.uk/media/common/uploads/CYP_coliation_policy_paper1.pdf (Accessed: 30 April 2018). 

Cohmer, S. (2014) Early Infantile Autism and the Refrigerator Mother Theory (1943-1970). https://embryo.asu.edu/pages/early-infantile-autism-and-refrigerator-mother-theory-1943-1970 (Accessed: 9 April 2018). 

Creed, T. (2015) An Introduction to CBT for People with an Autism Spectrum Disorder. https://beckinstitute.org/an-introduction-to-cbt-for-people-with-an-autism-spectrum-disorder/ (Accessed: 5 May 2018). 

Crowley, K. (2014) Child Development: A Practical Introduction. London: Sage. 

Dawson, G., Rogers, S., Munson, J., Smith, M., Winter, J., Greeson, J., et al. (2010). ‘Randomized, controlled trial of an intervention for toddlers with autism: The Early Start Denver Model’, Pediatrics, 125 (1), (November), pp.17-23. 
Department for Education and Skills. (2003) Every Child Matters. [Online]. Available at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/272064/5860.pdf (Accessed: 30 April 2018). 

Department for Education and Skills. (2014) Special Educational Needs in England: January 2014. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/362704/SFR26-2014_SEN_06102014.pdf (Accessed: 5 May 2018). 
Department for Education and Skills. (2016) Mental Health and Behaviour in Schools. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/508847/Mental_Health_and_Behaviour_-_advice_for_Schools_160316.pdf (Accessed: 7 May 2018).

Department for Education and Skills. (2018) Supporting Mental Health in Schools and Colleges.  https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/634725/Supporting_Mental-Health_synthesis_report.pdf (Accessed: 7 May 2018). 
Doherty, J. and Hughes, M. (2014) Child Development: Theory and Practice 0-11. 2nd ed. Harlow: Pearson Education Limited. 

Elder, R., Evans, K. and Nizette, D. (2008) Psychiatric and Mental Health Nursing. 2nd edn. Australia: Elsevier. 

Equality and Human Rights Commission. (2018) The Human Rights Act 1998. https://www.equalityhumanrights.com/en/human-rights/human-rights-act (Accessed: 23 April 2018). 

Fear, R. M. (2018) Attachment Theory: Working Towards Learned Security. London: Routledge.
Fischer, I. (1967) ‘Early Infantile Autism’, University Review, 4 (2), pp.138-142.  

Freitag, C. M. (2007) ‘The Genetics of Autistic Disorders and its Clinical Relevance: A Review of the Literature’, Molecular Psychiatry. 12 (1), pp.2-22. 

Frith, U. (1989) Autism: Explaining the Enigma. Oxford: Blackwell Publishers Ltd. 

Fulcher, J. and Scott, J. (1999) Sociology. Oxford: Oxford University Press. 

Full Fact. (2016 A) Total Spending on Mental Health. https://fullfact.org/health/total-spending-mental-health/ (Accessed: 30 April 2018). 

Full Fact. (2016 B) Spending on Mental Health Services. https://fullfact.org/health/spending-mental-health-services/ (Accessed: 30 April 2018). 

Galderisi, S., Heinz, A., Kastrup, M., Beezhold, J. and Sartorius, N. (2015) ‘Toward a New Definition of Mental Health’, World Psychiatry, 14 (2), (June), pp. 231-233. 
Gerrard, S. (2006) Models of Autism. http://www.scm.keele.ac.uk/research/knowledge_modelling/km/blog/files/autism.pdf (Accessed: 22 April 2018). 

Green, H., McGinnity, A., Meltzer, H., Ford, T. and Goodman, R. (2005) Mental Health of Children and Young People in Great Britain, 2004. https://sp.ukdataservice.ac.uk/doc/5269/mrdoc/pdf/5269technicalreport.pdf (Accessed: 26 April 2018). 

Hassan, A. (2015) Adolescent Mental Health: Connections to the Community. Canada: Apple Academic Press. 

Kanner, L. (1943) Autistic Disturbances of Affective Contact. http://www.neurodiversity.com/library_kanner_1943.pdf (Accessed: 9 April 2018). 

Karim, K., Ali, A. and O’Reilly, M. (2014) A Practical Guide to Mental Health Problems in Children with Autistic Spectrum Disorder. London: Jessica Kingsley Publications. 

