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Abstract
To guide school practitioners in the identification and intervention of youth with anxious school refusal, this systematic 
review used an ecological lens to examine the factors that differentiated children and adolescents with school refusal from 
those without. Based on the rigorous protocol from the Center for Reviews and Dissemination’s (CRD) internationally 
recognized guidelines, 15 studies examining 67 different factors were identified. Results reveal 44 individual, social and 
contextual factors that differentiate youth with school refusal from peers without school refusal. Findings highlight the cen-
trality of anxiety, or anxiety-related symptoms, and diverse learning needs as main points of contrast between youth with 
school refusal and those without. Implications of an ecological understanding of the factors associated with school refusal 
for selective and indicative prevention by school and mental health practitioners are discussed.
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School refusal (SR) is a school attendance problem (SAP) 
generally driven by emotional distress [1–3]. SR affects 
between 1 and 15% of youth1 according to available North 
American and European prevalence data [4–6]. In addition 
to the large age range accounted for in available prevalence 
studies and the types of samples (community vs. clinically 
referred), the large discrepancy between prevalence rates 
may be due to the changing ways SR has been operational-
ized between studies. SR’s first distinction from other SAPs 
such as truancy stems from the writings of Broadwin [7] 
and Partridge [8]. These authors described SAPs character-
ized by fear and distress rather than delinquency. Shortly 
after, Johnson et al. [9] coined the term “school phobia” 
to describe this new behavior. School phobia was then 

described as a form of emotional disturbance in children 
characterized by a large degree of anxiety and leading to 
excessive school absences [9]. Almost two decades later, 
Hersov [10, 11] coined the term “school refusal”.

School phobia was originally used interchangeably with 
SR in the literature [3], but was replaced because it was 
an inaccurate label. While school phobia refers to a fear of 
being in school, the use of “school refusal” is now encour-
aged because its wider terminology encompasses the differ-
ent facets of emotional distress (e.g., anxiety, depression, 
sleep problems, etc.) which underlie the behavior [12]. 
Generally, youth with SR are identified through operational 
criteria initially developed by Berg [1] and further specified 
by others [13, 14]. Notably, Berg’s [2] definition is widely 
used to this day in scale development (e.g., [15]) and inclu-
sion criteria for sampling (e.g., [16–18]). The operational 
criteria present in Berg’s [2] definition are: (1) school attend-
ance is less than 80% in the classroom during the 2 weeks 
prior; (2) the presence of an anxiety disorder; (3) parents 
are aware of their child’s whereabouts during absences; (4) 
the absence of conduct disorder problems; and (5) parental 
motivational efforts to encourage their child’s school attend-
ance. For school attendance, Berg’s [2] definition implies 
more than occasional absences, but rather consistent and 
repetitive desires to not attend school, leave class early, 
or avoid certain classes. Moreover, anxiety or emotional 
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distress can manifest itself in different ways. These include 
physical or psychosomatic forms (e.g., nausea or stomach 
aches), behavioral forms (e.g., refusing to leave home in the 
mornings before school), or cognitive forms (e.g., having a 
panic attack at school before certain classes).

Despite parental and educational efforts, youth with SR 
face many short- and long-term consequences. Given their 
low attendance rate, youth with SR may be reluctant to inter-
act with peers. Some short-term consequences derived from 
this include social isolation, poor academic performance, 
and, in extreme cases, suicidal ideation [19, 20]. In addition, 
long-term consequences include an increased susceptibility 
to adjustment problems in social (e.g., issues with socializa-
tion), family (e.g., relational dependence) and professional 
contexts (e.g., attendance; [21, 22]. Moreover, young adults 
with a history of school refusal show greater school drop-out 
rates and are at greater risk of developing psychosocial prob-
lems and a form of psychopathology (e.g., major depression) 
than those with no history of school refusal [23, 24]. These 
consequences, paired with data that shows that academic 
achievement is negatively impacted by each day of absence 
[25], emphasize the importance of early intervention.

Intervention for School Refusal

One of the ways we can aid youth with SR is by mobiliz-
ing educators and school practitioners to engage in both 
selective and indicated prevention (Institute of Medicine 
(IOM) Classification System). However, these stakehold-
ers are unsure as to the best ways to support students who 
are at risk and displaying SR-related behaviors [26]. When 
faced with SR, while educators and school practitioners 
are conscious that the student is undergoing emotional and 
behavioral difficulties, they may have difficulty assessing the 
factors specifically associated to them [12, 27, 28]. Moreo-
ver, while addressing students’ mental health concerns is 
generally a high priority for school practitioners, emotional 
exhaustion due to high caseloads and/or available resources 
can be barriers to the quality of care provided [29]. Family-
school partnerships have been shown to alleviate this bar-
rier by enhancing not only the quality of care, but also the 
amount and scope of services available to students [30]. 
Notably, successful SR interventions in schools suggest 
mobilizing different stakeholders and emphasize the crea-
tion of home-school or parent-practitioner partnerships to 
promote positive outcomes such as increased attendance 
(e.g., [31–33]). Stakeholders may include parents, school 
and community practitioners, teachers, and even administra-
tive regional staff such as school-attendance officers [34]. In 
addition to schools, SR interventions can take place in the 
home and encourage parental involvement. For instance, in 
Dialectical Behavior Therapy (DBT) or Cognitive Behavior 

Therapy (CBT), the involvement of parents is important for 
youth with SR to generalize what they learn in therapy to 
their natural home setting [35]. Finally, it is recommended 
that interventions for SR be adapted and/or specific to the 
factors underlying non-attendance [35]. For instance, if a 
student with SR has anxiety related to school performance, 
then CBT can focus on reappraising negative thoughts about 
academics. To effectively overcome such difficulties associ-
ated to SR and better understand its determining factors, a 
holistic assessment of the situation is needed.

