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Abstract:
							                           
Difficulties with attending school are common in children referred to anxiety disorders clinics. Although parental factors have been posited as playing an important predictive role, little is known about which parental factors are associated with school attendance difficulties (SADs). We address this gap by examining family accommodation, parental psychological control, parental anxiety, and parental depression as possible predictors of SADs in children (N=343; ages 6 to 17 years, M=10.40 years, SD=2.93; 84% mothers; M=41.20 years, SD=5.49) who presented to a childhood anxiety disorders clinic. Forty-eight percent (n= 166) had SADs including not attending school, arriving to school late and/or leaving early, not staying in the classroom during school hours, or behavior problems associated with attending school (e.g. morning tantrums). Logistic regression analyses using child and parent ratings revealed that of the parental variables examined, family accommodation and parental depression were significant predictors of SADs after controlling for the effects of parental psychological control, parental anxiety, child age, child anxiety and child depression. The study’s findings suggest that high levels of family accommodation and high levels of parental depression increase the odds of SADs in anxious children
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Resumen:
						                           
Las dificultades para asistir a la escuela son comunes en niños referidos a clínicas sobre trastornos clínicos de ansiedad. Aunque los factores de los padres se han postulado como que juegan un importante papel predictivo, poco se sabe sobre qué factores de los padres están asociados con los problemas de asistencia escolar (PAE). Abordamos esta brecha al examinar la adaptación familiar, el control psicológico de los padres, la ansiedad de los padres y la depresión de los padres como posibles predictores de PAE en los niños (N=343; edades de 6 a 17 años, M=10,40 años, SD=2,93; 84% de madres; M=41.20 años, SD=5.49) que acudieron a una clínica de trastornos de ansiedad infantil. El cuarenta y ocho por ciento (N=166) tenía PAE que incluían no asistir a la escuela, llegar tarde a la escuela y / o irse temprano, no quedarse en el aula durante las horas escolares o problemas de comportamiento asociados con la asistencia a la escuela (por ejemplo, berrinches matutinos). Los análisis de regresión logística con calificaciones de niños y padres revelaron que las variables parentales examinadas, la acomodación familiar y la depresión parental fueron predictores significativos de PAE después de controlar los efectos del control psicológico parental, la ansiedad parental, la edad infantil, la ansiedad infantil y la depresión infantil. Los hallazgos del estudio sugieren que los altos niveles de acomodación familiar y los altos niveles de depresión de los padres aumentan las probabilidades de PAE en niños ansiosos.



Palabras clave: Ansiedad infantil, asistencia escolar, rechazo escolar, alojamiento familiar, predictores parentales.
                                








Defining school attendance difficulties (SADs) has had many twists and turns for close to a century, with varying emphasis of the difficulties as a societal problem (illegal truancy), a clinical entity (psychoneurotic truancy/school refusal) (Broadwin, 1932; Partridge, 1939), ‘school phobia’, characterized by an over-dependent mother-child relationship (Johnson, Falstein, Szurek, & Svensen, 1941), and a functional definition relating to approach versus avoidance motivation (Kearney & Silverman, 1993). Heyne, Gren-Landell, Melvin, and Gentle-Genitty (2018) provide a scholarly and comprehensive summary of the progressive development of these varied approaches to the definitions. Tonge and Silverman (2018) provide further commentary on Heyne et al., and other articles contained in a special issue on the topic, highlighting specific gaps in the literature, the need for pragmatic approaches to address the gaps in light of the complexities of SADs, and the promise of transformational change as research in the field continues.

Most research studies of SADs use percentage of time absent, most commonly between 10% and 25%, as the primary criterion for study sample inclusion (e.g., Berg, 1997; Heyne et al., 2002; Kearney, 2008). Using a specific percentage of time absent is reasonable to ensure participant sample selection is standardized in research. However, a stringent percentage of time absent criterion fails to capture the full breadth of children’s SADs. Many children have difficulty attending school that can be operationalized as present versus absent, but SADs can also include behavior problems (e.g., morning tantrums, morning somatic complaints), not staying in the classroom during school hours (e.g., in office of guidance counselor, in office of school nurse), arriving to school late and/or leaving school early.