Kerns, C. M., Renno, P., Storch, E. A., Kendall, P. C. and Wood, J. J. (eds.) (2017) Anxiety in Children and Adolescents with Autism Spectrum Disorder: Evidence-Based Assessment and Treatment. Massachusetts: Academic Press. 

Keyes, C. L. M. (2006) ‘Mental Health in Adolescence: Is America’s Youth Flourishing?’ American Journal of Orthopsychiatry, 76 (3), pp. 395-402. 

Klin, A. and Volkmar, F. R. (1995) Asperger’s Syndrome: Guidelines for Assessment and Diagnosis. Pittsburg: Learning Disabilities Association of America.  

Laidler, J. R. (2004) The ‘Refrigerator Mother’ Hypothesis of Autism. https://www.autism-watch.org/causes/rm.shtml (Accessed: 9 April 2018). 

Legislation.gov. (No Date) Mental Health Act 1983. https://www.legislation.gov.uk/ukpga/1983/20/contents#top (Accessed: 23 April 2018). 

Lepkowska, D. (2008) Why Don’t you Understand? https://www.theguardian.com/education/2008/nov/11/special-needs-autistic-children-education (Accessed; 6 May 2018). 

Loomes, R., Hull, L., Mandy, W. P. L. (2017) ‘What is the Male-to-Female Ratio in Autism Spectrum Disorder? A Systematic Review and Meta-Analysis’, Journal of the American Academy of Child and Adolescent Psychiatry, 56 (6), (June), pp.466-474. 

Manderscheid, R. W., Ryff, C. D., Freeman, E. J. McKnight-Eily, L. R. Dhingra, S. and Strine, T. W. (2010) ‘Evolving Definitions of Mental Illness and Wellness’, Preventing Chronic Disease Public Health Research, Practice and Policy, 7 (1), (January), pp.pp.1-4. 
McGlashan, T. H. (2011) ‘Eugen Bleuler: Centennial Anniversary of his 1911 Publication of Dementia Praecox or the Group of Schizophrenias’, The Journal of Psychoses and Related Disorders, 37 (6), (November), pp.1101-1103. 

Meltzer, H., Gatward, R., Goodman, R. and Ford, T. (2000) The Mental Health of Children and Adolescents in Great Britain. London: The Stationary Office. 

Mencap. (No Date) Autism and Asperger’s Syndrome. https://www.mencap.org.uk/learning-disability-explained/conditions/autism-and-aspergers-syndrome (Accessed: 1 May 2018). 

Mental Health Foundation. (2018 A) Human Rights and Mental Health. https://www.mentalhealth.org.uk/a-to-z/h/human-rights-and-mental-health (Accessed: 23 April 2018). 

Mental Health Foundation. (2018 B). Deprivation of Liberty Safeguards (DoLS). https://www.mentalhealth.org.uk/a-to-z/d/deprivation-liberty-safeguards-dols (Accessed: 25 April 2018). 

Mental Health Foundation. (2018 C) Mental Health Statistics: Men and Women. https://www.mentalhealth.org.uk/statistics/mental-health-statistics-men-and-women (Accessed: 8 May 2018). 
Merrill, A. (2018) Anxiety and Autism Spectrum Disorders. https://www.iidc.indiana.edu/pages/anxiety-and-autism-spectrum-disorders (Accessed: 2 May 2018). 

Mind. (2017 A) Mental Health Act 1983. https://www.mind.org.uk/information-support/legal-rights/mental-health-act-1983/#.WuDX2HrwaUk (Accessed: 23 April 2018). 

Mind. (2017 B) Mental Capacity Act 2005. https://www.mind.org.uk/information-support/legal-rights/mental-capacity-act-2005/#.WuG2fXrwaUk (Accessed: 25 April 2018). 

Moskowitz, A. and Heim, G. (2011) ‘Eugen Bleuler’s Dementia Praecox or the Group of Schizophrenias (1911): A Centenary Appreciation and Reconsideration’, The Journal of Psychoses and Related Disorders, 37 (3), (May), pp. 471-479. 

National Institute of Mental Health. (2015) Autism Spectrum Disorder. https://www.nimh.nih.gov/health/publications/autism-spectrum-disorder/qf-15-5511_152236.pdf (Accessed: 18 April 2018). 

NHS Choices. (2016) Autism Spectrum Disorder: Causes. https://www.nhs.uk/conditions/autism/causes/ (Accessed: 18 April 2018). 

NHS Clinical Commissioners. (No Date) About CCG’s. https://www.nhscc.org/ccgs/ (Accessed: 30 April 2018). 

