
although the behaviors are not mutually
exclusive.

Epidemiology
Approximately 1 to 5 percent of all school-

aged children have school refusal.3 The rate is
similar between boys and girls.4,5 Although
school refusal occurs at all ages, it is more
common in children five, six, 10, and 11 years
of age.6 No socioeconomic differences have
been noted.7

S
chool refusal is a serious emotional
problem that is associated with
significant short- and long-term
sequelae. Fear of going to school
was first termed school phobia in

1941.1 An alternative term, school refusal,
was used in Great Britain to define similar
problems in children who did not attend
school because of emotional distress.2 Chil-
dren with school refusal differ in important
ways from children who are truant (Table 1),

School refusal is a problem that is stressful for children, families, and school person-



Clinical Features
The onset of school refusal symptoms usually is gradual.

Symptoms may begin after a holiday or illness. Some chil-



Family Functioning
Problems with family functioning contribute to school

refusal in children; however, few studies have systematically
evaluated and measured these problems. Parents of chil-
dren with school avoidance and separation anxiety have an
increased rate of panic disorder and agoraphobia.17

Dysfunctional family interactions that correlate with
school refusal include overdependency, detachment with
little interaction among family members, isolation with lit-
tle interaction outside the family unit, and a high degree of
conflict.18 Communication problems within families,
problems in role performance (especially in single-parent
families), and problems with family members’ rigidity and
c



review of attendance records, report cards, and psycho-
educational evaluations.

Several psychologic assessment tools (e.g., teacher and
parent rating scales, self-report measures, clinician rating
scales) have been developed to provide additional informa-
tion about the child’s general functioning at home and at
school. These tools may be used by a physician, but because
of time constraints, a school psychologist or mental health
counselor should administer these scales whenever possi-
ble. Generalized scales (e.g., Child Behavior Checklist,21

Teacher’s Report Form22) identify areas of difficulties. Spe-
cific rating scales assess for symptoms and severity of psy-
chiatric problems, including anxiety and depression.
Although these scales are used frequently in children with
school refusal, their clinical usefulness in developing effec-
tive treatment strategies has not been demonstrated.

More specific assessment scales to measure symptoms of
school refusal have been developed recently. They provide



Children are given information to help them overcome
their fears about attending school. They are given written
assignments that are discussed at follow-up sessions. Chil-
dren keep a daily diary to describe their fears, thoughts,
coping strategies, and feelings associated with their fears.
Unlike cognitive behavior therapy, children do not receive
specific instructions on how to confront their fears, nor do
they receive positive reinforcement for school attendance.

Child therapy involves individual sessions that incorpo-
rate relaxation training (to help the child when he or she
approaches the school grounds or is questioned by peers),
cognitive therapy (to reduce anxiety-provoking thoughts
and provide coping statements), social skills training (to
improve social competence and interactions with peers),
and desensitization (e.g., graded in vivo exposure, emotive
imagery, systematic desensitization).

PARENT-TEACHER INTERVENTIONS

Parental involvement and caregiver training are critical
factors in enhancing the effectiveness of behavior treat-
ment. Behavior interventions appear to be equally effective
with or without direct child involvement.25 [Evidence level
B, lower quality RCT] School attendance and child adjust-
ment at post-treatment follow-up are the same for chil-
dren who are treated with child therapy alone and for chil-
dren whose parents and teachers are involved in treatment.

Parent-teacher interventions include clinical sessions
with parents and consultation with school personnel.
Parents are given behavior-management strategies such
as escorting the child to school, providing positive rein-
forcement for school attendance, and decreasing positive
reinforcement for staying home (e.g., watching television
while home from school). Parents also benefit from cog-
nitive training to help reduce their own anxiety and
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