To ensure study samples are more representative of the population, it is important to broaden research samples so that they include children who are fully absent and children who show these other SADs. Further, is not prudent to wait until children have excessive and chronic school absences to intervene, as chronic school absenteeism has been shown to be associated with negative child outcomes (e.g., Kearney, 2008). Kearney and Graczyk (2014) proposed a Response to Intervention (RtI) model to reduce SADs and promote school attendance. RtI is a 3-tiered school-based systematic approach that uses evidence-based practices to ensure academic and socioemotional success for students (Clark & Alvarez, 2010). Kearney and Graczyk argue that a RtI model is well-suited for promoting school attendance and addressing school absenteeism in part because of RtI’s emphasis on early identification and treatment of student problems. Tier 1 focuses on universal interventions directed at all students, Tier 2 focuses on targeted interventions for at-risk students, and Tier 3 focuses on intensive interventions for students with severe problems. In Tier 1, students are regularly assessed to identify who might require Tier 2 interventions. Thus, broadening samples to include students with SADs is especially relevant for Tiers 1 (i.e., identifying students at risk) and 2 (i.e., targeted interventions for students at risk). Further, if predictors of SADs can be empirically established, such factors can help inform Tier 2 interventions.

In the present investigation we studied a sample of children with SADS referred to an anxiety disorders clinic and compared them to a sample of clinic referred anxious children without SADs. The primary aim was to identify predictors SADs. The focus was on parent variables because although posited as predictive (e.g., Kearney, LaSota, Lemos-Miller, & Vecchio, 2007; Place, Hulsmeier, Davis, & Taylor, 2002), data are scant. We could only identify one study that examined parental predictors of school refusal, and this study yielded nonsignificant findings (Carless, Melvin, Tonge, & Newman, 2015). Below is a brief background and justification for what is known about the variables we selected to study.



Family Accommodation


Family accommodation has been undergoing extensive and deep investigation in the child anxiety research literature (e.g., Benito et al., 2015; Lebowitz et al., 2013; Lebowitz, Omer, Hermes, & Scahill, 2014; Lebowitz et al., 2016; Norman, Silverman, & Lebowitz, 2015; Thompson-Hollands, Kerns, Pincus, & Comer, 2014). Family accommodation describes changes that parents make to their own behaviors to help their child avoid anxiety related distress. Parents may actively participate in their child’s anxious symptoms, modify the family routines, or both. A recently completed clinical trial showed that a parent-based intervention that focused on reducing family accommodation (Supportive Parenting for Anxious Childhood Emotions; SPACE) was effective in reducing childhood anxiety (Lebowitz, Marin, Martino, Shimshoni, & Silverman, in press).

Despite its critical role in childhood anxiety, there are no studies on family accommodation in children with school refusal and/or SADs. Family accommodation may be relevant to SADs, as parents of children with SADs may accommodate in various ways such as allowing the child to arrive to school late, leave early, etc. School refusal has further been characterized by high levels of parental overprotection, a construct that has been implicated in contributing to high levels of family accommodation (Norman et al., 2015). In a sample of 63 children (aged 7 to 17 years; M=13.5, SD=2.4) with school refusal referred to an anxiety disorders clinic, Last and Strauss (1990) found that compared to healthy controls, parents of children with school refusal (least 10% missed days) reported higher levels of child dependency and overprotection.





