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Feasibility of the Back2School Intervention in the Finnish Context:
A Transdiagnostic Cognitive-Behavioral Intervention for School Attendance Problems

The prevalence, associated difficulties, and possible increase of school attendance problems
(SAP) have been a subject of concern in Finnish schools. In a government report on the current
situation, Maétta et al., (2020) estimated the Finnish prevalence of SAP to be around 2-3% in
Finnish secondary schools, the mean duration of the problem lasting over 2 years of the 3 years
spent in secondary school education, indicating a somewhat chronic course among most students
experiencing SAP-problems (Mdittd et al., 2020). The literature indicates a wide range of short and
long-term complications that are associated with school non-attendance, such as socioemotional
difficulties (Gottfried, 2014; Malcolm et al., 2003), poor academic performance (Gershenson et al.,
2017; Gottfried, 2014), early school dropout (Carroll, 2010; Christle et al., 2007; Schoeneberger,
2012), future unemployment (Attwood, & Croll, 2006), and various forms of psychopathology
(Bools et al., 1990; Egger et al., 2003; Flakierska et al., 1988). A wide range of psychosocial risk
factors has been identified concerning SAP. The authors of the field have traditionally differentiated
between individual factors (such as temperamental individual differences and physical illness),
family factors (such as rapid changes in the familial structure, parental psychopathology, and
dysfunctional parental styles), school factors (such as the transition to a new school, social
exclusion, bullying and dislike of a specific school subject) and community factors (such as
performance pressure and lack of support) (Heyne, 2006; Maynard et al., 2018; Thambirajah et al.,
2008).

Theoretically, the different risk factors can be understood from the perspective of
Bronfenbernner’s theory of bioecological systems. According to Bronfenbrenner, psychosocial
development emerges from different interactions between the child and different levels of their
distal and proximal environment. The theory divides the developmental interactions into five levels
with interacting influences ranging from the immediate environment (e.g. family, peers, and school)
to more distal sources of developmental influence (e.g. community services, societal values, cultural
beliefs and policies, and the broader historical context) (for in-depth theoretical description, see
Bronfenbrenner, 1977; Bronfenbrenner & Morris, 2007; Melvin et al., 2019a).

In the SAP intervention literature, a lack of best practice guidelines can be observed
regarding psychosocial interventions, arguably particularly in the Nordic countries, with very few
intervention trials conducted (Méitté et al., 2020). Given the rising concern regarding school
attendance problems and the lack of scientifically validated psychosocial interventions in Finnish

students and specialized health care, there is an evident need for evidence-based interventions for



2

school attendance problems. The present study aims to bridge this gap between science and practice
by evaluating the feasibility of the Back2School program, a transdiagnostic cognitive-behavioral
intervention for school attendance problems in the Finnish context, and to provide helpful
guidelines for future efficacy trials of the intervention.

Due to the broad spectrum of relevant etiological factors, and the long history of the SAP
literature, due to its high relevance to children's psychosocial functioning, the definition,
terminology, and taxonomy of the different types of SAP have been a subject for debate and
discussion (Heyne et al., 2019). Beyond the shared factor of school non-attendance, SAP is a
considerably heterogeneous clinical phenomenon, with a wide range of associated symptomatology
with different precipitating and perpetuating factors underlying the appearance and maintenance of
non-attendance (Heyne et al., 2019; Kearney 2008; Lomholt et al., 2020). Therefore, an agreement
on the 1) threshold for problematic school absenteeism, and 2) the categorization of different types
of problematic school absenteeism, is crucial for a phenomenological understanding of the concept,
and eventually for the planning of correctly targeted interventions.

Definition and categorization of school attendance problems

Different attempts to reach a common agreement regarding the definition and categorization
of school attendance problems have been made in the modern SAP literature. Many attempts have
been made to formulate the appropriate threshold level between normal and problematic
absenteeism (e.g. Gentle-Genitty et al., 2015; Kearney, 2003; Kearney, 2008) and to differentiate
between the specific types of school attendance problems (e.g. Atkinson et al., 1985; Broadwin,
1932; Heyne, 2019).

Kearney’s model is arguably the one that is closest to approaching consensus between
researchers for identifying the threshold for a problematic level of SAP in today’s field (Kearney,
2008). The model consists of three separate indicators: 1) the child has missed a minimum of 25%
of total school time for at least 2 weeks; 2) significant difficulty attending school for a minimum of
2 weeks and a considerable negative impact on the daily functioning of the child or the family; and
3) a minimum of 10 days absence from school during 15 weeks, excluding holidays. These criteria
also serve the function of differentiating problematic school absenteeism from normal or expected
absenteeism, with the latter being described by Kearney as “agreed on by parents and school
officials as legitimate in nature and not involving detriment to the child” (Kearney, 2003).

The struggle to accurately conceptualize the heterogeneity of school attendance problems in
separate descriptive subcategories can historically be attributed to inconvenient semantic factors
regarding the terminology (for a comprehensive summary, see Heyne, 2019), and quantitatively,
possibly, to overlapping categories within the SAP spectrum (Kearney, 2005; Lyon & Cotler,

2007). With regard to the terminology, various terms have been used throughout the literature with



different meanings, confusing both practitioners and researchers. Terms such as “school refusal”,
“truancy”, “school refusal behavior” and “problematic absenteeism’ have been used inconsistently
in a context-independent way (Heyne et al., 2018). Different authors use different terms to describe
different levels of analysis of school attendance problems. For example, “truancy” is used by some
authors synonymously with terms such as “school attendance problems" or “school refusal” to
describe the general construct of unexcused absence from school. By others, truancy is used to
describe the act of deliberately skipping school without the parents being aware, often to search out
tangible rewards outside of school, and often with accompanying externalizing psychopathology
(Bools et al., 1990; Vaughn et al., 2013).

This kind of interchangeable terminology, mixing different levels of analysis, has been a
characteristic problem of the SAP literature (Birioukov, 2016; Heyne et al., 2019; Keppens &
Spruyt, 2017). Many attempts were made during the 20th century to create an accurate and
clinically useful taxonomy for different school attendance problems (Broadwin, 1932; Hiatt, 1915;
Kahn & Nursten, 1962; Reid, 1985), historically differentiating between the “neurotic” and the
“characterological” types of school attendance problems (Coolidge et al., 1957; Kearney, 2001).
The taxonomy that is commonly used in the modern literature differentiates between three types of
school attendance problems: school refusal (SR), truancy (TR), and school withdrawal (SW)
(Heyne et al., 2019). The fourth category of school exclusion (SE) has also been discussed, however
without the same degree of scientific consensus as the three primary constructs. SR portrays school
absenteeism that is associated with emotional distress and internalizing psychopathology, mainly
anxiety and depression (Berg et al., 1968; Berg, 1992; Heyne et al., 2019). Historically, this
description is in line with the “neurotic” absenteeism motivated by emotional distress. The absence
is not hidden from the child’s parents and the child is not displaying significant externalizing
symptoms. TR refers to absenteeism without the parents' permission and the attempt to hide it from
them. It is often associated with externalizing psychopathology and the pursuit of tangible
reinforcements outside of school (Berg, 1997; Gentle-Genitty et al., 2015; Keppens & Spruyt, 2017)
Historically, TR would be the equivalence of the characterological absenteeism mediated by
antisocial behavior and tendencies (Sheldon, 2015). SW describes school non-attendance that is
initiated and maintained by parental efforts, without the motivation to make the child return to
school (Berg et al., 1978; Berg, 1992). The additional category of SE relates to absenteeism that can
be attributed to reasons caused by the school, such as inappropriate disciplinary measures or a
failure to offer the necessary support to attain the child's needs (Heyne et al., 2019).

The functional differences between the different types of school attendance problems reflect
the need for tailored interventions and the problem of conceptualizing SAP as a homogenous

clinical variable in treatment planning (Kearney, 2006; Lomholt, 2020). In the clinical literature, the



focus has been on the two most prevalent (Maittd et al., 2020) and arguably, functionally most
different (Heyne et. al, 2019), types of SAP: school refusal and truancy. The clinical utility of this
distinction is comparable to the different treatment approaches that evidence-based practice
guidelines suggest regarding the treatment of internalizing versus externalizing psychopathology
(Chronis et al., 2006; David-Ferdon & Kaslow, 2008; Eyberg et al., 2008; Silverman et al., 2008).
Indeed, Kearney has formulated a possible more clinically applicable alternative to the tripartite
model, with a division of SAP into four subtypes, divided into two categories according to the type
of behavioral reinforcement that underlies the maintenance of absenteeism (Kearney & Silverman,
1990; Kearney & Silverman, 1993; Kearney & Silverman, 1999; Kearney, 2006). Kearney’s theory
adopts a functional perspective, describing four theoretical underlying reasons for the maintenance
of school absenteeism: 1) avoidance of school-related stimuli that provoke general negative
affectivity (negative reinforcement); 2) escape from anxiety-provoking social and/or evaluative
situations (negative reinforcement); 3) pursuit of attention from significant others (positive
reinforcement); and 4) pursuit of tangible reinforcement outside of the school setting (positive
reinforcement) (Kearney, 2002).
Existing interventions for SAP and the “problem” of heterogeneity

A distinction between school attendance problems with school refusing features versus
truant features should be considered when reviewing the literature on interventions for SAP, not
only because of the different negative outcomes and developmental pathways associated with this
rough categorization of school non-attendance but also because of the different clinical methods
typically applied for these types of SAP (Keppens & Spruyt, 2020; Maynard et al., 2018).

Traditionally, the literature on SAP interventions has been specific to a particular type of
school attendance problem, with school refusal behavior with its functional relationship to
internalizing symptoms being the most studied type of attendance problem and cognitive behavioral
therapy (CBT) the most studied type of intervention (Heyne e.al, 2019; Maynard et al., 2018). CBT
is a psychotherapeutic approach that focuses on the interaction between thoughts, emotions, and
behaviors as perpetuating factors behind psychological distress. The theoretical foundation behind
CBT lies in the integration between the so-called cognitive model and behavioral learning theory.
From a cognitive point of view, CBT considers negatively distorted thinking and selective attention
as key mechanisms behind the maintenance of psychological symptoms. CBT tries to enhance a
more adaptive form of thinking by challenging and replacing these cognitive models and schemas
with more realistic ones. The behavioral aspect of CBT focuses on how learned behaviors through
the principles of classical and operant conditioning can maintain distress and maladaptive
functioning. By identifying and modifying maladaptive behaviors, using for example the behavioral

principles of reinforcement and extinction, CBT tries to achieve interaction effects with the



cognitive interventions to relieve symptoms and increase the clients' everyday functioning (Beck,
1979; Beck, 2020).

The psychosocial approach to treating school refusal has a history stemming from the early
20th century with a variety of treatments being tested, including psychodynamic, familial, Rogerian,
and psychopharmacological approaches (e.g. Blagg, 2018; Melvin & Gordon, 2019b; Sahel, 1989;
Wu et al., 2013). During the last four decades, behavioral, cognitive, and cognitive-behavioral
approaches have developed to be the most prominent forms of interventions found in the literature
(e.g. Bernstein et al., 2000; Blagg & Yule, 1984; Hannan et al., 2019; King et al., 1998; Last et al.,
1998). Early behavioral interventions laid a heavy emphasis on conditioning principles, using for
example exposure-based techniques, relaxation training, social skills training, and contingency
management. Contemporary forms of interventions with a behavioral foundation have increasingly
started to integrate cognitive components with behavioral ones, such as cognitive restructuring, a
focus on distorted beliefs, and psychoeducational efforts (Maynard et al., 2018). Furthermore, the
course of treatment has evolved from standardized manuals to modular and individually tailored
interventions relying on individual case formulations and an emphasis on the functional behaviors
and cognitions maintaining non-attendance and associated psychiatric symptoms (Heyne &
Rollings, 2002; Heyne et al., 2008; Tolin et al., 2009). Active involvement of the child's family and
school staff is also considered essential to today's CBT-based interventions (Heyne et al., 2008;
Lombholt et al., 2008; Reissner et al., 2019).