The Relevance of a Bioecological Theory

Over the last century, several etiological theories have been 
put forth to explain the development of SR, each extending 
to prevention and intervention practices. When SR was first 
introduced in the early twentieth century, psychoanalytic 
theories were favored. Later, in the 1960s, psychodynamic 
and behavioral theories were put forth to explain SR. Using 
a behavioral lens, Kearney and Albano’s [36] functional 
model of school refusal behavior remains widely used by 
both researchers to conceptualize SR as a school attendance 
problem, and by stakeholders to intervene with students who 
manifest the behavior. However, as research on SR grows, 
the relevance of an ecological model that accounts for social 
and contextual factors has increased [3, 37, 38]. While most 
previous etiological theories focused primarily on the indi-
vidual and proximal factors associated to youth with SR 
(e.g., parenting, or separation anxiety), the bioecological 
theory [39] emphasizes the importance of considering both 
proximal and distal influencing factors on development. Spe-
cifically, the different systems that it encloses (i.e., micro, 
meso, exo and macro) provide a holistic view of the student 
and the interrelations between the factors influencing their 
SR behavior. Moreover, the principles of the ecological 
model: interdependence, circulation of resources, adapta-
tion, and succession [39] are also helpful to guide interven-
tions for SR. By understanding the relationship between a 
student with SR and their environment (interdependence), 
the availability and distribution of resources in their school 
or home (circulation of resources), how well they can evolve 
within the school system (adaptation), and the developmen-
tal impact of their past, present and future experiences in the 
school or at home (succession), intervention practices can be 
tailored to the specific needs of the student.

Additionally, in the context of SR, previous reviews have 
identified associated factors in multiple systems such as 
schools, families and communities (e.g., [12, 38]). Empiri-
cal studies also support the influence of more distal fac-
tors such as conflicts with peers and school transitions on 
SR (e.g., [38, 40]). These findings coupled with previous 
research that supports the use of “multimodal, multisystem, 
and wraparound intensive team approaches” ([28], p. 122) 
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in SR intervention, support the relevance of an ecological 
lens to examine SR in children and adolescents.

To date, no truly systematic review of the factors associ-
ated to school refusal, that adheres to a systematic and trans-
parent protocol (e.g., [41–43]), currently exists. Moreover, 
existing reviews did not seek to identify factors that differ-
entiate youth with SR from youth without SR. As a result, 
a systematic review with the use of an ecological lens is 
needed to provide a more holistic view of the factors associ-
ated to school refusal and highlight the complexity of this 
phenomenon. The use of this lens will provide educators and 
school practitioners with selective and indicated prevention 
guidelines to both identify students at risk of developing SR-
related behaviors, but also assess which resources they may 
need to mobilize when supporting students displaying SR.

Accordingly, the current study uses a systematic review to 
critically analyze empirical literature on the factors associ-
ated to school refusal and organize it according to Bronfen-
brenner’s Ecological Theory [39]. The use of this ecologi-
cal model will organize findings by considering individual, 
school, family and more distal factors (e.g., SES, culture, 
etc.) that can guide practitioners when developing an inter-
vention plan. The specific aim of the review is to provide a 
framework which will identify factors associated to children 
and/or adolescents with school refusal that distinguish them 
from those without school refusal.

Methods

The systematic review protocol was based on the Center 
for Reviews and Dissemination’s (CRD; [41]) internation-
ally recognized guidelines. This protocol involves a series 
of steps to describe and complete to ensure the internal and 
external validity of the review [44]: (1) identification of 
studies, (2) selection of studies, (3) data extraction, (4) qual-
ity assessment, and (5) synthesis of findings. The methods 
employed for the identification of studies, the selection of 
studies, data extraction, and quality assessment are detailed 
in this section. The synthesis of findings is detailed in the 
results section.

Identification

References examining factors associated to school refusal 
were searched in education (ERIC, Education Source, CBCA 
Complete), health science (PubMed, MEDLINE, CINAHL), 
social science (Persée, PsycArticles, PsycINFO, Psychol-
ogy and Behavioral Sciences Collection, SocINDEX, Social 
Work Abstracts), and multidisciplinary databases (FRAN-
CIS, Érudit, CAIRN, Repère, SCOPUS, Academic Search 
Complete, Proquest). After multiple preliminary tests and 
refinements, the following keywords were used: (school 

refus* OR school phobia) AND (child* OR youth* OR 
adolescen* OR teen*). These were translated to French as 
needed for the databases. All possible literature up until the 
last search date of February 10th 2022 was considered. A 
database for bibliographical references (Zotero) was used to 
import and manage references.

Selection

Relevant peer-reviewed references were first selected 
through a review of titles and abstracts (phase 1), and then 
a review of full documents that could not be rejected after 
phase 1 (phase 2). References for which an abstract was 
not available and could not be excluded based on their title 
were automatically included after phase 1. References were 
selected at each phase based on the following five criteria: 
written in English or French (criterion 1), was an empirical 
research study (criterion 2), compared a group of children 
and/or adolescents with school refusal to a group without 
(criterion 3), identified school non-attendance (criterion 4), 
and identified the presence of emotional distress in partici-
pants with school refusal (criterion 5). For criterion 5, there 
were three possibilities considered for inclusion: (1) authors 
used Berg’s [2] operational model to identify school refusers 
which accounts for the range of psychopathology that dis-
tinguishes youth with SR from those with other attendance 
problems, (2) authors mentioned the presence of anxiety to 
identify school refusers, or (3) authors report the use of a 
standardized measure of anxiety to identify school refusers. 
Berg’s [2] original criteria were chosen rather than criteria 
updated in the last decade [13, 14] given that the search did 
not limit dates of publication. If school refusers were hospi-
talized, the reference was considered to have automatically 
fulfilled criterions 4 and 5. In each selection phase, Cohen’s 
Kappa was used to determine inter-rater reliability [45]. A 
minimum of 25% of studies (until an acceptable agreement 
of k = 0.8 was reached) were judged by two independent 
raters. Disagreements between raters were discussed and 
resolved by consensus. After phase 2, bibliographies of 
included studies were examined and notable researchers in 
the field were contacted to identify possible relevant addi-
tional studies.