Parental Psychological Control


Parental psychological control, characterized by shame and guilt induction, and by low autonomy granting, has been shown to have robust links with childhood anxiety (e.g., Nanda, Kotchick, & Grover, 2012) and has been identified as a mediator of child anxiety treatment outcome (Settipani, O’Neil, Podell, Beidas, & Kendall, 2013; Silverman et al., in press). This variable has not been studied in children with school refusal or SADs, though low autonomy granting by parents has been suggested as an important parental characteristic amongst these children (Kearney, Chapman, & Cook 2005). Although not a study of parental psychological control per se, but of familial variables that included “active-recreational orientation,” Hansen, Sanders, Massaro, and Last (1998) found that low levels of parental encouragement of social and recreational activities was predictive of high levels of school absenteeism (at least 10% missed days) in a sample of 76 children (aged 6 to 17 years; mean age and SD were presented separately for boys (M=12.57, SD=2.90) and girls (M=11.88, SD=2.79) referred to an anxiety disorders clinic. Ingul et al. (2018) noted that children who spend a majority of their time at home outside of school hours could lack opportunities for developing skills that foster autonomy and independence. Taken together, we reasoned that high parental psychological control would be predictive of SADs, because parental psychological control is similarly characterized by low parental encouragement of child autonomy.





Parental Anxiety and Parental Depression


There is a large literature demonstrating that parental anxiety and depression are common amongst children with anxiety disorders (e.g., Colletti et al., 2009; Silverman, Cerny, Nelles, & Burke, 1988; Woodruff-Borden, Morrow, Bourland, & Cambron, 2002). Children with school refusal similarly have parents with high levels of anxiety and/or high levels of depression (e.g., Bahali, Tahiroglu, Avci, & Seydaoglu, 2011; Bools, Foster, Brown & Berg, 1990; Kearney & Silverman, 1995; Last, Strauss, & Francis, 1987). Parental anxiety and/or depression may make it difficult for parents to adequately support a child with SADs (Heyne, 2006). Bahali et al. (2011), for example, examined 55 pairs of parents (mothers Mage=36, SD=6; fathers Mage=41, SD=6; age range not provided) who had children (aged > 5 years) with school refusal (e.g., at least 1 month absent) referred to a university-based general child outpatient clinic, and were compared with a community sample of parents (n=56; mothers Mage=37, SD=5; fathers Mage=41, SD=5; age range not provided) of non-school refusers. Findings showed that parents of school refusers reported significantly higher levels of anxiety and depression compared with parents of the non-school refusers. In the one study on parental predictors of school refusal, Carless et al. (2015) similarly found that parents of adolescents (aged 12 to 17 years; M=13.93, SD=1.33) with school refusal had higher levels of anxiety and higher levels of depression compared to healthy controls. However, after controlling for other parent and child factors, the effects of parental anxiety and parental depression no longer predicted school refusal. 





Present Study


The aim of the present study was to examine whether family accommodation, parental psychological control, parental anxiety, and parental depression were significant predictors of SADs. We hypothesized that high levels of family accommodation and high psychological control would increase the odds of having SADs (e.g., Kearney et al., 2005). More tentatively, we hypothesized that children whose parents reported high levels of anxiety and/or high levels of depression would also have increased odds of having SADs (e.g., Carless et al., 2015). Because of previously documented associations with school refusal, we included child age, child anxiety, and child depression as covariates in the models (e.g., Egger, Costello, & Angold, 2003). Because there is generally low agreement between parent and child reports (De Los Reyes, 2011; Silverman & Eisen, 1992), and to advance understanding of parents’ and children’s perspectives, separate logistic regression analyses were run with child and parent rated measures. Separate analysis of the child and parent ratings represent another important advance over past research, which generally include parent ratings only.







METHOD




Participants


Participants were 343 children aged 6 to 17 years (M=10.40 years, SD=2.93; 50.4 % girls) and their parents (84% mothers; aged 30 to 54 years, M=41.20, SD=5.49), who presented consecutively to an anxiety disorders research clinic. Children were referred due to concerns with excessive fears, anxiety, and/or worry. Most of the children met diagnostic criteria for a Diagnostic and Statistical Manual (DSM-IV) primary anxiety disorder diagnosis (93.5% total; generalized anxiety disorder = 32.7%, social phobia = 27.4%, separation anxiety disorder = 16.3%, specific phobia = 10.2%, and the remaining 6.9% having other anxiety disorders (e.g., panic disorder). The remaining 6.5% of the sample met for either an externalizing disorder (e.g., attention deficit hyperactivity disorder, 4.2%) or a mood disorder (2.3%). The sample was predominantly White (84.8%) and non-Hispanic (86.6%) with a minority being multiracial (8.2%), African American (2.9%), or Asian (2.3%). Eighty-four percent of parents were married or cohabitating with a partner; 86.6% reported family incomes of at least $61,000.