At least six different CBT manuals for school refusal can be found in the literature. The
manuals vary in e.g. degree of modularity, target school refusal severity, number of sessions,
intervention course, emphasis on individual case formulations and functional analysis, and included
outcome measures (Heyne & Rollings, 2002; Heyne et al., 2008; Kearney & Albano, 2000; Last,
1993; Strombeck et al., 2021; Tolin et al., 2009). However, each manual contains an individual
treatment period, involvement of parents and school staff, and key cognitive-behavioral concepts
(e.g. cognitive restructuring, exposure-based techniques, psychoeducation, family-based work, and
behavioral activation).

In the most comprehensive review to date of cognitive-behavioral therapy for school refusal,
the meta-analysis done by Maynard et al. 2018, including 7 randomized controlled or quasi-
experimental trials of CBT, provided preliminary evidence for CBT with regard to increasing
school attendance in school-refusing youths (Maynard et al., 2018). However, due to the lack of
replication studies and variability regarding for example number of sessions, treatment course, and
level of family involvement, the authors concluded that more evidence is needed before CBT can be
established as an empirically based intervention for school refusal. The intervention studies have

also shown age-related differences in treatment response for adolescents compared to children.



Treatment response appears to be lower for school refusal in adolescence, for whom CBT fails to
reach satisfactory treatment results for one-third to two-thirds of the cases referred to treatment
(Heyne, 2022a; Heyne, 2022b). Furthermore, questions regarding the mechanisms of change in
school attendance and problems of causality between school non-attendance and related constructs
were raised due to the lack of evidence regarding the effect of CBT on reducing school refusal-
related anxiety. This could either reflect 1) an inverse functional relationship in which school
attendance evokes anxiety, instead of anxiety evoking school non-attendance, possibly implying the
need for a heavier emphasis on school-based interventions in cognitive behavioral interventions for
school refusal, or 2) the phenomenon of temporarily heightened anxiety levels at the post-
intervention assessment point, before the beginning of the process of habituation and desensitization
seen in exposure-based interventions (Maynard et al., 2018).

Although there is a lack of studies using the golden standard design of intervention trials, the
randomized controlled trial (RCT), the evidence suggests a general positive effect of CBT on school
attendance among school-refusing children. The effect is general in the sense that no specific CBT
intervention has consistently been empirically supported as superior to any other CBT intervention.
The somewhat counterintuitive finding regarding sustained anxiety levels parallel to increased
school-attendance points to other key mechanisms of change than immediate symptom relief in
CBT for school refusal. Although the mechanisms of change in CBT for school refusal are
somewhat unclear, studies on the factors that mediate intervention outcomes have shown child self-
efficacy to be a key mediating cognitive construct for positive treatment outcomes, both in the
realm of increasing school attendance and decreasing related psychiatric symptoms (Heyne et al.,
2015; Maric et al., 2013).

In an article by Keppens and Spruyt (2020), the existing interventions for truant children and
adolescents were examined in the most comprehensive review to date. The review included 16
studies using a randomized controlled, quasi-experimental, or single-group design. A tangible
degree of variety could be observed compared to the school refusal literature, with truancy
interventions being conducted at many different administrative levels (individual, school, and
community levels). Even though heterogeneous effect sizes were found among the included studies,
some general conclusions could be made. Firstly, interventions aiming to reduce truancy are
generally somewhat effective. Secondly, the solely conditional use of reward and punishment is
insufficient at best and counterproductive at worst. The authors concluded that operant behavioral
principles only work when a certain degree of bonding between the young person and the school is
maintained, suggesting an emphasis on multilevel interventions targeting the individual child, the
school, and the community. Indeed, the literature does indicate better results with intervention

efforts that are targeted at different levels, and when different stakeholders share the same goals.



Finally, Keppens and Spruyt advocate for the need for a coordinator between different tiers of
support and stakeholders within the same intervention. Thus, interventions for truancy suggest that
operant behavioral principles could be effective for decreasing truant behavior, if it’s applied in a
context with a high degree of school bonding, with intervention efforts being conducted at different
levels. and with active involvement by stakeholders that work towards the same agreed-upon goal.
Finally, the review demonstrates the importance of having the different phases of an intervention
coordinated.

As described above, psychosocial interventions for SAP have traditionally been type-
specific, roughly categorized into interventions for school refusal and interventions for truancy.
Given the heterogeneity of SAP and the finding that a considerable overlap has been demonstrated
among youth with SAP (Berg et al., 1978; Kearney & Silverman, 1999; Lyon & Cotler, 2007)
transdiagnostic treatment approaches have been suggested (Lomholt et al., 2020; Reissner et al.,
2019). The advantage of a transdiagnostic intervention, rather than a type-specific one, is the
possibility of a broader application of the same treatment manual (Lomholt et al., 2020). Evidence-
based psychological treatments have had a tradition of being disorder-specific, with an emphasis on
unidimensional psychopathological processes, such as anxiety, depression, or behavioral problems
(Chorpita et al., 2013). A similar phenomenon can be observed in the SAP intervention literature,
with most interventions being specific to a certain type of school attendance problem (Keppens &
Spruyt, 2020; Lombholt et al., 2020; Maynard et al., 2018). Not only is this process time and
resource-consuming from an academic perspective, with a variety of different treatment protocols
that need to be validated and scientifically tested, but the disorder-specific approach also neglects
the frequently occurring phenomenon of comorbidity in the clinic (e.g. Merikangas et al., 2010).

With a phenomenon such as SAP, with its characteristic heterogeneity, this question
becomes even more relevant, emphasizing the need for a “one size fits all” intervention. The
evidence, therefore, suggests a need for interventions that can adapt to a variety of factors
underlying problematic school attendance (Heyne et al., 2019; Kearney, 2006). Modular treatments
that incorporate different treatment pathways according to the individual case conceptualization
based on the clinical assessment have indeed demonstrated superior treatment outcomes in studies
of adolescent psychopathology (Weisz et al., 2012).

In the field of interventions for school attendance problems, the Modular Manual for the
Treatment of Problematic School Absenteeism (MT) is the first attempt at a modular and
transdiagnostic approach (Reissner et al., 2019). MT is a German manualized multidisciplinary
intervention program that targets children with school refusal, truant behavior, or a mixture of both.
The intervention uses a multilevel approach with a case conceptualization that targets the behavioral

level (1) internalizing (school refusal), 2) externalizing (truancy), and 3) mixed, the functional level



(according to Kearney’s model of positive versus negative reinforcement) and the syndromic-
diagnostic level (diagnosis of child psychopathology). MT consists of four different modules
including 1) individual and group CBT, 2) family counselling, 3) school counselling; and 4)
psychoeducational physical exercise. At the time of writing, one randomized controlled study has
been published that evaluates the effect of the MT intervention (Reissner et al., 2015). The study
showed an increase of 60% in school attendance during 6 months among school-avoiding children
and adolescents with comorbid psychiatric disorders (60% internalizing disorders, 25% mixed
disorders & 15% externalizing disorders). This increase was slightly, but statistically non-
significantly, higher compared to the treatment-as-usual group. Improvement was also seen in
additional outcome measures, with a more notable reduction of depressive symptoms seen in the
MT group compared to treatment-as-usual.

The second modular intervention found in the literature, which is the subject of this pilot
study, is the transdiagnostic, modular cognitive-behavioral Back2School intervention (B2S;
Thastum, & Kjerholt, 2020a). Back2School and MT are similar in their multi-level structure of the
intervention, with individual CBT being combined with parent and school work. They are both
transdiagnostic in the context of a common assessment phase that creates a case conceptualization
connected to different treatment pathways with different disorder-specific techniques depending on
the dominating underlying symptomatology and functional reinforcement schedules.

The Back2School intervention: foundations and initial outcomes for a manualized
transdiagnostic approach

B2S was originally developed by Aarhus university as an intervention aiming to increase
school attendance and decrease associated psychological problems, such as anxiety, depression, and
behavioral problems (Thastum, & Kjerholt, 2020a). The intervention is an attempt to target the
described problem of heterogeneity regarding SAP, and the lack of broader transdiagnostic
interventions in the literature. The intervention adopts a functional approach, in line with Kearney’s
model previously described. The intervention begins with a standardized assessment period
common for all and a treatment period that utilizes different therapeutic mechanisms and strategies
depending on the content of the individually tailored case conceptualization and descriptive
functional analysis. B2S is a modular intervention, with 11 individual sessions with the child,
parent, or both together, and regular school meetings to develop a comprehensive plan for the
child’s return to school. During the assessment period, a descriptive functional analysis is created
based on the School Refusal Assessment Scale (SRAS; Kearney, & Silverman, 1993), which is a
measure of the four functions (divided into negative and positive reinforcements) described by
Kearney. Beyond the overarching goal of increasing school attendance and decreasing

psychological distress, different treatment goals are formulated depending on the individual client’s



clinical profile, and different cognitive-behavioral strategies are adapted to the treatment plan
depending on the type of core symptomatology and reinforcement schedules underlying the absence
from school. One of three treatment pathways is chosen according to the primary difficulty
underlying the child’s absence from school: anxiety, depression, or behavioral problems. Each of
these programs consists of various cognitive-behavioral techniques that are in line with the
evidence-based CBT treatment procedure of the targeted problem: an exposure-based program for
anxiety, a behavioral activation program for depression, and a contingency and parent management
program for behavioral problems. The different treatment pathways manifest the intervention’s
transdiagnostic nature in providing flexibility within the intervention course that follows the
evidence on the heterogeneity and comorbidity of SAP-related psychopathology (Egger et al.,
2003).

To this date, the B2S program has been tested in one Danish feasibility study (Lomholt et
al., 2020), and is currently being tested in a yet-to-be-published randomized controlled study (study
protocol: Thastum et al., 2019). The feasibility study demonstrated positive initial treatment
outcomes and showed adequate feasibility in the Danish school context. The level of school
absenteeism was reduced from a baseline average of 67% to 26% at post-intervention, and the
effects were maintained and furtherly increased at the 12-month follow-up (20%). Furthermore, the
study showed significant reductions in anxiety, depression, and behavioral problems, with effect
sizes in the medium-to-strong range. Measures of youth and parental self-efficacy were also
included, based on the literature regarding the mediating properties of self-efficacy on behavioral
change, making it a construct with high clinical relevance. The results showed a significant increase
in the self-efficacy of the youths and their parents, maintaining strong effect sizes at the 12-month
follow-up. In addition to preliminary outcome measures, four measures of feasibility were
examined: 1) recruitment and sample characteristics; 2) data gathering procedures; 3) resources, and
ability to implement the study and intervention, and 4) the acceptability of the study procedures and
intervention. The results showed a low drop-out rate compared to other interventions for school
attendance problems, positive qualitative feedback regarding the emphasis on the involvement of
the school in the intervention process, and high treatment satisfaction reported by the parents and
the youth, with the teachers reporting slightly lower levels of satisfaction (Lombholt et al., 2020).
However, because of the nature of a feasibility study, with a larger emphasis on the examination of
the suitability and acceptability of an intervention in a given context, and a lesser emphasis on the
statistical power of the evaluation of treatment effects, the interpretation of the initial treatment
outcomes should be made with caution. The most significant limitations were related to the small
sample size (N=26) and the lack of a control group. The aim of Lomholt’s study was primarily to

lay the foundations for a future randomized controlled study, and to implement changes in the
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intervention and study processes that were indicated by the feasibility study (such as the increase in
school consultation in the manual). See Table 1 for an overview of the components of the B2S

intervention.