Oldakowska, L. (2013) Triad of Impairment: What is the ‘Triad of Impairment’? http://integratedtreatmentservices.co.uk/news/triad-of-impairment/ (Accessed: Paxton, J. (2018) Mental Health Provision in Schools at Crisis Point, Research Finds. http://www.manchester.ac.uk/discover/news/mental-health-schools/ (Accessed: 6 May 2018). 

23 April 2018). 
Plimley, L., Bowen, M. and Morgan, H. (2007) Autistic Spectrum Disorders in the Early Years. London: Paul Chapman Publishing. 

Public Health England. (2016) The Mental Health of Children and Young People in England. http://www.cumbria.gov.uk/eLibrary/Content/Internet/537/6381/4278314423.pdf (Accessed: 30 April 2018). 

Raising Children Network. (2017) Anxiety: Children and Teenagers with Autism Spectrum Disorder. http://raisingchildren.net.au/articles/autism_spectrum_disorder_anxiety.html (Accessed: 30 April 2018). 

Royal College of Psychiatrists. (2018) Capacity and the Mental Capacity Act (MCA). https://www.rcpsych.ac.uk/healthadvice/problemsanddisorders/mentalcapacityandthelaw.aspx (Accessed: 25 April 2018). 

Sanua, V. D. (1986) ‘The Organic Etiology of Infantile Autism: A Critical Review of the Literature’, International Journal of Neuroscience, 30 (3), pp. 1995-225. 

Scott, F. J., Baron-Cohen, S., Bolton, P. and Brayne, C. (2002) ‘The CAST (Childhood Asperger Syndrome Test) Preliminary Development of a UK Screen for Mainstream Primary-School-Age Children’, SAGE Publications and The National Autistic Society, 6 (1), pp. 9-31.  

Siegal, B. (1996) The World of the Autistic Child: Understanding and Treating Autistic Spectrum Disorders. Oxford: Oxford University Press.  

Simmons, H. G. (1978) ‘Explaining Social Policy: The English Mental Deficiency Act of 1913’, Journal of Social History, 11 (3), (Spring), pp.387-403. 

Simonoff, E., Pickles, A., Charman, T., Chandler, S., Loucas, T. and Baird, G. (2008) ‘Psychiatric Disorders in Children with Autistic Spectrum Disorders: Prevalence, Comorbidity, and Associated Factors in a Population-Derived Sample’, Journal of the American Academy of Child and Adolescent Psychiarty, 47(8), pp. 921-929. 

Smallwood, M., Sareen, A., Baker, E., Hannisch, R., Kwessi, E. and Williams, T. (2016) ‘Increased Risk of Autism Development in Children Whose Mothers Experienced Birth Complications or Received Labor and Delivery Drugs’, American Society for Neurochemistry, (July-August), pp.1-7. 

Social Care Institute for Excellence. (2009) Mental Capacity Act 2005 at a Glance. https://www.scie.org.uk/mca/introduction/mental-capacity-act-2005-at-a-glance (Accessed: 25 April 2018). 

Social Care Institute for Excellence. (2015) Deprivation of Liberty Safeguards (DoLS) at a Glance. https://www.scie.org.uk/mca/dols/at-a-glance (Accessed: 25 April 2018). 

Spectrum. (2015) Sex/Gender in Autism. https://spectrumnews.org/features/special-reports/sexgender-in-autism/ (Accessed: 18 April 2018). 

Steensel, F. J. A., Bogels, S. M. and Perrin, S. (2011) ‘Anxiety Disorders in Children and Adolescents with Autism Spectrum Disorders: A Meta-Analysis’, Clinical Child and Family Psychology Review, 14 (3), pp. 302-317. 

Strang, J.F., Kenworthy, L., Daniolos, P., Case, L., Wills, M.C., Martin, A. and Wallace, G.L. (2011) ‘Depression and Anxiety Symptoms in Children and Adolescents with Autism Spectrum Disorders without Intellectual Disability’ Research in Autism Spectrum Disorders, 6, pp.406-412. 

The National Assembly for Wales. (2001) Child and Adolescent Mental Health Services: Everybody’s Business Strategy Document. http://www.wales.nhs.uk/publications/men-health-e.pdf (Accessed: 26 April 2018). 

The National Autistic Society. (2014) Mental Health and Autism. http://www.autism.org.uk/about/health/mental-health.aspx (Accessed: 5 May 2018). 