Inclusion criteria for the SADs group were based on parents’ affirmative responses to specific items on the Anxiety Disorders Interview Schedule for Children – Parent Versions (Silverman & Albano, 1996) and the Child Behavior Checklist (Achenbach & Edelbrock, 1983) (see Measures). Of the 343 children, 48% (n=166) of children had SADs. The remaining 177 children presented to the clinic but did not have SADs (see Table 1 for additional sample characteristics).
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Measures



-Diagnostic Interview 


Anxiety Disorders Interview Schedule - Child and Parent Versions (ADIS-IV: C/P; Silverman & Albano, 1996). The ADIS: C/P are semi-structured interviews with good to excellent reliability, and strong correspondence with anxiety questionnaire ratings (Silverman, Saavedra, & Pina, 2001; Wood, Piacentini, Bergman, McCracken, & Barrios, 2002). Graduate-level clinicians or licensed psychologists, trained by WKS, administered the interviews. Diagnostic profiles were finalized during case presentation meetings in which a final diagnostic profile was determined by group consensus. Case meetings were attended by study authors, licensed clinical psychologists and clinicians with expertise in the assessment of childhood anxiety.

We used the School Refusal module of the ADIS-IV/P to select children for inclusion in the SADs group. The School Refusal module contains questions such as, “Does your child have problems attending or staying in school?” and “Does your child often go to see the nurse or often complain of feeling sick while in school?” As noted, children whose parents responded affirmatively to these and other items were included in the SADs group.





-Measures Completed by Parents and Children



Family Accommodation Scale – Anxiety (FASA/FASA-CR; Lebowitz et al., 2015). Family accommodation was assessed using respective versions of the FASA. All items are rated along a 0 (Never) to 4 (Daily) rating scale. Total FASA accommodation scores are derived by summing the first 9 items of the FASA. The FASA and FASA-CR have demonstrated internal consistency (α=.80) and convergent validity (r=.45) (Lebowitz et al., 2013; Lebowitz et al., 2015). Coefficient alpha in the current sample was .88 for parents and .80 for children.


Parenting Behavior Inventory (PRPBI/CRPBI; Schludermann & Schludermann, 1970). The PRPBI/CRPBI is a 30-item rating scale that assesses perceived parents’ behaviors toward the child, from the perspective of the parent and child, respectively. All items are rated on a 0 (Not like), 1 (Somewhat like) or 2 (A lot like) rating scale. We used the Psychological Control (PC) subscale in this study, which contains 10 items. Coefficient alphas between .76 and .82 have been reported for different informants (Schwarz, Barton-Henry, & Pruzinsky, 1985). Coefficient alpha in the current sample was .76 for parents and .77 for children.


Multidimensional Anxiety Scale for Children (MASC 2-P/MASC 2-SR; March, 1997). The MASC 2 is a 50-item rating scale, rated on a 0 (Never) to 3 (Often) point scale. The MASC 2-P and MASC 2-SR have been shown to have good reliability and validity (March, 1997). We used the total score on the MASC 2. Coefficient alpha in the current sample was .90 for parents and .93 for children.





-Measures Completed by Parents



Child Depression Inventory (CDI; Kovacs, 1981). The CDI is a 27-item child self-rating scale that assesses cognitive, affective and behavioral signs of depression. Children are asked to select the item that best describes themselves in the past two weeks (e.g., I am sad once in a while, I am sad many times, or I am sad all the time). The CDI has been shown to have good internal consistency and moderate test-retest reliability and validity estimates (e.g., Kovacs, 1981). Coefficient alpha in the current sample was .88.