Table 1

Session-by-session summary of the Back2School program

Session Participants Session topic

Semi-structured background interview and psychopathological interview.
Assessment CY,P The family fills out questionnaires before the assessment session. The
clinician provides psychoeducation about the B2S program and SAP.

Session 1 C.Y,P Case formulat'ion, SMART goals, and behavioral reinforcement.
Psychoeducation about SAP.

Establishing good routines and introducing the concepts of positive
Session 2 C,P feedback and reinforcement. Discussions about motivational aspects.
Identification of perpetuating factors for the case formulation.

Clear demands and deliberate disregard of negative behavior. Repetition
Session 3 C P of positive feedback and reinforcement. Principles for the extinction of
unwanted behavior.

Return to school. The meaning and consequences of avoidance behavior.
Psychoeducation about exposure therapy. Creation of an exposure

Session 4 C,Y,P hierarchy.
Planning school participation to increase the child's attendance at school.
SM 1 C,Y,P, T Psychoeducation about B2S to the school staff.
Session 5 CY,P Psychoeducation, the cognitive model, and cognitive restructuring.
Return to school: follow-up and problem-solving. Continued exposure
Session 6 CY,P work.

ANX: Focus on security behaviors and the exposure hierarchy.
DEP: The vicious cycle of depression and behavioral activation.
BEH: Rule-governed behaviors and the use of token economy.

Session 7 ANX & DEP: C, Y, P
es810 BEH: C, P
Following up on the youth’s return to school. Planning possible school
SM 2 C,Y,P, T efforts in helping the youth with academic struggles, anxiety, depression,
and behavioral problems.

ANX: Follow-up on the exposure hierarchy. Discussing the parents' role in
the reinforcement and extinction of anxiety symptoms.

Session 8 CP DEP: Continued behavioral activation
BEH: Problem-solving with the family. Token economy and the use of
negative feedback.

ANX: Exposure therapy
ANX & DEP: C, Y, P DEP: Behavioural activation

Session 9
BEH: C, P BEH: Problem-solving with the family. Token economy and the use of
negative feedback.
Summaries of homework. Optional techniques are suggested by the
Session 10 Optional clinician.
Session 11 CY,P Preparation for termination. Relapse prevention.

SM 3 CY,P,T The role of the school in preventing relapse.
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Booster session C,Y,P Follow-up. Maintenance of the treatment response.

How the school plans to secure the youth's school attendance and comfort

SM 4 CY.PT and how the recurrence of school attendance problems can be prevented.

Note. C= Clinician; Y= Youth; P= Parent; T= Teacher; SM= School meeting; ANX= Anxiety;
DEP= Depression; BEH= Behavioural problems
The present study

In the Finnish school context and health care, there is a lack of best practice guidelines and
available evidence-based manualized interventions for the treatment of school attendance problems.
This study aims to begin the effort to bridge this gap, with the conduction of a feasibility study in
the Finnish school context. Replicating the methodology of Lomholt et al. (2020), this trial is
conducted with a single-group non-randomized design, gathering both quantitative and qualitative
data for the evaluation of feasibility and treatment outcomes. According to a distinction made by
The British National Institute for Health Research (NIHR), a feasibility study aims to “examine
whether the study can be done” (National Institute for Health Research [NIHR], 2012). In contrast,
a pilot study is defined as “smaller versions of the main study used to test whether the components
of the main study can all work together” (Osmond & Cohn, 2015). Other sources emphasize the aim
of the pilot study to also evaluate treatment outcomes, whereas the feasibility study focuses on the
assessment of research and methodological processes. Thus, this study occupies features of both a
feasibility and a pilot study.
This study is formulated upon one research questions:

1) Is the Back2School feasible in a Finnish school context concerning its intervention and
study procedures? Feasibility is measured with five parameters: 1) sample characteristics; 2)
data collection procedures and outcome measures; 3) treatment satisfaction; 4) acceptability,
and study procedures; and 5) treatment effects.

The aim of this study is to produce helpful guidelines and create a foundation for future intervention
studies with more rigorous designs (e.g. RCT) to test the treatment effects of the B2S intervention

in a Finnish context.



12

Methods

Participants
Replicating the design of Lomholt et al.’s (2020) feasibility study, our original aim was to

include 25 families that were to be equally distributed among the 12 clinicians that took part in B2S
training. After the recruitment process and the B2S training program, conducted by the
KouluKunnossa project in the municipality of Lohja in southern Finland, our final data set of the
intent-to-treat sample consisted of 16 families and five clinicians that agreed to participate in this
study. Each clinician treated between two and six families. During the intervention process, three
families dropped out, resulting in a final post-intervention sample that consisted of 13 client
families. The sample of 13 youths that completed the intervention was 10 to 16 years old (M= 14
years). This final sample included four of the clinicians that participated in the B2S training
seminar, with the fifth clinician answering questionnaires about the intervention but without
providing client data. This study includes four groups of informants: the youths, the parents, the
clinicians, and the teachers.

Inclusion criteria

Our inclusion criteria were derived from the Danish feasibility study regarding suitability for
the B2S program (Lombholt et al., 2020) and from Kearney’s criteria of problematic absenteeism
(Kearney, 2008). Requirements for the participating youth were 1) enrolment in one of seven public
schools in south western Finland; 2) ages 10-16 years in 4-9th grade, excluding the second semester
of ninth grade; 3) parent-reported > 10% school absenteeism during the last 3 months of School; 4)
fluent language skills in either Finnish or Swedish; 5) a commitment from the youth and one of the
parents to participate in the assessment and intervention procedures, and 6) written informed
consent from the holder of parental legal rights and responsibilities
Ethical considerations

The study was approved by the research ethics committee of Abo Akademi University.
Procedure

The study was conducted as a collaboration between Abo Akademi University and the
KouluKunnossa project. The data collection took place during the 2021-2022 academic year.

In the recruitment of clinicians, the following inclusion criteria were applied: commitment
to working according to the B2S program, experience in clinical work with families, and basic
knowledge of CBT principles and techniques. Eleven clinicians participated in a four-day seminar
where they were educated on the manual, the different processes of the intervention, and the

different steps of this study with its data collection procedures. Five of these eleven clinicians
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agreed to participate in the study and were included. The participating families were recruited by
the KouluKunnossa project from schools and family services in the municipality according to the
described inclusion criteria. All families received information before the beginning of the
intervention and provided written informed consent regarding their participation in the intervention
and this feasibility study. Informed consent was also gathered from the participating school staff.

Ethical and legal procedures, such as the collection of informed consent and providence of
information regarding the legal aspects of this study, were also conducted by the KouluKunnossa
project. Data were collected on three different measurement points: pre-intervention, post-
information, and a 3-month follow-up data collection point. The background questionnaires were
administered at the pre-intervention stage and the questionnaires regarding treatment satisfaction
and treatment acceptability were completed at the post-treatment data collection point. Outcome
measures were completed by the child, the parents, and the teacher at each data-gathering point. The
results of these were reported back to the researchers by the clinicians via ready-made Microsoft
Excel sheets (one child/teacher and one parent sheet for each measurement point) distributed to the
clinicians. An encrypted file sender application and secure e-mail addresses were used when
transferring the files. The results from the clinical assessment done before treatment were reported
via a questionnaire in Survey Analytics by Question Pro. The same applied to a session-to-session
questionnaire, child school absenteeism, clinician-reported session feedback, and clinician feedback
on the acceptability of the intervention. See Figure 1 for an overview of the data collection
procedure.

Figure 1

Data collection procedure

Baseline- Post-intervention: 3-month-follow-up:
Between sessions: Outcome measures (Y, P, T)
Background assessment ) _ (Excel)
(SA) |:> Session-by-session |:> |:> Outcome measures
Outcome measures (Y. Cluesnc(x;;a;re ) Treatment S:E%sxtsglt;on (Y.P.T) (Y. P, T) (Excel)
P, T) (Excel)
Acceptability (C) (SA)

Note. SA= Survey Analytics by Question Pro; Y= Youth; P= Parent; T= Teacher; C= Clinician
Intervention

The Back2School intervention is a manualized cognitive-behaviorally oriented program
developed by Aarhus University for the treatment of various forms of school attendance problems.
The original Danish manual was translated into Finnish and Swedish prior to this study (Thastum et
al., 2020b). A wide range of inspiration for the B2S program can be found in the literature, with

interventions for school refusal such as the @school intervention (Heyne et al., 2008), the When
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Children Refuse School (Kearney & Albano, 2018) intervention, and the Cool Kids intervention for
child and adolescent anxiety (Lyneham et al., 2003). B2S is also based on the Danish
transdiagnostic and modular MindMyMind-program for the treatment of anxiety, depression,
behavioral problems, and trauma (Jeppesen, 2017), the Adolescent Behavioral Activation Program
for depressive problems (McCauley et al., 2016), and the Parent Management Training - Oregon
model (Forgatch, 2016) for the treatment of children with behavioral problems. Similarly to the
MindMyMind intervention, Back2School adopts a transdiagnostic and modular approach, meaning
that the intervention process and the use of evidence-based CBT techniques are tailored according
to the dominating underlying problem which is formulated based on the clinical assessment.

The intervention starts with an initial assessment period, consisting of various
questionnaires, a semi-structured background interview with the child and his or her parents, and a
semi-structured psychopathological interview to assess the presence of various diagnostic clusters
of psychiatric symptoms. A treatment plan is then formulated based on a jointly agreed upon case
conceptualization created by the clinician and the client together with his or her parents and the
previously described SRAS-R measure, which is a descriptive functional analysis that is used to
assess the dominating type of reinforcement that underlies the child’s school attendance problem.

The intervention program itself consists of 11 sessions with the child and/or the parents and
one follow-up session which is held three months after the last session. Homework assignments are
given after each session. To ensure that the school professionals are adequately included in the
intervention process, a minimum of three meetings are held with the school staff and one follow-up
meeting three months after the last session with the child and his or her family. The role of the
school professionals is to work together with the clinician and the family according to the treatment
plan and to support a quick and smooth return to school. Depending on the child’s situation, the
school staff can also implement some of the therapeutic strategies that are chosen for the treatment
plan, such as contingency management and positive reinforcement.

The procedure of the initial assessment and the content of the first six sessions are identical
for all clients, regardless of the key underlying reinforcement schedule motivating the absence from
school. The second half of the program is then tailored according to the case conceptualization and
its targeted mechanisms for change and treatment goals, hence the transdiagnostic nature of the
intervention. The overarching goal of the intervention, regardless of the underlying problem, is to
help the child to return to normal school attendance as fast as possible and to be able to enjoy the
time spent in school.