Data Extraction

Information extracted from studies included descriptive sta-
tistics related to the sample (i.e., N, age, sex, socio-demo-
graphic distribution, and country of origin of sample), the 
types of groups in the sample (i.e., with SR, control, etc.), 
study design (cross-sectional or longitudinal), study objec-
tive, methodology employed (i.e., instruments to measure 
SR and associated factors), statistical analyses performed, 
and the results pertaining to the factors associated to school 
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refusal. Data extraction was first performed by the first 
author according to a detailed extraction form. Extracted 
data were then synthesized in tables and organized according 
to the systems of the ecological model for a second rater to 
review for accuracy.

Quality Assessment

While multiple tools exist to assess the quality of research 
studies, no consensus yet exists among researchers [46]. As 
per Siddaway et al.’s [46] recommendations, four objective 
indicators of potential bias related to study design (sampling, 
measures and statistical analyses) and representativeness of 
the sample were used to produce a descriptive synthesis of 
the methodological quality of included studies. Results from 
the quality assessment were also used to provide a nuanced 
analysis of the findings. Given its use in empirical research 
(e.g., [13, 16, 17]), these included the use of Berg’s [2] 
definition to identify school refusers (first indicator), and 
the method used to measure emotional distress in school 
refusers (validated instrument, clinical judgment, judgment 
of researchers, or self-report; second indicator). Moreover, 
statistical rigor was measured according to analyses used 
(univariate or multivariate; third indicator) and the ability 
of each study to detect small, medium and large effect sizes 

respectively (fourth indicator). These calculations were 
done using G*Power according to sample sizes, p values 
and analyses performed.

Results

Study Sample

Overall, 4772 studies were identified and imported into a 
reference manager for further analysis. After elimination of 
duplicates, 2965 studies were included for phase 1 of 2 of 
the selection process. Figure 1 documents decisions (inclu-
sions and exclusions) for each stage of the review. In total, 
15 studies were included in the final sample.

Study Sample Characteristics

Sample characteristics for each of the selected references 
are presented in Table 1. Included studies were published 
between 1983 and 2015. There are 13 journal articles, one 
thesis and one conference paper. All studies used cross-
sectional designs. Samples were recruited in North (n = 5) 
and South America (n = 1), Europe (n = 5), Asia (n = 2) and 
Australia (n = 2). Samples were all convenience-based with 

Fig. 1  Selection process flow-
chart

Deletion of duplicates in Endnote  

Total 

n=4772

Identification 

Review of titles and abstracts 
n = 2 965 

Exclusion (n = 2696) 
1. language (n = 34) 

2. empirical research (n = 1481) 

3. group comparisons (n = 1180) 

4. school non-attendance (n = 0) 

5. emotional distress (n = 1)   

Full read-through 
n = 269

Exclusion (n = 254)
1. language (n = 23) 

2. empirical research (n = 64) 

3. group comparisons (n = 150) 

4. school non-attendance (n = 5) 

5. emotional distress (n = 26)   

Included studies 
n = 15 

Selection 

Search in reference lists and author 
contacts 

Included studies 
n = 15 

Exclusion (n =0)
1. language (n = 0) 

2. empirical research (n = 0) 

3. group comparisons (n = 0) 

4. school non-attendance (n = 0) 

5. emotional distress (n = 0)   
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Table 1  Description of study characteristics and quality appraisal

Group comparisons: SR school refusal; T truancy; SAP school attendance problem; – not specified
*Thesis; **Published Conference Proceeding
a In Venezuela, schooling begins at 4 years
b The authors specify that all participants are in high school
c When more than 3 groups were compared in a study, the identified factors concerned the comparison between the SR group and the group without SR

Authors (year of publication) Origin of sample Group comparisons N Age range % Male Ethnic and racial distri-
bution of sample

Child-only sample (6–12 years old)
 Granell de Aldaz, et al. (1987) [47] Venezuela 1: SR 57 3–13a 44 –

2: No SR 57 3–13a 47
Adolescent-only sample (13–17 years old)
 Adams (1997)* [50] USA 1: SR 35 13–16 57 –

2: No SR 35 80
 Carless, et al. (2015) [16] Australia 1: SR 60 12b–17 53 97% Caucasian

3% Asian2: No SR 46 12b–17 39
 Ficula, et al. (1983)** [54] USA 1:  SRc 11 14–17 45.4 –

2: SAP not SR 11 81.8
3: No SR or SAP 19 47.3

 Place, et al. (2002) [63] USA 1: SR 17 12b–15 65 –
2: No SR 643 – –

Child and adolescent samples (6–17 years old) or not specified
 Bahali, et al. (2011) [48] Turkey 1: SR (hospitalised) 55 – – –

2: No SR 56 – – –
 Cooper (1984) [72] UK 1:  SRc 22 11–16 – –

2: T 45
3: No  SAPc 84

 Egger, et al. (2003) [4] USA 1:  SRc 165 9–16 47.9 69.9% Caucasian
22.4% Native American
6% African American
0.5% Hispanic
0.2% Asian
1.1% Other

2: T 517 9–16 65.1
3: Mixte (SR and T) 35 9–16 51.9
4: No  SAPc 705 9–16 –

 Foreman, et al. (1997) [73] UK 1: SR (hospitalised) 20 11–15 50 –
2: No SR 20 11–15 45

 Havik, et al. (2015) [5] Norvegia 1: SR 3629 11–12 49.6 –
2: T 13–15

 Honjo, et al. (2001) [49] Japan 1:  SRc 34 7–17 68 –
2: SR + Depression 10 7–17 50
3: No SR or  Depressionc 243 12–15 46

 Hughes, et al. (2010) [74] Australia 1: SR 21 10–14 52 –
2: No SR 21 10–14 52

 Maric, et al. (2012) [17] Netherlands 1: SR 50 11–17 58 92% Dutch
2% Turkish
6% Other

2: No SR 181 11–17 55 88% Dutch
3% Surinamese
2% Turkish
1% Moroccan
5% Other

 Naylor, et al. (1994) [75] USA 1: SR (hospitalised) 27 12–16 37 –
2: No SR 27 12–16 37

 Tomoda, et al. (1997) [76] Japan 1: SR 22 12–18 45 –
2: No SR 9 10–21 39



 Child Psychiatry & Human Development

1 3

the exception of Egger et al. [4] who examined a population-
based sample. Sample sizes varied between 11 and 3629 par-
ticipants. Most studies examined youth aged 6–17 years old, 
without distinguishing between children and adolescents. 
One study examined the parents of school refusers. In terms 
of sex, samples were mixed and relatively equivalent in num-
ber (37–68% male school refusers). Finally, most studies 
who reported ethnicity reflected the demographic distribu-
tion of the country in which they were recruited.