-Measures Completed by Parents



Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 1983). The CBCL is a widely used, psychometrically strong parent rating checklist about their children’s behavior problems. We used the following two items to determine children’s inclusion in the SADs group: (1) fears going to school and (2) skips school. Parents’ ratings correspond to scores of 0 (not true), 1 (somewhat or sometimes true), or 2 (very true or often true). Children were included if the parent rated either question with a “1” or “2”. Coefficient alpha in the current sample across the two items was .93.


Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988). The BAI is a 21-item questionnaire that assesses parental anxiety. Items were rated on a 0 (Not at all) to 3 (Severely, it bothered me a lot) point scale. The BAI is widely used in both research and clinical practice and has shown to have excellent psychometric properties (Beck, et al., 1988). Coefficient alpha in the current sample was .92.


Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961). The BDI is a 21-item questionnaire that assesses parent depression. Parents are asked to select the item that best describes them in the past month (e.g., I do not feel sad; I feel sad; I am sad all the time and I can’t snap out of it; I am so sad and unhappy that I can’t stand it). The BDI has shown adequate reliability and internal consistency (Beck et al.). Coefficient alpha in the current sample was .88.







Procedure


The study was approved by the university’s Institutional Review Board. All parents and children provided informed consent/assent, followed by their completion of diagnostic interviews and questionnaires. Prior to completion of each questionnaire, directions for each were read aloud by trained research assistants. Individual questionnaire items were read aloud to younger children and to children with reading difficulties, with the child reading along with the research assistant (who was instructed not to view the child’s responses to reduce demand).





Data Analysis


Logistic regression analyses were conducted to examine predictors (e.g., family accommodation, psychological control) of SADs. Separate models were conducted with parent and child rated measures. In each model all predictors were entered simultaneously to predict SADs. This approach provides a test of the association between each specific predictor on SADs while controlling for all other predictors in the model. Covariates in the parent model included child age and anxiety; covariates in the child model included child age, anxiety, and depression.







RESULTS




Preliminary Analyses


Analyses were conducted in Mplus version 7.4 (Muthén & Muthén, 2012) and SPSS 24. Prior to conducting main analyses, the data were examined for outliers, nonnormality, and missing data. Outliers were examined using non-model and model- based analyses. No outliers were identified. Missing data was accommodated using full information maximum likelihood methodology (Enders, 2010). We used an estimator with robust standard errors (Wilcox, 2003).





Main Analyses



Table 1 provides descriptive statistics comparing children with and without SADs on sociodemographic and study variables. There were no statistically significant differences between children with and without SADs on any sociodemographic variables or primary anxiety diagnoses. Children with SADs compared to children without SADs had significantly higher levels of family accommodation, parental anxiety, parental depression, child anxiety, and child depression. Table 2 provides bivariate correlations among study variables.
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Parent Model. Family accommodation (FASA), psychological control (PRBPI-PC), parental anxiety (BAI), and parental depression (BDI) were entered in the model to predict SADs. Child age and anxiety were included as covariates in the model. Results from logistic regression analysis showed that for every one unit increase in family accommodation, the change in log odds increased by .05 units (S.E.=.02). That is, every one unit increase in family accommodation increased the odds of SADs by 5%. For every one unit increase in parental depression, the change in log odds increased by .06 units (S.E.=.03). That is, every one unit increase in parental depression increased the odds of SADs by 6%. Parental anxiety (logistic coefficient=-.002, S.E.=.02) and parental psychological control (logistic coefficient=-.06, S.E.=.04) did not predict SADs. In summary, parent rated family accommodation and parental depression predicted SADs, after controlling for the effects of psychological control, parental anxiety, child anxiety, child age, and child depression. The variables in the model accounted for 16% of explained variance in SADs (see Table 3 for logistic regression results).