Assessment

Semi-structured background interview
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The semi-structured background interview was conducted in two parts: one part with only
the parents and a second part with the parents and the child together. The interview is a
comprehensive assessment of, for example, family functioning, the child’s psychological, cognitive,
and somatic developmental history, academic history, school and home environment, psychological
and physiological health, parent and child self-efficacy, motivational factors, and readiness to
change. Various worksheets are included in the manual to help the clinician and the family to
conceptualize the current situations and the functional properties of certain key problem behaviors
to school absenteeism. Finally, treatment goals are formulated following the SMART principle
(Specific, Measurable, Achievable, Relevant, and Time-bound (O’Neill, 2000), which is a goal
conceptualization technique that is commonly applied in clinical situations.
Semi-structured psychopathological interview

The semi-structured psychopathological interview was conducted together with the child
and the parents. The interview aimed to determine the presence of clinically significant
psychopathology. The interview schedule goes through a broad variety of existing child and
adolescent psychiatric conditions in a checklist manner, with different excluding items dictating the
course of the interview. The criteria for evaluating a diagnostic category as clinically meaningful
psychopathology require not only the presence of key symptoms but also a significant negative
impact on the child’s level of functioning. The included diagnostic categories are panic disorder,
separation anxiety, social anxiety, specific phobias, agoraphobia, obsessive-compulsive disorder,
traumatic stress reactions, general anxiety, depression, self-harming behaviors, hypomania/mania,
substance use, tics, hyperactivity and/or impulsivity, conduct problems, psychotic experiences,
eating pathology and developmental pathologies.
Measures of treatment outcome
Primary outcome measures

Absenteeism. Data for our primary outcome variable of absenteeism was gathered at each
data collection point by parent reports provided to the clinician. Following the period of two weeks
recommended in Kearney’s criteria, the teacher and parents were asked to report the number of
hours the child should have been in school, and the number of hours the child de facto was at
school, operationalizing absenteeism into a percentage of expected school attendance during the last
two weeks at baseline, post-intervention and 3-month follow up.
Secondary outcome measures

Anxiety. For measuring anxiety symptomatology, the Revised Child Anxiety and
Depression scale (RCADS; Chorpita et al., 2000) was used. The RCADS is a 47-item self-report
questionnaire of a broad range of youth internalizing symptoms. The measure consists of 6

subscales: separation anxiety disorder, social phobia, generalized anxiety disorder, panic disorder,
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obsessive-compulsive disorder, and major depressive disorder. Items are answered on a 4-point
scale with the answer options never”, ”sometimes”, “often” and “always”. A Total Anxiety scale is
computed from the five anxiety subscales (scores ranging from 0—111) and a Total Internalizing
scale (scores ranging from 0—141) is computed based on the total sum of the 6 questions (5 anxiety
scales and one depression scale). Both the child self-report version and the parent-reported version
were used in this study. The RCADS has demonstrated acceptable-to-good internal consistency in
both clinical (0= .78 -.88) (Chorpita et al., 2005) and non-clinical (o= .60-.96) (Donnelly et al.,
2019) samples, and adequate one-week test-retest reliability (.65-.80) (Chorpita et al., 2000).

Emotional, behavioral, and social difficulties. To measure the degree of emotional,
behavioral, and social difficulties, The Strengths, and Difficulties Questionnaire (SDQ; Goodman,
1997) was used. SDQ is a questionnaire with 25 statements that aim to measure emotional,
behavioral, and social problems in children and young people. The questions were answered by the
student, parents, and the student's class teacher on a three-point Likert scale with the statements "not
true", "partially true" and "completely true". Factor analytical studies have identified five different
scales that reflect individual differences in the degree of psychopathology and prosocial behavior
among children and adolescents: emotional problems, conduct problems, hyperactivity, peer
problems, and prosocial behavior. Based on the subscales, three additional scales are calculated:
externalizing symptoms (scores ranging from 0 to 10), internalizing symptoms (scores ranging from
0 to 10), and the total scale score (scores ranging from 0 to 20). The Finnish version of the SDQ has
shown acceptable internal consistency and adequate inter-rater reliability (Koskelainen et al., 2000).

Depression. For measuring the degree of core depressive symptomatology, the short version
of the Mood and Feelings Questionnaire was used (SMFQ; Angold et al., 1995). The SFMQ
consists of 13 items, in this study, the measure was conducted on both the child and the parent. The
items are answered on a 3-point Likert scale and a sum is computed as a total score of depressive
symptoms with scores ranging from 0 to 26. The questions target core affective and cognitive
depressive symptoms during the last 2 weeks, creating a temporal consistency with the diagnostic
criteria of major depressive disorder (APA, 2013). The SMFQ has demonstrated good internal
consistency (o= .85) and with a cut-off score of 8 or more, 60% sensitivity, and 85% specificity
with a psychiatric diagnosis of major depressive disorder (Angold et al., 1995).

Presence and function of SAP-related symptoms. The Inventory of School Attendance
Problems (ISAP; Knollmann et al., 2019) was included as an outcome measure of both symptom
presence and strength and as a measure of these symptoms' functional relationship to the
maintenance of school absenteeism. The ISAP is a 48-item self-report measure with 13 factor
analytically derived subscales of externalizing and internalizing symptomatology: depression, social

anxiety, separation anxiety, performance anxiety, agoraphobia/panic, somatic complaints, school
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aversion, aggression, problems with peers, problems with teachers, dislike of a specific school,
problems within the family and problems with parents.

For each subscale, a symptom and an impact score are computed. The items are formulated
as statements and answered on a 4-point scale ranging from “never” to “always”. The symptom
score reflects the strength of the specific symptom, and the impact score is the degree of functional
impact each symptom has on school non-attendance. Internal consistency of the ISAP has
demonstrated psychometric adequacy (o= .75-.88) (Knollman et al., 2018).

Descriptive functional analysis of school refusal behavior. The School Refusal
Assessment Scale-Revised (SRAS-R; Kearney, 2002) is a 24-item self- and parent-report scale used
to assess the primary function of a child’s school refusal behavior. The items are presented on a
Likert scale ranging from 0 (never) to 6 (always). In the B2S program, the descriptive functional
analysis derived from the scale is used to guide the treatment focus. The scale measures four
functions that have been derived factor analytically. The four factors are 1) avoidance of school-
related stimuli that provoke general negative affectivity (negative reinforcement); 2) escape from
aversive social and/or evaluative school situations at school (negative reinforcement); 3) the pursuit
of attention from significant others (positive reinforcement); and 4) the pursuit of tangible
reinforcement outside of school (positive reinforcement). The factor with the highest score (child
and parent combined) is the primary function of the child’s school-refusing behavior. Both the child
version (SRAS-C-R) and the parent version (SRAS-P-R) were administered in this study. Both
measures have demonstrated rather questionable psychometric properties with just below acceptable
within-scale internal consistency (SRAS-C-R: M= .67; SRAS-P-R: M= .54) and test-retest
reliability (SRAS-C-R: M= .67; SRAS-P-R: M= .67) (Kearney, 2006).

Self-efficacy. For measuring youth self-efficacy regarding situations related to the school
environment, the Self-efficacy Questionnaire for School Situations (SEQ-SS; Heyne et al., 1998)
was used. The SEQ-SS consists of 12 items regarding school situations that are highly related to
self-efficacy cognitions, the situations are derived from the school refusal literature and clinical
experience. The items are answered on a 5-point Likert scale (1-5), and the sum of the scores lands
on two factors: academic/social stress and separation/discipline stress. The combination of the two
factors creates a total score between 12 and 60, with a higher score indicating a higher level of self-
efficacy. The original validation studies of the measure demonstrated good psychometric properties
with high internal consistency for both the two subfactors (alpha .81) and the total score (alpha .85)
(Heyne et al., 1998). The test-retest reliability also reached good levels of agreement (r=.79-.91)
(Heyne et al., 1998).

The self-efficacy questionnaire for responding to school attendance problems (SEQ-RSAP;

Heyne et al., 2007) was used to assess parental self-efficacy in responding to their child’s school
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attendance problems. We used the longer 25-item version of the measure, not to be confused with
the 13-item version that is also found in the literature (Heyne et al., 2016). The content of the items
is about the parents' beliefs about their capability to handle and have a positive influence on the
child’s school attendance. The items are answered on a 4-point Likert scale (1-4), with the possible
total score ranging from 25 to 100. The SEQ-RSAP has demonstrated adequate internal consistency
(0=.91) and test-retest reliability (r=.67) in an unpublished master’s thesis (Lavooi, 2010).

Family functioning. For assessing family functioning, we used the general family
functioning subscale (12 items) of the broader McMaster’s family assessment device (FAD; Epstein
et al., 1983) (60 items). The scale consists of claims regarding the family’s overall functioning and
possible problems. The items are responded to with a four-point Likert-scale, with a total score
computed as the mean score of each claim. A higher total score reflects a higher degree of problems
in family functioning, with a score of 2 and over as a cut-off point for considerable problems. The
general functioning scale has shown validity in the realm of predicting maladjustment and suicidal
behavior among children, and a capacity to identify dysfunctional families with a higher risk for
juvenile maladjustment. The general family functioning scale of the FAD has demonstrated
excellent internal consistency (a=.92) (Miller et al., 1985) and adequate test-retest reliability (r=
.71) (Epstein et al., 1983).

Personal experience of being bullied. The personal experience checklist (PECK; Hunt et
al., 2012) was used to assess the youths’ personal experiences of being bullied at school. The
instrument consists of 32 items that measure various forms of peer victimization, creating four
separate factor-analytically derived factors: relational-verbal bullying, cyberbullying, physical
bullying, and bullying based on culture. The PECK scales have demonstrated adequate
psychometric properties with good to excellent internal consistency (a=.78-.91) and acceptable
test-retest reliability (= .61-.86) (Hunt et al., 2012).

Measures of feasibility

As previously claimed, the primary objective of this study was to assess the overall
feasibility of the Back2School program in a Finnish context and to determine the suitability of the
intervention and its processes for a future intervention study with stronger scientific rigor, such as a
randomized controlled trial (RCT). Inspiration for measuring feasibility was taken from the
feasibility study conducted in Aarhus by Lomholt et al., Our main areas of interest were 1) sample
characteristics; 2) data collection procedures and outcome measures; 3) treatment satisfaction; 4)
acceptability and study procedures; and 5) treatment effects. As recruitment was conducted by a
third party (the KouluKunnossa project), we were not able to evaluate the different stages of the
recruitment process. However, important differences between the recruitment process in this study

and other trials within the SAP field will be discussed in the context of sample characteristics.
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Sample characteristics

Sample characteristics of the participating child, the client's family, the treating clinician,
and the schoolteacher were gathered at the baseline data collection point with the background
questionnaires as the primary source of data. The parents filled out a 41-item background
questionnaire with questions regarding basic demographic information, the child’s familial structure
and situation, the child’s social, cognitive, and physiological developmental history, potential
developmental, psychiatric, or medical deviations, ongoing medications or other forms of
treatments, and familial psychiatric and medical history. The questionnaire also contained questions
regarding the child’s school attendance/non-attendance, collecting data for the measurement of the
primary outcome measure of absenteeism. The teachers also filled out an 11-item background
questionnaire before treatment, with questions regarding the cooperation with the child’s parents
and an evaluation of the child’s educational situation, such as academic success and the need for
special educational support. The clinical characteristics of the sample, such as the primary target for
the intervention (anxiety, depression, or behavior problems) and clinically meaningful
symptomatology were reviewed with the data gathered in the semi-structured background interview
and the psychopathological interview.