Quality Assessment

The methodological qualities of each included study are 
presented in Table 2. Most included studies can be quali-
fied as being of moderate quality, specifically due to their 
statistical characteristics. Very few could detect small and 
medium effect sizes. However, Carless et al.’s [16] and 
Maric et al.’s [17] studies seem to be of higher quality. In 
addition to having been published in the last decade, these 
studies use Berg’s definition to identify school refusers and 
a validated standardized measure to evaluate the presence of 
emotional distress in their clinical group. Moreover, their use 
of multivariate analyses considers the influence of overlap-
ping contributions between variables. Despite the presence 
of lower quality studies, all 15 were included in the final 
sample for data extraction and, when applicable, they are 
interpreted in light of their quality.

Factors Associated with SR

All factors examined in relation to children and/or ado-
lescents with school refusal are presented in Table 3. This 
review identified 15 studies examining 67 different factors. 
Examined factors were mainly related to Bronfenbrenner’s 
ontosystem (14/15 studies), followed by the microsystem 
(9/15 studies), the exosystem (2/15 studies) and chronosys-
tem (2/15 studies). No studies examined factors pertaining to 
Bronfenbrenner’s meso- and macro-systems. Specifically, no 
studies examined factors pertaining to partnerships or col-
laborations between youth’s microsystems (e.g., schools and 
families), or factors of the macrosystem pertaining to cul-
ture, customs, or the youth’s educational system for instance.

Overall, 44 individual, social and contextual factors were 
found to differentiate youth with SR from peers without SR. 
These are presented in the following sections. For each sys-
tem of Bronfenbrenner’s ecological model, significant fac-
tors associated to children are presented first, followed by 
adolescents and factors that were not compared across age 
groups. When contradictions between studies exist, associ-
ated factors are also evaluated as a function of their quality.

Ontosystem (13 Studies/15)

A total of 30 ontosystemic factors were examined with 23 
yielding significant differences between youth with SR and 
those without in at least one study.

With regards to data pertaining to children exclusively 
(n = 1 study), Granell de Aldaz, et al. [47] found that having 
a difficult personality, a diagnosis of depression, a depend-
ency towards parents, and fears related to school were all 
significantly related to children with SR when compared to 
children without SR.

In adolescents (n = 4 studies), it was found that a diagno-
sis of depression or anxiety were significantly associated to 
students with SR (3 studies/4). Other significant associated 
factors include academic, social, and interpersonal con-
cerns2 (3 studies/4), pessimism (2 studies/4), high stress lev-
els (1 study/4), anhedonia (1 study/4), somatic complaints 
(1 study/4), behavior problems (1 study/4), performance 
anxiety (1 study/4), difficulties with social problem solving 
(1 study/4), and high mathematical ability (1 study/4).

In both children and adolescents (n = 9 studies), identi-
fied associated factors include interpersonal, family, social, 
and academic worries (4 studies/9), somatic complaints 
(2 studies/9), performance anxiety (1 study/9), a diagnosis 
of anxiety (1 study/9), diagnosis of depression (1 study/9), 
fatigue (1 study/9), sleep problems (1 study/9), difficulties 
in processing emotional information (1 study/9), difficulties 
with emotional regulation (1 study/9), verbal comprehension 
problems (1 study/9), language problems (1 study/9), learn-
ing problems (1 study/9), and poor school performance in 
mathematics, reading and writing (1 study/9).

Contradictions did emerge in relation to some factors. 
Specifically, organic diseases were significantly associated 
to adolescents with SR when univariate analyses were used 
and the sample of youth with SR was clinically referred, 
and thus, potentially more severe in symptomatology [48]. 
However, in Egger et al. [4], no such associations were found 
with a community sample and when multivariate analyses 
were used. Age also yielded mixed results in the studies that 
examined developmental differences. For instance, when 
examining a sample of 9–16-year-olds, Egger et al. [4] found 
that younger children were more susceptible to develop 
symptoms of SR. Conversely, Maric et al. [17] found that, 
in a sample of 11–17-year-olds, it was older children that 
were more susceptible. Moreover, age was not significantly 
associated to SR in any way in Honjo, et al.’s [49] study. 

2 It is important to note that while some factors such as dependency 
towards parents, and interpersonal concerns, are of an interpersonal 
nature due to their association with relationships with others, they 
were considered to be of an ontosystemic nature because they qualify 
an individual rather than contextual characteristic by how it is meas-
ured (e.g., the Child Behavior Checklist).
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Table 2  Methodological characteristics of identified studies

Authors (year of 
publication)

Use of Berg’s 
operational defi-
nition

Emotional distress 
measure

Measures for inde-
pendent variables

Respondent (s) Analyses Statistical  powera

Small Medium Large

Child-only sample (6–12 years old)
 Granell de Aldaz, 

et al. (1987) [47]
N Parent report - Child Behavior 

Checklist (CBCL)
Parents
Teachers
Children

U 0.06 0.52 0.95

Adolescent-only sample (13–17 years old)
 Adams (1997) [50] Y Parent report - Parental Bonding 

Instrument
-Family Environment 

Scale
- Children’s Depres-

sion Inventory 
(CDI)

- State-Trait-Anxiety-
Inventory (STAI)

- School records

Parents
Adolescents

U-M 0.13 0.54 0.91

 Carless, et al. (2015) 
[16]