The National Autistic Society. (2016 A) Autism: What is Autism? http://www.autism.org.uk/about/what-is/asd.aspx (Accessed: 18 April 2018). 

The National Autistic Society. (2016 B) Autism Profiles and Diagnostic Criteria. http://www.autism.org.uk/about/diagnosis/criteria-changes.aspx (Accessed: 22 April 2018). 

The National Autistic Society. (2016 C) Every New Teacher to Learn about Autism. http://www.autism.org.uk/get-involved/media-centre/news/2016-07-12-teacher-training.aspx (Accessed: 6 May 2018). 

The National Autistic Society. (2018 A) Gender and Autism. http://www.autism.org.uk/about/what-is/gender.aspx (Accessed: 18 April 2018). 

The National Autistic Society. (2018 B) Diagnosis for Children. http://www.autism.org.uk/about/diagnosis/children.aspx (Accessed: 18 April 2018). 

The National Autistic Society. (2018 C) Hidden Crisis: Autistic People Four Times More Likely to be Lonely Than General Public. http://www.autism.org.uk/get-involved/media-centre/news/2018-04-25-hidden-crisis-autism-and-loneliness.aspx?dm_i=6N7,5M1M4,NVSD52,LT8W8,1 (Accessed: 5 May 2018). 

The Presidential World Psychiatric Association Program on Global Child Mental Health. (2004) Expanding Awareness of Mental Health in Childhood and Adolescence. https://www.icaf.org/pdfs/Expanding%20Awareness%20of%20Mental%20Health%20in%20Childhood%20and%20Adolescence.pdf (Accessed: 5 May 2018). 

Time to Change. (2018) Time to Talk Day 2019. https://www.time-to-change.org.uk/about-us/about-our-campaign/time-to-talk (Accessed: 26 April 2018). 

Timimi, S. (2009) A Straight Talking Introduction to Children’s Mental Health Problems. Herefordshire: PCCS Books ltd. 

U.S Department of Health and Human Services. (2017) What is Mental Health? https://www.mentalhealth.gov/basics/what-is-mental-health (Accessed: 23 April 2018). 

Verhoeff, B. (2013) ‘Autism in Flux: A History of the Concept from Leo Kanner to DSM-5’, Sage Publications, 24 (4), (November), pp.442-458. 

Wall, K. (2004) Autism and Early Years Practice: A Guide for Early Years Professionals, Teachers and Parents. London: Paul Chapman Publishing. 

Welsh Government. (2018) NHS Expenditure Programme Budgets 2016-17. http://gov.wales/statistics-and-research/nhs-expenditure-programme-budgets/?lang=en (Accessed: 30 April 2018). 

Wing, L. (1976) Early Childhood Autism. 2nd edn. Oxford: Pergamon Press. 

Wing, L. and Gould, J. (1979) ‘Severe Impairments of Social Interaction and Association Abnormalities in Children: Epidemiology and Classification’, Journal of Autism and Developmental Disorders, 9 (1), pp.11-29.  

World Health Organisation. (1993) The ICD-10 Classification of Mental and Behavioural Disorders: Diagnostic Criteria for Research. http://apps.who.int/iris/bitstream/handle/10665/37108/9241544554.pdf;jsessionid=92AB522BB5B828E4A2EED46178B792DC?sequence=1 (Accessed: 22 April 2018). 

World Health Organisation. (2018) Mental Health: Mental Disorders. http://www.who.int/mental_health/management/en/ (Accessed: 23 April 2018). 

Young Minds. (2016) Young Minds Annual Report 2015-16. https://youngminds.org.uk/media/1233/youngminds-annual-report-15-16-final.pdf (Accessed: 30 April 2018). 
Young Minds. (2018) Conditions. https://youngminds.org.uk/find-help/conditions/?page=1#listing (Accessed: 26 April 2018). 

APPENDICES
5.1. Appendix 1: Ethics Form
APPLICATION FOR ETHICAL APPROVAL

In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  

SECTION A: About You (Principal Researcher)

	Full Name:
	Bethany May Phillips

	Tick all boxes which apply:

	Member of staff:
	☐
	Student:
	☒
	Honorary research fellow:
	☐


	Faculty/School/Centre:
	School of Social Justice and Inclusion 

	Campus:
	Carmarthen 

	E-mail address:
	1602284@student.uwtsd.ac.uk

	Contact Telephone Number:
	07713130576

	For students:

	Student Number:
	1602284
	Undergraduate
	☒

	Programme of Study:
	Social Studies 
	Taught Postgraduate
	☐

	Director of Studies/Supervisor:
	Caroline Lohmann-Hancock
	Research
	☐


SECTION B: Approval for Research Activity

	Has the research activity received approval in principle?