Functional assessment, conducted with the SRAS-R, was also considered in the reviewing of
sample characteristics. Information about the clinician's educational and occupational background
was gathered by a questionnaire before treatment. The questionnaire also included one qualitative
question regarding the clinician’s attitudes towards the intervention and two self-report questions
about the clinician's 1) motivation to work adherently to the intervention manual and 2) current
ability to work accordingly to the B2S program. The questions were answered on a 1-10 scale (1=
no motivation/ability, 10= full motivation/ability).

Data collection procedures and outcome measures

Outcome measures were assessed at each data collection point, as was the response rate for
the completion of the questionnaires. The response rate at the different data collection points and
between the different respondent groups is used in this study as a measure of the feasibility of the
data collection procedure.

Treatment satisfaction

Treatment satisfaction was measured at the post-intervention data collection point with a
self-report questionnaire filled out by the youth, parents, and the teacher as a subjective measure
and the registered drop-out rate, session attendance, and intervention duration as objective
measures. Qualitative data on treatment satisfaction was also gathered from each counterpart (child,

parent, and schoolteacher).
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Acceptability and study procedures

Acceptability for the intervention and the study procedures were examined with a
questionnaire completed by the clinicians at the post-intervention measurement point with self-
report questions regarding 1) utility and applicability of the treatment and its manual; 2) time
management resources and appropriate background knowledge to implement the treatment; 3)
evaluation of the B2S training program; and 4) satisfaction with the intervention outcome.
Qualitative data was also gathered with two open questions answered by the clinicians. The first
question asked the clinician to evaluate the utility of the included background and outcome
measures, and the second question regarded the strengths and weaknesses of the B2S intervention.
Treatment effect

Changes in primary (absenteeism) and secondary (psychiatric symptoms and related
psychosocial variables) outcome measures between baseline and post-intervention were measured
as indicators of treatment response. A follow-up data collection point 3 months after the completion
of the intervention was included for assessing the maintenance of treatment effects. Following the
research questions at hand, we examined the treatment effects on school absenteeism and measures
of psychiatric symptoms. Considering the literature on constructs mediating treatment effects, we
also examined change in youth and parental self-efficacy across our three measurement points.
Data analysis

The gathered data contained both quantitative and qualitative variables. Sample
characteristics, treatment satisfaction, and clinician-reported acceptability were all analysed using
descriptive statistics (M (SD), %). Treatment satisfaction included several variables, both objective
(session attendance, dropout rate, and the percentage of completed questionnaires) and self-report
measures (youth, parents, and teacher).

Qualitative data were gathered by a section for free comments included in the treatment
satisfaction questionnaires as well as in the post-intervention acceptability questionnaire that was
answered by the clinicians. For the comments gathered with the treatment satisfaction
questionnaire, qualitative analyses were done by the author following the qualitative description
design used in Lomholt et al. (2020). The data was coded and divided into four themes that were
identified in the data. The results are reported following the identified themes. The qualitative data
from the clinician acceptability questionnaire was not analysed with a description design, instead,
the results are reported according to the specific questions asked in the questionnaire. This is
because the themes of the qualitative answer were decided a priori with the questions in the
acceptability questionnaire being more focused, while the questions were more open in the
treatment satisfaction questionnaire, allowing for different themes to emerge in the participants’

answers.
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Treatment effects were evaluated by examining the interaction between time and the
participants' scores on the outcome variables. Effect sizes (Cohen’s d) were calculated both for the
change between baseline and post-intervention, as well as for the change between baseline and the
3-month follow-up. The existing guidelines (Cohen, 2013) for interpreting Cohen’s d were
followed, with 0.2, 0.5, and 0.8 considered as small, medium, and large effects. Changes in the
primary and secondary outcome measures, operationalizing treatment effect, were analysed using
Mixed Linear Models (MLM). Because of MLLM’s ability to manage missing values, we were able
to include the intent-to-treat sample of N= 16 in our statistical models. This provides a more
accurate and realistic representation of clinical practice that also includes dropouts. We replicated
the two-level hierarchical structure of the models that were reported in Lomholt et.al (2020), with
time (level 1) being nested within individuals (level 2), and with using a random intercept for each
of the models.

A random intercept was used in the analyses as it was deemed reasonable to assume that the
baseline level of the measures would vary between individuals. We tested every model with a
random as well as a fixed slope. The slope that produced the best model fit was used for the final
analysis. We used Hurvich and Tsai’s criterion (AICC; Hurvich & Tsai, 1989) for evaluating the
different models’ goodness-of-fit, with models producing lower AICC values being chosen over
models with higher AICC values. AICC is corrected for model complexity and specifically
designed for smaller sample sizes, and therefore used in our study instead of the -2LL fit statistics
(Heck et al., 2013) that is used in Lomholt et.al (2020). Variance components (VC) were used as the
standard covariance structure in our models. In a similar way as in the Lomholt study, we used
First-Order Autoregressive structure [AR (1)] or Heterogeneous First-Order Autoregressive
structure [ARH(1)] in case the model fit improved with either of these covariance structures. See

Table 1 for a summary of the mixed models conducted in this study.



Table 1

Overview of the mixed linear models
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Outcome Respondent Method Covariance Type Parameters Model
School absenteeism, % Parent REML VC 4 Random intercept and fixed slope
_ Youth REML VC 5 Random intercept and random slope
RCADS Anxiety .
Parent REML ARH(1) 6 Random intercept and random slope
_ Youth REML VC 4 Random intercept and fixed slope
RCADS Depression .
Parent REML VC 5 Random intercept and random slope
Youth REML VC 4 Random intercept and fixed slope
RCADS Internalizing
Parent REML VC 4 Random intercept and fixed slope
ISAP Social anxiety (symptom) Youth REML VC 4 Random intercept and fixed slope
ISAP Social anxiety (function) Youth REML ARH(1) 6 Random intercept and random slope
ISAP Depression (symptom) Youth REML vC 4 Random intercept and fixed slope
ISAP Depression (function) Youth REML vC 4 Random intercept and fixed slope
ISAP School aversion (symptom) Youth REML VC 4 Random intercept and fixed slope
ISAP School aversion (function) Youth REML vC 4 Random intercept and fixed slope
Youth REML VC 4 Random intercept and fixed slope
SDQ Emotional symptoms Parent REML VC 4 Random intercept and fixed slope
Teacher REML AR(1) 5 Random intercept and random slope
Youth REML VvC 4 Random intercept and fixed slope
SDQ Conduct problems Parent REML VvC 5 Random intercept and random slope
Teacher REML VvC 4 Random intercept and fixed slope
o Youth REML VC 4 Random intercept and fixed slope
SDQ Hyperactivity/inattention .
Parent REML VC 4 Random intercept and fixed slope



SDQ Prosocial behavior

SDQ Problems with peers

SDQ Total difficulties

SMFQ

SEQ _SS Total
SEQ-RSAP total

Teacher
Youth
Parent
Teacher
Youth
Parent
Teacher
Youth
Parent
Teacher
Youth
Parent
Youth

Parent

REML
REML
REML
REML
REML
REML
REML
REML
REML
REML
REML
REML
REML
REML

vC
vC
vC
vC
vC
vC
VC
vC
vC
vC
vC
vC
vC
vC

I - = T T T U S O, R - S S N N

Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope

Random intercept and fixed slope

Random intercept and random slope

Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope
Random intercept and fixed slope

Random intercept and fixed slope

23

Note. REML= Restricted Estimate Maximum Likelihood Method; VC= Variance Components; ARH(1)= First-Order Autoregressive structure with

heterogenous variances; AR(1)= First-Order Autoregressive structure; RCADS= Revised Children’s Anxiety and Depression Scale; ISAP= Inventory

of School Attendance Problems; SDQ= The Strengths and Difficulties Questionnaire; SMFQ= Short Mood and Feelings Questionnaire; SEQ SS= The

Self-efficacy Questionnaire for School Situations; SEQ-RSAP= Self-Efficacy Questionnaire for Responding to School Attendance Problem.
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Results
Sample characteristics

A total of 16 families, constituting the intent-to-treat sample, participated in the initial
clinical evaluation, completed the baseline measures, and started the intervention. The mean age of
the sample was 14.0 (SD= 1.7) with girls constituting majority of participating youths (69%). At the
time of assessment, 56% of the youths surpassed Kearney's criteria for the threshold of problematic
school absenteeism (>25% absenteeism for the last two weeks). Of the sample, 53% was absent
10%-50% of expected school attendance during the last two weeks before the start of treatment. Of
the participating youths, 80% had participated in prior treatment for SAP, with a school
psychologist being the professional most consulted (60%). Seven youths had a prior psychiatric
diagnosis (44%) with anxiety disorders as the most prevalent diagnostic category (38%). A similar
trend was evident in the semi-structured psychopathological interview, where anxiety symptoms
were the most reported type of psychopathology (47%) followed by depressive (40%) and ADHD
(33%) symptomatology. Two cases (13%) reported no symptoms in the psychopathological
interview. Based on the initial evaluation, the anxiety module was the most commonly chosen aim
for the intervention (50%), followed by behavior problems (25%) and depression (13%). For a
comprehensive list of sample characteristics, see Table 2.

The five clinicians who participated in this study consisted of one psychologist, one
occupational therapist, one special education teacher, and two bachelor's of social services with one
of them also being a registered nurse. Three (60%) of the clinicians reported work experience
surpassing 7 years. The remaining two clinicians had 4—6 years of experience in intervention work
either in the therapeutic or special education realm. See Table 3 for a summary of clinician

demographics.



Table 2

Sociodemographic and clinical variables of the intent-to-treat sample (N= 16)
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Variable

Participants
Age, mean (SD) 14.0 (1.7)
Gender, girl, n (%) 11 (69%)
School absenteeism, n (%)
2 weeks before the onset of treatment
10% absenteeism 1 (7%)
11%-30% absenteeism 6 (40%)
31%—-50% absenteeism 2 (13%)
51%-70% absenteeism 3 (20%)
71%-99% absenteeism 2 (13%)
100% absenteeism 1 (7%)
Lives with both parents, n (%)
Yes 10 (62%)
No 6 (38%)
Siblings living at home, n (%)
0 2 (12%)
1-3 7 (44%)
>3 4 (25%)
Missing value 3 (19%)
Chronic illness, n (%)
Yes? 2 (13%)
No 14 (87%)
Developmental anomalies, n (%)
Yes® 3 (19%)
No 12 (75%)
Can't say 1 (6%)
Academic level (teacher-reported), n (%)
Significantly lower than average 1 (6%)
Lower than average 2 (13%)
Average 8 (50%)
Higher than average 2 (13%)
Significantly higher than average 0 (0%)

Missing value

3 (18%)



Receives special education (teacher-reported), n (%)

Yes
No
Missing value
Mother education, n (%)
Primary school
High school/vocational education
Academic/university of applied sciences
Missing value
Father education, n (%)
Primary school
High school/vocational education
Academic/university of applied sciences
Missing value
Regular medication, n (%)
Yese
No
Disability related to learning, n (%)
Yes
No
Can't say

Parental self-reported mental health problems, 7 (%)

Mother
Father

Prior treatment for SAP, n (%)
Any treatment
School psychologist
Private psychologist
Physician
Specialist physician
Psychiatrist
Social worker