Y Anxiety Disorder 
Interview Schedule 
(ADIS; Silverman & 
Albano, 1996)

- Beck Depression 
Inventory-II (BDI-
II)

- STAI
- Parenting Sense of 

Competence Scale, 
Efficacy subscale

- CDI
- Screen for Child 

Anxiety Related 
Emotional Disorders 
(SCARED)

- Family Assessment 
Device (FAD-GF)

Parents
Adolescents

U-M 0.17 0.71 0.98

 Ficula, et al. (1983) 
[54]

N Fear Survey Schedule 
for Children (FSSC; 
Scherer & Naka-
mura, 1968)

- Intellectual Achieve-
ment of Respon-
sibility Inventory 
(IAR)

- Child Assessment 
Schedule (CAS)

- CBCL
- School records for 

academic achieve-
ment

Adolescents
Schools

U 0.13 0.36 0.66

 Place, et al. (2002) 
[63]

Y Parent report - Adolescent Coping 
Scale (ACS)

Adolescents U 0.04 0.29 0.75

Child and adolescent samples (6–17 years old) or not specified
 Bahali, et al. (2011) 

[48]
N Clinically-referred - Symptom Checklist 

90-Revised (SCL-
90-R)

- BDI-II
- STAI

Parents U 0.09 0.58 0.95

 Cooper (1984) [72] Y Clinically-referred - Self-Identity Index Youth U 0.09 0.87 0.99
 Egger, et al. (2003) 

[4]
N Parent report - Child and Adoles-

cent Psychiatric 
Assessment (CAPA)

Youth
Parents

Ma – – –
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Table 2  (continued)

Authors (year of 
publication)

Use of Berg’s 
operational defi-
nition

Emotional distress 
measure

Measures for inde-
pendent variables

Respondent (s) Analyses Statistical  powera

Small Medium Large

 Foreman, et al. 
(1997) [73]

N Kiddie Schedule for 
Affective Disorders 
and Schizophre-
nia—Lifetime 
version (K-SADS-
L; Puig-Antich & 
Chambers, 1978)

- Experiments to 
detect semantic and 
emotional priming

Youth U 0.09 0.34 0.69

 Havik, et al. (2015) 
[5]

N Parent report - Victimisation 
Scale (Norwegian 
Centre for Learning 
Environment and 
Behavioral Research 
in Education)

- Social Isolation at 
School Scale

- Perceptions of 
Teachers’ Class-
room Manage-
ment ((Norwegian 
Centre for Learning 
Environment and 
Behavioral Research 
in Education)

- Junior Eysenck 
Personality Ques-
tionnaire Revised 
(JEPQR-S)

- Parental Interest in 
School Work Scale

Youth M – – –

 Honjo, et al. (2001) 
[49]

Y Parent report - CDI Youth U-M 0.05 0.37 0.84

 Hughes, et al. (2010) 
[74]

Y Clinically referred - Emotional Regula-
tion Questionnaire 
(ERQ-CA)

Youth U 0.02 0.13 0.41

 Maric, et al. (2012) 
[17]

Y Anxiety Disorder 
Interview Schedule 
(ADIS; Silverman & 
Albano, 1996)

- Children’s Auto-
matic Thoughts 
Scale (CATS-N/P)

- Children’s Negative 
Cognitive Error 
Questionnaire—
Revised (CNCEQ-
R)

- Multidimensional 
Anxiety Scale for 
Children (MASC)

Youth M – – –
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While all three studies used multivariate statistical analy-
ses and non-clinically-referred samples of youth with SR, 
Maric, et al. [17] is the only one to have used a standardized 
measure to evaluate the presence of emotional distress in 
their SR sample. Finally, while a diagnosis of generalized 
anxiety was a significant factor in adolescents between 11 
and 17 years with SR [16, 17], it seemed to not be the case 
for specific types of anxiety (e.g., social anxiety in students 
aged 9–16 years, [4]; separation anxiety, [48]).

Microsystem (9 Studies/15)

A total of 33 microsystemic factors were examined with 20 
yielding significant differences between youth with SR and 
those without in at least 1 study. Within this section, fac-
tors are further broken down into family, school, and peer 
systems.

Family (6 Studies/9) No significant factors emerged in rela-
tion to children (n = 1 study). However, in the studies that 
exclusively examined adolescents (n = 3 studies), family 
conflict (2 studies/3), dysfunctional family environments 
(2 studies/3), poor familial cohesion (1 study/3), and poor 
communication (1 study/3) distinguished adolescents with 
SR from those without. In addition, authoritarian parenting 
styles (1 study/3), relationship conflicts (1 study/3), being 
a young parent (1 study/3), parent psychopathology (anxi-
ety or depression) (1 study/3), poor self-efficacy (1 study/3), 

and low perceived levels of caring (1/3) were significantly 
associated to parents of adolescents with SR when com-
pared to those without.

Finally, for children and adolescents (n = 2 studies), the 
presence of parental psychopathology (2 studies/2) and the 
presence of an organic disease in parents (1 study/2) were 
significantly related to youth with SR.

Some contradictory results emerged from Adams [50] and 
Carless’, et al. [16] studies with regards to parents’ levels of 
education. While Adams [50] found that parents of adoles-
cents with SR were significantly more educated than parents 
of adolescents without SR, Carless, et al. [16] did not find 
any significant relationship between parents’ levels of edu-
cation and SR. Both studies are of similar methodological 
quality and recruited non-clinically referred youth with SR. 
However, Carless, et al. [16] used a validated instrument to 
measure emotional distress in their SR participants, while 
Adams [50] relied on parent report. Also, Carless, et al. [16] 
had a slightly larger medium effect size than Adams [50].

School (3 Studies/9) No studies exclusively examined 
school factors in children, and no significant factors were 
exclusively associated to adolescents (n = 1 study) (1/3). 
For both children and adolescents (n = 2 studies), children 
with SR attended more schools with students from neigh-
borhoods with high crime rates (1/2), and had more nega-
tive perceptions of classroom management (1/2) than those 
without SR.