(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)
	YES
	☐
	NO
	☐

	     
	Date

	If Yes, please indicate source of approval (and date where known):
	Research Degrees Committee
	☐
	

	
	Faculty Research Committee
	☐
	

	
	Other (write in) 

Supervisor: Ken Dicks


	☒
	15/11/2017


Approval in principle must be obtained from the relevant source prior to seeking ethical approval.

SECTION C:  External Ethical Guidance Materials

	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines.

	UWTSD Research ethics and Integrity Code of Practice

http://www.uwtsd.ac.uk/media/uwtsd-website/content-assets/documents/research/research-ethics-integrity-code-practice.pdf 
	☒

	BERA Ethical Guidelines for Educational Research
	☒

	
	☐


SECTION D: External Collaborative Research Activity

	Does the research activity involve collaborators outside of the University?
	YES
	☐
	NO
	☒

	If Yes, please provide the name of the external organisation and name and contact details for the main contact person:

	Institution
	

	Contact person name
	

	Contact person e-mail address
	


Where research activity is carried out in collaboration with an external organisation

	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☒

	If Yes, please attach a copy of any final approval (or interim approval) from the organisation


SECTION E: Details of Research Activity

	Indicative title:
	Is there a difference between mental health or additional needs in children and how are these differences treated in school environments – looking closely at autism. 

	Proposed start date:
	20/12/2017
	Proposed end date:
	03/05/2017

	Purpose of research activity (including aims and objectives)

Outline the purpose, aims and objectives of the research activity, including key research questions. Show briefly how existing research has informed the proposed activity and explain what the research activity will add and how it addresses an area of importance. (Maximum 300 words)

	The aim of this research activity is to differentiate between what mental health is and the issues it can involve, as well as what additional needs may be, in early years up to young adults. I will also look into whether or not mental health can be classed as an additional need. I aim to research what services and opportunities schools have in place for those with mental health issues or additional needs, and how teachers or staff are taught to deal with them, if they are taught anything at all. I would also like to investigate whether it could be seen as beneficiary to schools if mental health or additional needs should be taught to students so as not to create so much division and minimise discrimination between students. 
(this box should expand as you type)

	Proposed methods

Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. (Maximum 600 words)

	This will be a Desk Based research project which will utilise a range of sources.
(this box should expand as you type)


	Location of research activity

Identify all locations where research activity will take place.

	Research will be desk -based.
(this box should expand as you type)

	Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural sensitivities or vulnerabilities of participants.

	N/A
(this box should expand as you type)


SECTION F: Scope of Research Activity

	Will the research activity include:
	YES
	NO

	Use of a questionnaire or similar research instrument?
	☐
	☒

	Use of interviews?
	☐
	☒

	Use of diaries?
	☐
	☒

	Participant observation with their knowledge?
	☐
	☒

	Participant observation without their knowledge?
	☐
	☒

	Use of video or audio recording?
	☐
	☒

	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	Investigation of participants involved in illegal activities?
	☐
	☒

	Use of procedures that involve deception?
	☐
	☒

	Administration of any substance, agent or placebo?
	☐
	☒

	Working with live vertebrate animals?
	☐
	☒

	Other primary data collection methods, please explain in this box


	☐
	☒


If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants

	Who are the intended participants:
	YES
	NO

	Students or staff at the University?
	☐
	☒

	Adults (over the age of 18 and competent to give consent)?
	☐
	☒

	Vulnerable adults?
	☐
	☒

	Children under 18?
	☐
	☒

	Prisoners?
	☐
	☒

	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? 

	N/A

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

	N/A
(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

	N/A
(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

	Due to the sensitive nature of the topic being researched, if any harm or distress were to come to the investigator, they would be able to seek support from student services, and their supervisor. 
(this box should expand as you type)

	

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

	If any risk towards the university became apparent, I would seek the guidance of my supervisor. 

 (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. 

	None identifies other than those above.
(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? 

	N/A
 (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.

	N/A
 (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. 

	N/A
(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:

	N/A

(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:

	N/A

(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:

	N/A

(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.  

	N/A

(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:
	13/212/2017


For students:

	Director of Studies/Supervisor:
	

	Signature:
	

	Date:
	


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.
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