No prior treatment

Diagnosed psychiatric or developmental abnormality

Learning difficulties
Autism spectrum
ADHD

Depression
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7 (44%)
4 (25%)
5 (31%)

1 (6%)
12 (75%)
1 (6%)

2 (13%)

3 (19%)
8 (50%)
2 (13%)
3 (18%)

6 (38%)
10 (62%)

3 (19%)
11 (69%)
2 (12%)

4 (25%)
5(31%)

13 (80%)
10 (62%)
3 (19%)
9 (56%)
2 (12%)
4 (25%)
5 (31%)
3 (19%)

2 (12%)
1 (6%)

2 (12%)
4 (25%)



Anxiety
OCD
Clinically meaningful symptomatology reported in the psychopathological interview
Anxiety symptoms
Panic attacks
Social anxiety
Generalized anxiety
Obsessive-compulsive symptoms
Obsessions
Compulsions
PTSD symptoms
Depressive symptoms
Low mood/irritability
Decreased interest or pleasure
Fatigue or energy loss
Hypomanic symptoms
Use of alcohol
Tic symptoms
ADHD
Conduct disorder
Psychotic disturbances
Auditory hallucinations
Visual hallucinations
Thought disorder
Delusions
Autism spectrum disorder
No symptoms reported
Interview data missing
SRAS¢
Function 1: Avoidance of shool-related stimuli provoking general negative affectivity (NR)
Function 2: Escape from aversive social and/or evaluative situations at school (NR)
Function 3: Pursuit of attention from others (PR)
Function 4: Pursuit of tangible reinforcement outside of school (PR)
Aim for intervention
Anxiety
Depression
Behavior problems

Anxiety and behavior problems combined
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6 (37%)
2 (12%)

7 (47%)
2 (13%)
7 (47%)
5 (33%)
2 (13%)
2 (13%)
1 (7%)
1 (7%)
6 (40%)
3 (20%)
4 (27%)
5 (33%)
2 (13%)
1 (7%)
1 (7%)
5 (33%)
1 (7%)
3 (20%)
2 (13%)
1 (7%)
3 (20%)
2 (13%)
1 (7%)
2 (13%)
1 (6%)

8 (50%)
1 (6%)

4 (25%)
3 (19%)

8 (50%)
2 (13%)
4 (25%)
1 (6%)
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Missing value 1 (6%)

* Asthma (n = 1), no answer (n = 1).

b Autism spectrum disorder (n = 1), language impairment (n = 1), no answer (n = 1).

¢ Sertraline (n = 3), Methylphenidate (n = 1), Fluoxetine (n = 1), Quetiapine (n = 1), Hydroxyzine (n
= 1), Salbutamol (n=1).

d Highest combined score by the youths and parents is considered the dominating factor.

Table 3

Clinician background variables, n (%)

Variable Clinicians
Education,
Psychologist 1 (20%)
Occupational therapist 1 (20%)
Bachelor of social services 1 (20%)
Nurse 1 (20%)
Special education teacher 1 (20%)
Experience of therapeutic/special education intervention work
4-6 years 2 (40%)
7+ years 3 (60%)
Employment
Municipality social services 2 (40%)
The private sector 2 (40%)
Other 1 (20%)

Data collection procedures and outcome measures
As stated, the outcome measures were completed at three measurement points: baseline,

post-intervention, and a 3-month follow-up. All 16 youths and parents in the intent-to-treat sample
completed the baseline outcome measures, the background interview, and the semi-structured
psychopathological interview. However, for one of the families, the data from the background
interviews were not reported back to the researchers. The proportion of completed outcome
measures declined to 75% (both youths and parents) at the post-intervention measurement point,
with three cases having dropped out and one family leaving the questionnaires unanswered. The
percentage of cases that completed the outcome measures at the 3-month follow-up was 56% of the
youths and 63% of the parents. With regard to the teachers, 88% completed the baseline
questionnaires; this declined to 56% at post-intervention, and further to 25% at the 3-month follow-

up. See Figure 2 for an overview of the data collection process.



29

Figure 2

Overview of the collected data by respondent group

Baseline data complete for:

(Parents), n= 13 (Teachers)

Baseline Post-treatment Follow-up (3 months)
Assesment and started Treatment Post-treatment data o z : e
R ollow-up data complete
treatment: n =16 11 sessions . complete for: n=11 P P

for: n=9 (youths), n=10

Families attending all sessions: n= 13 (youths), n= 11 (parents), (parents), n= 7 (teachers)

n= 16 (Youths), n= 15 n=10 (teachers)

Drop-out:
n=3

Treatment satisfaction

Three of the 16 families included dropped out mid-intervention, constituting a drop-out rate
of 18.8%. One of the families dropped out after the second session with the reported reason being a
high degree of stress within the family. With the second family, the intervention was terminated
after the third session. Although the family reported motivation for continuing the intervention
process, time-management issues made it difficult to arrange the work adherently to the manual.
The third family dropped out after the second session due to the stress load being too high within
the family. The family was also scheduled to begin work with the child protection services. 12 of
the 13 families that completed the intervention participated in all 11 sessions with one family
completing nine sessions. The amount of school consulting meetings among the families
completing the intervention varied between two and four. Three families completed two meetings
(23%), four families completed three meetings (31%) and six families completed all four meetings
(46%). The mean number of days between the baseline assessment point and the 11th session was
99 days (range: 66—158).

Results on the treatment satisfaction questionnaire, completed by the youths, their parents,
and the teachers at the post-intervention measurement point, showed a somewhat high-to-high
degree of satisfaction among all respondent groups. For example, a majority of participants in every
respondent group answered “certainly true” (73% (youths), 100% (parents), 78% (teachers)) to the
question "I would recommend Back2School to others with similar problems”. The satisfaction with
the school meetings was also high, with 91% of the parents and 67% of the teachers answering

“certainly true” to the question regarding the usefulness of the meetings. A lesser degree of
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satisfaction with the school meetings could be observed among the youths, with 67% responding
“partly true” and 25% ”certainly true”. The same applied to the questions regarding the adequacy of
the amount of information received about B2S before treatment and the items "I trusted the
therapist” and "the therapist understood our worries and concerns”’, with the youths reporting a
somewhat lesser degree of satisfaction compared to parents and teachers.

See Table 3 for further data from the treatment satisfaction questionnaire.

Table 3

Treatment satisfaction questionnaire

Item Respondent [#n] Response options

Not true  Partly true Certainly true

I got enough information about the content and purpose of

Back2School before start Youth [12] 1 (8%) 5 (42%) 6 (50%)
Parent [11] 0 (0%) 3 (27%) 8 (73%)
Teacher [9] 1 (11%) 2 (22%) 6 (67%)

I trusted the therapist Youth [12] 0 (0%) 3 (25%) 9 (75%)
Parent [11] 0 (0%) 0 (0%) 11 (100%)
Teacher [9] 0 (0%) 0 (0%) 9 (100%)

The therapist understood our worries and concerns Youth [12] 0 (0%) 5 (42%) 7 (58%)
Parent [11] 0 (0%) 0 (0%) 11 (100%)
Teacher [8] 0 (0%) 0 (0%) 8 (100%)

We were helped by the Back2School program and the

therapist Youth [12] 1 (8%) 5 (42%) 6 (50%)
Parent [11] 0 (0%) 2 (18%) 9 (82%)
Teacher [9] 0 (0%) 3 (33%) 6 (67%)

The meetings at the school were useful Youth [12] 1 (8%) 8 (67%) 3 (25%)
Parent [11] 0 (0%) 1 (9%) 10 (91%)
Teacher [9] 0 (0%) 3 (33%) 6 (67%)

I would recommend Back2School to others with similar

problems Youth [11] 1 (9%) 2 (18%) 8 (73%)
Parent [11] 0 (0%) 0 (0%) 11 (100%)

Teacher [9] 0(0%)  2(22%)  7(78%)
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Acceptability and study procedures.

Before the beginning of treatment, all of the five clinicians reported high motivation to work
adherently to the intervention manual (scores ranging between 89 of 10) and somewhat high-to-
high ability to work accordingly to the program (scores ranging between 7-9 of 10). In the
qualitative answers regarding the clinicians’ first impression of the treatment program, they
reported exclusively favourable impressions, emphasizing the intervention’s modular and
manualized structure and the clinical and societal need for this kind of intervention.

The intervention acceptability questionnaire, completed at the post-intervention data
collection point by the clinicians (N=5), showed an overall high degree of satisfaction with the
manual. Especially related to the appropriateness of the time and effort demanded by the manual
and the overall utility of the intervention, with 100% of the clinician answering “certainly true” on
the items "the time and effort the program demands is in balance with its benefits ” and "would you
recommend the B2S intervention to a colleague, acquaintance or a family in need of support”. A
slightly lower degree of acceptability was reported concerning the item “7The B2S intervention was
easy to implement” with 60% answering “partly true” and 40 % answering “certainly true”. A
majority of the clinicians (60%) were satisfied with the help the client families received with school
absenteeism, the overall psychological well-being of the youths, and family functioning. Further

results from the questionnaire are presented in Table 4.
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Table 4

Acceptablity questionnaire

Item Response options

Not true Partly true Certainly true

The B2S intervention was easy to implement 0(0%) 3 (60%) 2 (40%)
The time and effort the program demands are in balance with its benefits 0(0%) 0(0%) 5 (100%)
I am satisfied with the help the client families received concerning:
School absenteeism 0(0%) 2 (40%) 3 (60%)
The psychological well-being of the youth 0(0%) 2 (40%) 3 (60%)
Family functioning 0(0%) 2 (40%) 3 (60%)
Was the one-week B2S training enough to use the program? 0(0%) 1(20%) 4 (80%)

Would you recommend B2S interventions to a colleague, acquaintance or

family in need of support? 0(0%) 0 (0%) 5 (100%)
Poor Moderate  Good

Evaluate your ability to work according to the intervention 0(0%) 1(20%) 4 (80%)

Qualitative feedback
Youths, parents, and teachers

Theme 1: Collaboration between multiple stakeholders. Both parents and teachers
expressed satisfaction with the involvement of and the collaboration between the school and the
family during the intervention. The importance of collaborative work was especially highlighted
concerning the overall effect of the intervention. This was emphasized both by parents and teachers.
One parent commented: ”The B2S therapist's communication between the adults working with the
young person was smooth and helped the young person to increase school attendance”. One
teacher made the same connection between the quality of the collaborative relationship, and
increased school attendance: “"Cooperation with the family was functional and close which was
important in terms of effectiveness”. Some parents and teachers also experienced the collaboration
as reassuring and as a factor that enhanced the understanding of the child’s situation and experience.
Examples of such comments: "I think it was useful that there was a group that worked on getting
the student back to school. (teacher)”. "It was great that we worked with the family. As a teacher, |
also gained an understanding of what my students' absenteeism challenges are about (teacher).”
”It was positive that the parents were so involved in the process. You had a good idea of what was
being worked on and what progress was being made (parent).” As an area for improvement, one
parent pointed out practical difficulties with scheduling the meetings with many different timetables

that needed to be taken into consideration.
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Theme 2: The clinicians’ professional competence and working alliance. The clinicians
received exclusively positive feedback from parents and teachers alike. Both parents and teachers
were satisfied with the clinicians’ competence and skill set. One teacher commented: "An expert
therapist who had good resources to focus on the student's situation.”. One parent expressed
satisfaction with the clinician’s judgment and case formulation within the heavily manualized
course of the intervention: "The program required a lot of time, but without the therapist, we would
not have succeeded in getting the child's school attendance back on track. The therapist understood
the problem areas well and guided us flexibly within the framework of what seems to be a strictly
regulated program.”. Parents also appreciated the therapeutic relationship and considered the
working alliance to be an important aspect of the intervention: ”We found common ground with the
therapist, so it was really easy to talk to her. She knew how to talk to my daughter well, and that's
how she gained her trust. It's great that we were chosen for this.”. Another parent emphasized the
clinician’s ability to consult the family concerning further care: “The therapist was knowledgeable
and helped us move forward in solving our challenges. As a parent, I received personal support
from the therapist in addition to improvements in school cooperation, but also in moving things
forward on the treatment path. The program was useful and helped us to understand our child's
situation”.