Table 2  (continued)

Authors (year of 
publication)

Use of Berg’s 
operational defi-
nition

Emotional distress 
measure

Measures for inde-
pendent variables

Respondent (s) Analyses Statistical  powera

Small Medium Large

 Naylor, et al. (1994) 
[75]

N Clinically referred - Woodcock-Johnson 
Tests of Achieve-
ment, Standard 
Battery-Revised 
(WJTA-R)

- Wechsler Intel-
ligence Scale for 
Children (WISC-R)

- Adolescent Lan-
guage Screening 
Test (ALST)

- Test of Language 
Competence (TLC)

- Clinical Evaluation 
of Language Fun-
damentals-Revised 
(CELF-R)

Youth U 0.03 0.21 0.61

 Tomoda, et al. 
(1997) [76]

N Parent report - Circadian Body 
Temperature

Youth U 0.01 0.05 0.18

Berg’s [2] definition: Y Yes; N No
Analyses: U Univariate; M Multivariate
a Based on Cohen [45]: d = 0.2 (small effect); d = 0.5 (medium effect); d = 0.8 (large effect)
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Peers (5 Studies/9) In children (n = 2 studies), victimization 
(1 study/2) and social isolation (1 study/2) were significantly 
associated with SR. In adolescents (n = 4 studies), social 
isolation (2 studies/4) and victimization (1 study/4) were 
also significantly associated with SR. Adolescents with SR 
also had significantly more difficulty using the social sup-
port (1 study/4) available to them than those without SR. 
Finally, in both children and adolescents (n = 1), youth with 
SR were significantly more timid, in conflict with others and 
exposed to aggressive peers than those without.

There are contradictory findings in relation to social iso-
lation. Social isolation was significant in Granell de Aldaz, 
et al.’s [47] study, but it was not in Havik, et al.’s [5] study. 
Both studies used non-clinically referred samples, but the 
differences may be due to the types of analyses and measure 
specificity. Specifically, Granell de Aldaz, et al. [47] solely 
used univariate analyses with data from the Child Behavior 
Checklist. Conversely, Havik, et al. [5] considered interac-
tive influences of other dependent variables on the presence 
of SR using multivariate analyses, and with data from the 
Social Isolation at School Scale which is more specific to 
assess the construct of social isolation.

Exosystem (2 Studies/15)

Two exosystemic factors in two separate studies (n = 2) were 
examined: socio-economic status and neighborhood crime. 
Neither factor was significantly associated with SR when 
compared with youth without SR.

Chronosystem (2 Studies/15)

Of the two chronosystem factors examined, one was signifi-
cant (n = 2 studies). Children with SR were more likely to 
change schools frequently than those without.

Discussion

This systematic review identified 15 empirical studies that 
compared the factors associated to youth with SR to those 
associated to youth without SR. Factors of a psychological, 
social, and contextual nature were identified, thus highlight-
ing the importance of an ecological lens with which to view 
SR. The majority of identified references examined proxi-
mal factors of an ontosystemic and microsystemic nature. 
There is also evidence that more distal factors such as non-
normative transitions, notably, frequent school transitions, 
influence the appearance of SR. Finally, the relationship 
between youth with SR and their associated factors align 
with the principles of interdependence, resource circulation, 
adaptation and succession that are at the heart of the ecologi-
cal model.

Psychopathology and SR

At both an individual (ontosystem) and family level 
(microsystem), compared with peers without SR, youth 
with SR and their parents were more anxious, and some 
were depressed. Anxiety is present in most of the youth 
referred for treatment for SR [18], and is known to be highly 
comorbid with depression in children [51] and adults [52] 
alike. In the reviewed references, while not all youth with 
SR had diagnoses of anxiety or depression, they did have 
characteristics that underlie both disorders [53]. Specifi-
cally, youth with SR were inflicted with worries and con-
cerns about their academic, familial, and interpersonal life 
which supports interactions between these individual level 
factors and youth’s environmental stressors. They also had 
problems with emotional regulation, sleep, and presented 
with anhedonia.

Moreover, while specific anxiety disorders such as sepa-
ration anxiety [48] and social anxiety [4] were not found 
to differentiate youth with and without SR, generalized 
anxiety disorders [16, 17] and performance anxiety were 
[4, 54]. This may be due to age. Bahali et al. [48] did not 
specify the age range of their child participants. However, 
they indicated in their inclusion criteria that the children had 
to be over 5 years-old, while separation anxiety is known to 
commonly afflict younger children during preschool years 
[55]. Conversely, Egger et al.’s [4] sample ranged from 9 
to 16 years old, with a mean age of 12 for their SR sam-
ple. There is evidence to support an earlier onset of social 
anxiety in childhood (i.e., around age 8; [56]), but, for most, 
social anxiety tends to develop around 13 years of age with 
a mean age of onset of 15 years old [57]. This could explain 
why Egger et al. [4] did not detect a significant presence of 
social anxiety in their sample. However, given that perfor-
mance anxiety is a type of social anxiety when it pertains to 
social or interpersonal performance [53], significant findings 
in Egger et al.’s [4] and Ficula et al.’s [54] studies with ado-
lescents could hint at a possible association between SR and 
subtypes of social anxiety. Nonetheless, symptoms of these 
disorders, such as concerns associated to academic, social 
and family life, can be delt with when observed by school 
practitioners through current common interventions for anxi-
ety that account for interactions between symptoms of these 
disorders and the student’s family and school environments.

Most successful interventions for children and adoles-
cents with anxiety include CBT-based approaches [58]. The 
same is true for selective and indicative school-based inter-
ventions for anxiety which generally involve CBT strate-
gies and target school-based stress and anxiety [59, 60]. In 
the context of SR, it is important that the strategies used 
are adapted to the specific factors underlying students’ non-
attendance [35]. For instance, activities on negative thought 
reappraisal should be adapted according to whether the root 
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of students’ anxieties concern academic, family or interper-
sonal issues. In addition, if family concerns are at the root of 
their anxieties, school practitioners can consider involving 
parents as partners. Notably, it is often preferred to include 
parents as partners, not only because it shares the respon-
sibilities of care. It is also consistent with the principle of 
resource circulation in the ecological model, whereby col-
laboration can increase the generalizability of interven-
tions [31]. Parental accommodation can also be integrated 
wherein parents can engage in certain behaviors and avoid 
others in efforts to reduce their child’s distress [61].