Child Model. Family accommodation (FASA-CR) and psychological control (CRPBI-PC) were entered in the model to predict SADs. Child age, anxiety, and depression were included as covariates in the model. Results from logistic regression analysis showed that for every one unit increase in family accommodation, the change in log odds increased by .04 units (S.E.=.02). That is, every one unit increase in family accommodation increased the odds of SADs by 4%. Parental psychological control (logistic coefficient=-.05, S.E.=.03) did not predict SADs. In summary, only child rated family accommodation predicted SADs, after controlling for the effects of all other variables in the model. The variables in the model accounted for 6% of explained variance in SADs (see Table 3).
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DISCUSION AND CONCLUSIONS


The present study examined parental predictors of SADs. The study addressed whether family accommodation, parental psychological control, parental anxiety, and parental depression were significant predictors of SADs.

Results from logistic regression analyses showed that high levels of family accommodation significantly increased the odds of children having SADs. This finding was consistent using both parent and child ratings. In contrast to the only study that examined parental depression as a predictor of school refusal behavior (Carless et al., 2015), parental depression significantly increased the odds of children having SADs. Contrary to our hypotheses, neither parental psychological control nor parental anxiety significantly increased the odds of having SADs.

This is the first study to demonstrate that family accommodation is a significant predictor of SADs in a clinic referred sample of anxious children. Family accommodation has received substantial attention in recent years (e.g., Benito et al., 2015; Lebowitz et al., 2013). Parents of children with SADs may accommodate by allowing their child to either arrive late or leave early, or miss specific class periods, raising the likelihood the child will miss even more school (partial absences may be associated with chronic absenteeism) (Kearney, 2008). In line with a RtI model (Kearney & Glaczik, 2014), broadening samples and identifying parent factors is relevant to Tiers 1 (identifying at risk students) and 2 (interventions for at risk students). If replicated, these findings could lead to evidence-based targets for prevention and treatment interventions for children with SADs, including parent-based interventions, such as SPACE (Lebowitz et al., in press). Future studies might examine whether reducing family accommodation with SPACE leads to decreased SADs.

Parental depression, but not parental anxiety, significantly increased the odds of children having SADs. When parental anxiety was examined as the only predictor of SADs, every one unit increase in parental anxiety significantly increased the odds of SADs by 4%. These findings suggest that when parents report both high levels of anxiety and high levels of depression, parental depression has a greater impact on SADs than parental anxiety. It has been suggested that parental depression may make it difficult for parents to adequately support a child with SADs (e.g., Heyne, 2006). Another likely explanation is a more a nuanced relationship between parental depression and SADs in which genetic, biological, and behavioral conditioning processes increase the risk of SADs in anxious children who have depressed parents (Ingul et al., 2018).

Our study is the first to examine parental psychological control in children with SADs and/or school refusal. Although psychological control was not found to be a significant predictor, perhaps it is low autonomy granting, not parental psychological control (e.g., parental shaming/ guilt induction) that is more associated with SADs. It would be helpful for future studies to include separate measures of parental autonomy granting and parental shaming/guilt induction to determine the relative contribution of these parent variables to SADs.

This is a novel study that used a broader definition of school refusal and the first to use both parent and child ratings of parental factors; nevertheless, it is not without limitations. First, we are not able to make inferences about the direction of effects between family accommodation and parental depression on SADs because of the study’s cross-sectional design. The use of longitudinal designs in future studies can help elucidate the direction of effects. Second, researchers should consider augmenting rating scale data with observational data. Third, the sample in the current study was predominantly White and of high socioeconomic status. We are unable to generalize these findings to more diverse populations. Fourth, subsequent studies should include both maternal and paternal data to obtain a fuller family picture of these variables as predictors of SADs. These limitations notwithstanding, as the first study in this area, the findings pave the way for theoretical and clinical investigations of the role of parents in SAD in children referred to an anxiety disorders clinic.
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Table 1. Sample Characteristics and Descriptive Statistics of Study Variables
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Table 2. Pearson’s Bivariate Correlations Among Study Variables
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Table 3. Logistic Regression Analyses of Parental Predictors of SADs
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