Theme 3: Therapeutic techniques. Many parents and teachers were satisfied with the
specific factors of the intervention, with comments emphasizing the helpfulness of different tools”
and "tips”. The parents reported benefits for the youth, as well as personal ones: "Without this
Jjourney, I'm not sure if my daughter would have gotten her elementary school certificate. I wouldn't
be sure what her mood would be like. We all got a lot of tips and insights.”’. Another parent further
emphasized the benefits for the parents: "The B2S program gave us many good and useful tools to
help us parents act correctly when the child was having a hard time and couldn't manage to go to
school”. One teacher explicitly mentioned the exposure techniques, emphasizing their usefulness as
well as the challenges in implementing them in a classroom with many other students. Some youths
implied that the program was not always age appropriate. One youth commented: “7The experience
was good. However, I would recommend the program for elementary school age or those who have
Jjust started middle school.”. Other youths also touched upon the content of the exercises, possibly
implying age- inappropriateness: "It helped quite a lot, and I became more motivated to go to
school and it was nice to get candy. Some of the questions were ridiculous and stupid” and "A4 little
annoying, but I guess it helped a little. Strange steps and examples. I guess it helped a bit”. One
youth with anxiety-driven school absenteeism expressed insight into the mechanisms of exposure
techniques: ““ I have understood why I should go to school even though I could do school work at

home”.
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Theme 4: Treatment effect. The qualitative data indicated a tangible degree of variation
concerning changes in school attendance during the intervention. A noteworthy proportion of the
participating parents and teachers reported a lack of effect on school attendance. These comments
were often attributed to external factors such as the covid-19 pandemic or changes happening
slowly and gradually. One parent reported an overall worsening of the youth’s physical and mental
well-being: "The young person's physical and mental health has deteriorated during the spring and
it shows in their school attendance. For this reason, the B2S program has not been implemented as
well as it could have been”. One teacher reported that the youth wasn’t part of the intervention’s
target group: “Actually, the student was already "back to school” when the program started”. Some
parents and teachers also noted the possible mechanisms of change, one teacher emphasizing
cognitive change as a mediator: “Absenteeism has decreased during the program. There has been a
clear change in the student's thinking, realistic thinking has increased”. One parent noted on the
other hand an increase in positive emotion and overall mood: ”With B2S, school attendance
increased considerably. The child became more positive and talkative in every way.”. One teacher
reported secondary positive effects of the intervention, even though no change in attendance could
be observed: "It's great that we worked with the family. As a teacher, I also gained an
understanding of what my students' attendance problems are about. However, there are still as
many absences as before the B2S program”

Clinicians

Theme 1: Assessment and outcome measures. The clinicians provided both positive and
negative feedback regarding the initial clinical assessment and the included outcome measures.
Every clinician pointed out that the assessment process and the battery of instruments are extensive
and require a lot of effort by the participants and the clinicians alike. Besides the heavy workload,
the clinicians also appreciated the clinical utility of the assessment package and the outcome
measures. One clinician commented: “There were a lot of them, a heavy chore (printing, finding the
right ones in the stack, scoring, interpretation), but they did provide good supplementary
information.”. Another clinician experienced a discrepancy between the clinical and the academic
utility of the measures: "Certainly useful for research purposes, but for many quite heavy to fill out.
So, for treatment purposes only, you can easily slim them down quite a bit.”” One clinician touched
upon the validity of one client’s self-report answers: ”They [the measures] are useful. Although in
my case, the child filled out all the initial questionnaires with "no symptoms/0", but the parent
questionnaires and the interview did bring out the challenges at hand. The child had answered
more honestly about his feelings on the post-intervention questionnaires, and this may reflect the
situation in a distorted way if you only look at the before-after comparison.” One clinician

described ISAP and SRAS-R as particularly useful instruments for SAP treatment. As general



35

recommendations from the clinicians, it emerged that the measurement process could benefit from
completing them digitally. It was also commented that it could be useful to complete them together
with the family so that the instructions are with certainty correctly explained. One clinician also
expressed a wish for more training regarding the interpretation of the psychometric instruments.

Theme 2: Strengths and weaknesses of the B2S intervention. Common themes of
strengths that emerged in the clinicians’ open answers were the intervention’s structure and
manualized course, the evidence base surrounding CBT and the goal-oriented style of work. One
clinician noted that according to her experience, B2S is more suitable for anxiety problems
compared to other functions underlying SAP: ”Based on my four clients, [ would say that B2S
works best with anxiety problems (compared to depression/lack of motivation). The clients have
also been primary school students, so maybe it also works better with younger students (where the
problem may not have been as strongly entrenched)". Even though the assessment process was
unanimously experienced as very extensive, the case formulation and the background interview
received positive feedback for playing a central role in treatment planning and for creating a mutual
understanding with the clients” families. According to one clinician, the manual does not
sufficiently consider how other instances of help should be included in the intervention process, e.g.
if the family also engages in family work. The clinician points out that the family service’s
participation at the school meetings is not enough, and that it would be beneficial to integrate the
family work more actively and get them more intertwined in the B2S program. It was also
commented that the intervention requires at least a satisfactory level of family functioning and
available resources to be efficient. One clinician experienced a discrepancy between the manual’s
perception of the school’s capacity and what is practiced in the Finnish school system: ”In Finland,
as a rule, schools have more functionality and flexibility than the manual suggests. The Finnish
schools stretch and bang a lot, come up with creative solutions, etc. Of course, this is not always the
case, but the format of school meetings does not exactly fit the Finnish tradition of working
together”. One comment brought up the question of the practical utility of ”flexibility within
fidelity” when working in a manualized way. The clinician experienced this as particularly
challenging when working with families that have big challenges with adhering to the techniques
described in the manual.
Treatment effects

As presented in Figure 3, the average school absenteeism of 43% at baseline was reduced to
27% post-intervention but returned to approximately baseline level at the 3-month follow-up (42%).
The effect of time was non-significant (p= 0.842).

At post-intervention, four youths (31%) did not surpass our inclusion criteria of >10%

school absenteeism anymore. This number declined to one (10%) youth at the 3-month follow-up.
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Three youths (23%) were absent more than 50% of expected school attendance at post-intervention,
compared to eight youths (53%) at baseline. At the 3-month follow-up measurement, two youths
were absent 100% of the time in the last two weeks before follow-up, with eight youths (80%)
attending school more than 50% of the time. Nine youths at baseline (56%), four youths at post-
intervention (31%), and six youths (60%) at follow-up met Kearney's criteria for problematic school
absenteeism (>25%) absenteeism during the last two weeks). See Figure 4 for further information.

The mixed linear models for our secondary outcome measures showed a significant effect of
time for three variables: teacher-reported hyperactivity, teacher-reported prosocial behavior, and
parental self-efficacy. These changes over time demonstrated a large effect. Several statistically
non-significant medium-to-large effects can be observed in the data, regarding for example the SDQ
total difficulties scale (parent-reported) and the SDQ prosocial behavior scale (parent-reported).
When evaluating the descriptive data of our secondary outcome measures, elevations can be noted
on the child versions of several key measures when comparing post-intervention to baseline. This
concerns particularly anxiety and depression, as measured by the RCADS, and the SDQ total
difficulties scale. Although these effects lie in the medium range, they are statistically non-
significant. See table 5 for the complete summary of the mixed models for the secondary outcome
measures.

Figure 3
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Figure 4

Levels of school absenteeism per data collection point

Number of children

8

+

98]

o=l

=

Baseline Post-intervention

E<10% m11-30% m31-50%

m51-70% m71-99%

3-month follow-up

100 %

37



Table 5

Primary and secondary outcome variables

Outcome

Respondent Baseline

Post-intervention

3-Month follow-up Time x intervention effect

School absenteeism, %

RCADS anxiety

RCADS depression

RCADS Internalizing

ISAP Social anxiety (symptom)
ISAP Social anxiety (function)
ISAP Depression (symptom)
ISAP Depression (function)

ISAP School aversion (symptom)

ISAP School aversion (function)

SDQ Emotional symptoms

SDQ Conduct problems

SDQ Hyperactivity/inattention

Parent
Youth
Parent
Youth
Parent
Youth
Parent
Youth
Youth
Youth
Youth

Youth

Youth

Youth
Parent
Teacher
Youth
Parent
Teacher

Youth

43.12 (28.21) [15] ®

18.06 (20.17) [16]
17.00 (13.60) [15]
7.70 (6.03) [16]
7.33 (4.10) [15]
25.75 (25.32) [16]
24.33 (17.12) [15]
0.72 (0.81) [15]
0.49 (0.62) [15]
0.88 (0.74) [15]
0.71 (0.69) [15]

1.25 (0.79) [15]

0.74 (0.60) [15]

3.38 (2.66) [16]
3.67 (1.95) [15]
3.38 (2.26) [13]
1.75 (1.30) [16]
2.73 (2.87) [15]
0.85 (1.21) [13]

]

[
[
[
4.31(2.50)[16

27.38 (26.70) [11]
23.27 (20.32) [11]
16.18 (10.89) [11]
10.45 (5.79) [11]
6.82 (4.29)[11]
33.73 (25.90) [11]
23.91 (15.01) [11]
0.80 (0.71) [11]
0.46 (0.48) [10]
1.10 (0.61) [11]
0.61 (0.65)[10]

1.22 (0.94) [11]

0.54 (0.65) [10]
4.45221)[11]
2.82 (2.04) [11]
3.70 (2.16) [10]
2.45(1.70) [11]
1.73 (1.56) [11]
0.60 (0.97) [10]

]

[
[
[
4.73 (2.10) [11

42.90 (33.39) [10]
15.44 (10.69) [9]
12.50 (7.55) [10]
8.78 (4.74) [9]
6.20 (4.54) [10]
24.22 (14.30) [9]
18.70 (10.77) [10]
0.84 (0.82) [9]
0.33 (0.35) [9]
0.86 (0.73) [9]
0.57 (0.66) [9]

1.16 (0.82) [9]

0.53 (0.55) [9]
4.33 (2.60) [9]
2.80 (1.69) [10]
3.57 (2.76) [7]
1.67 (1.00) [9]
1.50 (1.58) [10]
1.00 (0.82) [7

[
[
[
5.11(2.10)[9

]
]