Regarding the family microsystem, compared to peers 
without SR, youth with SR are more likely to have parents 
with a history of psychopathology. Anxiety is well known to 
be subject to intergenerational transmission [48] and could 
be the way in which youth with SR develop their own symp-
toms of anxiety or depression. However, in line with the 
ecological principle of interdependence, parents of youth 
with SR may have low self-efficacy which can interact with 
youth with SR in different ways. For instance, youth with SR 
have perhaps learned low self-efficacy themselves through 
parental modelling (Social Learning Theory; [62]). Another 
possibility is that their parents themselves may have poor 
coping mechanisms to deal with their children’s SR, and 
their problem persists [16]. Through this lens, the develop-
ment of SR can be seen as interdependent with parenting 
models and follow the principle of succession. Children’s 
previous experiences may have led to the development of 
poor coping mechanisms which, in turn, may act as a bar-
rier when dealing with current experiences of school-related 
adversities such as transitions to new communities, or being 
exposed to criminal activities. In this regard, compared to 
peers without SR, youth with SR attend schools that serve 
students from neighborhoods with higher rates of poverty 
and community violence and are known to change schools 
often. Their ability to adapt to these non-normative transi-
tions might impact the development of SR as it is suggested 
to be the case with other stressful life events (e.g., divorce, 
peer conflict, etc. [48]).

If permitted by the availability of resources, partnership-
based interventions may be especially beneficial when youth 
with SR present with underlying family factors. These can be 
structural by involving parents in direct activities that engage 
them in students’ learning, or relational by involving parents 
in their children’s learning through regular communication 
[30]. Direct parental involvement in intervention through a 
structural partnership can be a facilitator to attendance for 
youth with SR who have difficulties leaving home in the 
morning, because parents can facilitate their children’s tran-
sition to school through strategies they learn from a school 
partner. Moreover, parents can engage in family-based CBT 
and gain tools for modelling adaptive coping mechanisms 
for their children with SR [58]. While not all parents may 

have the time and resources to engage in active structural 
partnerships, both structural and relational partnerships have 
been shown to increase consistency in interventions [30].

Learning and SR

Compared with peers without SR, youth with SR are more 
likely to have diverse learning needs. Some had problems 
with verbal comprehension, language, and poor academic 
achievement in mathematics, reading and writing. It is pos-
sible that these factors are influenced by the ecological prin-
ciple of adaptation which is defined as an individual’s ability 
to evolve within their different systems [39]. Specifically, 
SR may develop because they have difficulties adapting to 
the challenges of their academic work. These students may 
have underlying worries that lead to maladaptive coping 
mechanisms. It is also possible that they have missed too 
many classes and have fallen behind on work. As a result, 
special attention should be given to youth with learning dif-
ficulties and high rates of absences. Web-based therapy for 
SR [31] can be a good place to begin intervention with these 
students.

Through web-based therapy, students with SR can receive 
coaching such as DBT from the comfort of their homes. 
This is beneficial because it allows children to gradually 
be exposed to school stressors while remaining in a non-
anxious environment. Additionally, in Chu et al.’s [31] mul-
timodal approach, parents were included in daily therapy 
sessions that occurred in the mornings, when the likelihood 
youth would refuse to leave home for school was highest. 
As a result, the dose, timeliness, and context of the students’ 
natural environment were facilitators to increase the likeli-
hood of attendance [31]. Remote tutoring can also be done 
with these students to increase their sense of readiness for 
school. Finally, tutoring and academic support can be offered 
as a form of selective prevention to students who present 
with learning difficulties but are still attending class.

Microsystems within the school itself also seem to influ-
ence the development of SR. Compared with peers without 
SR, youth with SR have poor perceptions of classroom man-
agement from teachers. This can be problematic if they do 
not perceive that they have support from their teachers [5], 
especially in cases of victimization and social conflict which 
are also more associated to youth with SR more than those 
without. If youth do not feel like they have support to deal 
with these issues within the school this may interact with 
their poor coping mechanisms to deal with social conflict 
[63], and youth’s feelings of a lack of support may become 
a barrier to school attendance.

When youth with SR present with school-related barri-
ers, interventions that allow for generalization to the school 
context might be most beneficial. This can include selec-
tive prevention in the form of school-based group CBT [60]. 
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Specifically, this form of intervention can include exposure 
by being delivered gradually in the school-setting, and strat-
egies and opportunities to practice conflict resolution for 
instance. In this sense, the student with SR is not only learn-
ing adaptive social strategies to deal with stressors at school 
but is also gradually generalizing the use of those tools to 
their school-setting.

Future Directions for SR Research and Limitations

Overall, this review shed light on how more proximal sys-
tems of the ecological model can be applied as a lens with 
which to understand the complex symptomatology of youth 
with SR. Specifically, the ecological model highlighted the 
presence of individual, social and contextual factors and pro-
vided insight into how factors from different environments 
might interact to influence the development of SR-related 
symptoms. However, a deeper understanding of distal fac-
tors is needed to address the nature of interrelations between 
factors as well as additional interactions with proximal level 
factors. It remains unclear how bidirectional influences exist 
between different microsystems (e.g., mesosystem), and also 
how macro- or exo-system factors interact with proximal fac-
tors in the appearance of SR symptoms. For instance, with 
regards to the mesosystem, future studies could consider 
examining the quality of the interactions between schools 
and families. Given that youth with SR tend to have families 
with a history of psychopathology, which can act as a bar-
rier to support, research on home-school partnerships can 
shed light on facilitators to collaboration and communication 
between parents and schools in the context of SR.

While exosystemic factors were examined, socio-eco-
nomic status (SES) and neighborhoods did not significantly 
differentiate youth with SR from youth without. However, 
given that factors such as SES, but also including race, age 
and sex, are known to moderate the efficacy of school-based 
CBT interventions [59], more research using standardized 
methodology and assessments of SR is needed to further 
understand the contribution of exosystemic factors. Moreo-
ver, other distal factors such as educational curriculums and 
educational policy have been shown to impact school cli-
mate, mental health and adaptation to transitions between 
primary and secondary school [64]. It is possible that they 
influence school engagement, academic achievement, per-
ceptions of classroom management and other school factors 
that differentiate youth with SR from youth without.

With regards to the macrosystem, while the stud-
ies included in this review originated from countries in 
Europe, North America, South America and Asia, global 
differences were not examined. Future research should 
examine cultural differences in how SR is conceptualized 
to develop diverse and inclusive SR interventions glob-
ally. Moreover, the cultural value of education has been 

shown to impact performance expectations of achievement 
[65–67]. If performance is highly valued, youth might 
feel more pressure and more anxiety towards academic 
achievement, and thus develop SR-related factors such as 
performance anxiety. As a result, specific geographic dif-
ferences could be examined in future research to account 
for cultural differences in school systems that might under-
lie SR.

Moreover, it is important to note that only cross-sec-
tional studies that compared groups with and without SR 
were identified in this systematic review. As a result, it is 
not possible to know the specific types of associated fac-
tors identified (e.g., risk, precipitating, maintenance, con-
sequence, etc.), their causal relationship with SR, or the 
dynamic relationships at the forefront of Bronfenbrenner’s 
ecological model. Future longitudinal research is needed to 
identify specific risk factors associated with the development 
of SR. Longitudinal research could also highlight devel-
opmental patterns associated with the appearance of SR, 
potential continuous dimensions of SR, and how they differ 
from other SAPs. The heterogeneity of studies identified in 
terms of factors and methodological characteristics limits 
the generalizability of the findings. Specifically, the studies 
examined 67 different factors, and used different methods 
to measure the presence of emotional distress underlying 
SR. As presented in Table 2, these methods were not always 
standardized or reliable. While determinant profiles exist to 
distinguish school attendance problems [3, 68], one solution 
to the heterogeneity of factors associated to youth with SR 
would also be the development of SR profiles through latent 
class analysis. This way, we may be able to better identity 
youth with different presentations of SR and better able to 
identify their underlying intervention needs. In addition, the 
identified studies date between 1983 and 2015 and might not 
reflect the reality of youth with SR in today’s reality and the 
impact of additional contextual factors such as digital media 
and digital literacy in the classroom. For instance, during 
the COVID-19 pandemic, remote learning has led some stu-
dents to feel socially isolated and present more mental health 
issues [69, 70]. For students with SR, remote learning may 
have been a facilitator to school attendance for those with 
underlying psychopathology such as a performance anxiety 
subtype of social anxiety, but may have been an added bar-
rier for students with learning difficulties. Future research 
is needed to further clarify the impact of remote learning on 
both the factors associated to SR and schools’ ability to mon-
itor attendance and identify students with SR. In addition, 
most of these studies were conducted with WEIRD samples 
[71], which further limits the generalizability of these find-
ings. Finally, considering the limited number of studies that 
compare youth with SR to youth without SR, future research 
is needed to highlight the developmental mechanisms under-
lying SR to help school practitioners identify youth with 
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this type of attendance problem early and to differentiate 
potential presentations at different ages.

Conclusions

This study was the first to systematically review existing 
literature on the factors that differentiate youth with SR from 
youth without SR. It is an important step forward in under-
standing how to implement an ecological approach to assess-
ment and intervention for youth with SR. Overall, the use of 
an ecological model allowed for a holistic view of the factors 
underlying SR in youth. This facilitates the development of 
intervention plans that can rely on multisystem and intensive 
team approaches to tackle SR [28], as well as orient psycho-
social interventions from which youth with SR are known 
to benefit from Maynard et al. [18]. Accordingly, our review 
points towards the relevance to focus on modifiable factors 
from different ecological systems and, when applicable, to 
gather the expertise of practitioners from these different 
systems (i.e., parents in addition to educators) to provide a 
well-rounded intervention plan. In terms of selective preven-
tion, special attention should be made towards students pre-
senting with diverse learning needs and characteristics that 
underlie anxiety and depression before attendance begins 
to drop. For indicative prevention, school practitioners can 
focus on increasing attendance [18] by providing support 
in areas of academic achievement, social interactions, emo-
tional distress and teacher-student relations. Further research 
is needed that examines the differences between factors pre-
sent in youth with and without SR, particularly longitudinal 
research that highlight profiles of youth that are suscepti-
ble to developing SR. Such research can provide additional 
insight for school practitioners to develop equitable, diverse 
and inclusive interventions for students with SR.

Summary

School refusal is a school attendance problem characterized 
by emotional distress [3]. While the emotional and behav-
ioral difficulties of youth with anxious school refusal are 
usually evident, the specific factors associated to them are 
not [28]. To provide a more holistic view of school refusal, 
the current study relied on both the principles and systems 
of Bronfenbrenner’s [39] ecological model. Through this 
ecological lens, this systematic review examined the fac-
tors that differentiated children and adolescents with school 
refusal from those without. Based on the Center for Reviews 
and Dissemination’s (CRD; [41]) internationally recognized 
guidelines, the review identified 15 studies comparing youth 
with and without school refusal and examining 67 differ-
ent factors. Fourty-four individual, social and contextual 

factors that differentiate youth with school refusal from 
peers without school refusal were identified. The central-
ity of anxiety, or anxiety-related symptoms, and diverse 
learning needs were highlighted as main points of contrast 
between youth with school refusal and those without. In 
accordance with the findings and principles of the ecologi-
cal model, recommendations were made for the inclusion of 
multiple stakeholders (e.g., parents in addition to teachers 
or school practitioners) in intervention for school refusal. 
Future longitudinal research is needed to gain insight into 
a developmental understanding of the profiles of youth that 
are more likely to develop anxious forms of school refusal.
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