F=0.040, p = 0.842, d:* = 0.463, d-€= 0.004
F=0.803, p=0.394, d: = 0.548, d- = 0.252
F=2.115,p=0.173,d:=0.132,d-= 0.634
F=0.001,p=0.974, d: = 0.529, d- = 0.450
F=0.436,p=0.522,d: =0.065, d>=0.353
F=1.236,p=0.280, d: = 0.566, d-= 0.126
F=1384,p=0.253,d:=0.044, d-=0.599
F=0.054, p=0.818, d: = 0.160, d-= 0.200
F=3.426,p=0.073,d: =0.100, d- = 0.400
F=0.297,p=0.591,d:=0.314, d- = 0.033
F=3.884,p=0.063,d: =0.250, d- = 0.333

F=0.166,p=0.688,d =0.043, d-=0.129

F=2917,p=0.103, d: = 0.500, d- = 0.700
F=0.886,p=0.357,d:=0.486, d-= 0.413
F=1.898, p=0.183, d: = 0.405, d> = 0.483
F=0.082,p=0.778,d: = 0.267, d-= 0.053
F=0.219,p=0.644, d: = 0.318, d-=0.089
F=0.551,p=0.473,d:=0.476, d> = 0.820
F=0.034, p =0.855, d: = 0.208, d> = 0.083
F=0.763, p=0.402, d: = 0.233, d> = 0.615
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SDQ Prosocial behavior

SDQ Problems with peers

SDQ Total difficulties

SMFQ

SEQ _SS Total
SEQ-RSAP total

Parent
Teacher
Youth
Parent
Teacher
Youth
Parent
Teacher
Youth
Parent
Teacher
Youth
Parent
Youth

Parent

3.53 (2.17) [15]
3.69 (2.96) [13]
6.94 (1.44) [16]
6.33 (2.77) [15]
438 (2.26) [13]
2.25(1.57) [16]
3.00 (2.42) [15]
2.62 (2.10) [13]

11.69 (6.21) [16]
12.93 (7.10) [15]
10.54 (5.17) [13]
6.81 (6.40) [16]

4.67 (4.82) [15]

48.10 (7.45) [16]
76.07 (9.52) [15]

[
[
[
[
[
[

3.27 (1.79) [11]
2.80 (3.05) [10]
7.27 (1.10) [11]
6.82 (2.75) [11]
6.10 (2.64) [10]
2.36 (2.16) [11]
2.18 (2.23) [11]
2.60 (1.96) [10]

14.00 (5.08) [11]
10.00 (5.40) [11]
9.70 (4.60) [10]

6.27 (4.69) [11}

3.82 (4.64) [11]

47.18 (9.70) [11]
84.00 (7.71) [11]

[
[
[
[
[
[

2.60 (1.71) [10]
2.57 321)[7
7.89 (0.78) [9
8.10 (1.97) [10]
6.57 (1.51)[7
2.67 (2.50) [9
2.10 (1.45) [10]
2.00 (1.41) [7]
13.80 (5.80) [9]
9.00 (4.35) [10]
9.14 (4.63) [7]
5.11 (4.17) [9]
2.70 (2.41) [10]
47.56 (6.62) [9]

[
(7]
(9]
[
[
[

]
]

85.60 (10.06) [10]

F=3.060,p=0.095,d:=0.217,d-=0.344
F=6.408, p=0.021, d: = 0.989, d-=0.533
F=3.551,p=0.071,d: =0.194, d-= 0.500
F=3.569,p=0.073,d: =0.445, d- = 0.983
F=6.804,p=0.018,d: =1.147,d-=1.217
F=0.208, p=0.658, d: =0.092, d-=0.247
F=1.804,p=0.194, d: = 0.586, d-=1.000
F=0.268,p=0.611,d:=0.018,d>=0.413
F=1.057,p=0316,d:=0.471,d:=0.515
F=3.518,p=0.076,d: = 0.698, d-=1.092
F=0.540,p=0.472,d: = 0.336, d- = 0.222
F=1.441,p=0.242,d:=0.075, d-=0.293
F=0.966,p=0.337,d:=0.202, d-= 0.410
F=10.009,p=0.924,d:=0.107, d-= 0.084

F=15.969,p<0.001,d=1.017, d-=1.305

Note. RCADS= Revised Children’s Anxiety and Depression Scale; ISAP= Inventory of School Attendance Problems; SDQ= The Strengths and

Difficulties Questionnaire; SMFQ= Short Mood and Feelings Questionnaire; SEQ SS= The Self-efficacy Questionnaire for School Situations; SEQ-
RSAP= Self-Efficacy Questionnaire for Responding to School Attendance Problems

 Data presented as mean (SD) [n]

b Effect between baseline and post-intervention

€Effect between baseline and 3-month follow-up
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Discussion
The aim of this study was to evaluate the feasibility of the Back2School intervention in the Finnish
context to provide helpful guidelines for future studies with more rigorous designs (e.g. RCT).
Feasibility was evaluated on five parameters: 1) sample characteristics; 2) data collection
procedures and outcome measures; 3) treatment satisfaction; 4) acceptability and study procedures;
and 5) treatment effects. The results are discussed according to these feasibility parameters.
Sample characteristics

The included intent-to-treat sample of N= 16 was a shortcoming of our initial goal of
including 26 families. With the recruitment being done by a third party, further evaluations of the
recruitment process cannot be appropriately done by the author. However, one fundamental
difference in the recruitment process should be mentioned, in contrast to the Lomholt et al. (2020)
study. In the Lombholt et al. study, families were able to independently reach out and express their
wish to participate in the study according to the presented inclusion criteria. In our study, this kind
of recruitment was not possible. Therefore, the families were recruited via the schools in the
municipality. This possibly affected the characteristics of the included sample, with the inclusion
criteria being more loosely adapted, and with higher-functioning families being included in
comparison to the Lomholt et al. study. Our sample has features of a convenience sample where
potential clients were contacted and invited to participate by the recruiting agency. The procedure
of Lombholt et al. was in that way more ecologically valid, with the client families exhibiting care-
seeking behavior, which may also be a reason why their sample was more representative on several
clinical variables.

This is evident in the sample’s relatively high level of school attendance at the baseline
measurement point with ~60% registering <50% absenteeism during the two weeks before the
intervention, compared to 38% in the Lomholt et al. study. The same applies at the higher end of
absenteeism: 20% of our sample was absent 71% - 100% of the time two weeks before treatment,
compared to 42% in the Lomholt et al. sample. Similar indicators are observable in the
psychometric data gathered at baseline for the secondary outcome measures. For example, the mean
scores of the RCADS internalizing scale (child-reported: M= 25.75, cut-off score: 48p-54p for boys
& 58p-66p for girls), SMFQ (child-reported: M= 6.81, cut-off score: 8p) and SDQ total score
(child-reported: M= 11.69, the cut-off for abnormal score: 16p-40p) all lie below the respective
clinical cut-off scores that are found in the literature (Angold et al., 1995; Chorpita et al., 2015; He
et al., 2013). From a psychometric viewpoint, these parameters point to an atypically low level of
psychiatric symptoms compared to clinical samples found in the SAP literature (e.g. Hannan et al.,

2019; Heyne et al., 2011; Lombholt et al., 2020; Reissner et al., 2015; Strombeck et al., 2021). A
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consequence of this is a more restricted range for possible change and improvement compared to
the Lombholt et al. study, and other intervention trials found in the SAP intervention literature.

In the psychopathological interview, 87% of the participants reported some kind of
symptomatology. Of the participants, 47% reported any kind of anxiety symptoms, which can be
considered a low level of prevalence compared to the Lomholt et al. study (75%). Anxiety was also
the most prevalent form of psychopathology reported, followed by depression (40%) and ADHD
(33%), displaying heterogeneity with regard to externalizing and internalizing psychopathology
accompanying SAP, which is in line with the prevalence data found in the literature. A similar
degree of variation can be found for the SRAS-R showing that participants were evenly distributed
regarding the primary underlying function, with both negative and positive reinforcement schedules
present in the sample.

For future randomized controlled studies in the Finnish context, two changes in the
procedure can be recommended to obtain a sample better suited for evaluation of treatment effect:
1) modification of the recruitment process to one more resembling the procedure used in Lomholt et
al. where families in need themselves seek care, instead of being recruited directly by a third party
and/or 2) tightening of the inclusion criteria by, for example, raising the threshold for inclusion to
Kearney's 25% absenteeism during the last two weeks. Our results also raise questions about
applying a threshold for inclusion based on the secondary outcome measures, to avoid floor effects
at the baseline measurement point. Following these recommendations, future studies would better
ensure a sample that more accurately reflects the clinical characteristics shown by the SAP
population in the literature, which would increase the validity of statistically analyzing treatment
effects.

Data collection procedures and outcome measures
The percentage of completed questionnaires at baseline was excellent at the baseline

measurement point, with all respondents filling out 100% of the measures. Compared to the
Lombholt et al. study, a lower degree of completion can be observed among the parents at the post-
intervention measurement point (80% vs 100%), and a higher degree of completion among the
youths (80% vs 55%). The proportions recorded at the 3-month follow-up (youths: 60%, parents:
66%) can be considered low, especially with regard to the parents when compared to the Lomholt et
al. study (95%). This can be attributed to several factors. Firstly, the data collection procedures in
our study were rather complex. The questionnaires were to be completed with pen and paper by the
participants, then returned to the clinician who copied the answers to an Excel sheet that was
returned to the research team via an encrypted file-sender application. The different steps with their
increase in workload and demand on organizational skills can be considered risk factors for omitted

answers. As a recommendation for future trials, the author underlines the feedback gathered by one
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of the clinicians: the data collection procedure could benefit from the questionnaires being filled out
electronically together with the clinician. This would facilitate smoother data gathering, and
possibilities for a higher percentage of completed measures, with the clinicians being able to
supervise and monitor the data gathering. Secondly, the overall feedback of the participants and the
clinicians, both in our and Lombholt et al.’s study, touches upon the extensive width of the
measurement package. Several of the clinicians reported difficulties in gathering the data, especially
at the 3-month follow-up, despite reminding the client's families several times. Based on our
qualitative data, this could reflect a motivational problem that can be attributed to the extensive
battery of measures. For future Finnish trials that involve a control group, inspiration could be taken
from the RCT study protocol in Denmark (Thastum et al., 2019), with shorter versions of the
assessment battery and monetary incentives provided to the control group. Completed baseline
assessment could also be included as an inclusion criterion and regular reminders arranged for non-
responsive families.

Data for our primary outcome measure of school absenteeism was gathered week-by-week
at every session and reported back to the researchers via the session-by-session questionnaire. The
decision not to gather the data straight from the school registry was due to technical impracticalities.
School attendance for the last two weeks was also gathered at each measurement point as part of a
parent questionnaire. However, the data reported in the questionnaire was often either omitted or
not in line with the proportion reported in the session-by-session questionnaire that was filled out by
the clinician. Therefore, the final data was exclusively taken from the session-by-session
questionnaire, to ensure consistency in our data-gathering procedures. However, this could indicate
a possible validity problem of our absenteeism data, with different percentages reported in different
forms. For future trials, a more structured, coherent, and less extensive gathering of absenteeism
data can be recommended, limiting reports to two weeks before each measurement point. This could
allow consultation with the school register at each measurement point, since three or four data-
gathering points are more manageable for the school compared to our design of a session-to-session
basis. As recommended in the Lomholt et al. study, the school registry data could also be included
to ensure maximal validity.

Regarding the secondary outcome measures, future modifications of the manual could
consider which psychometric instruments should be included as measures of psychiatric
symptomatology. Although instruments such as RCADS and SMFQ are psychometrically sound
both in terms of reliability and validity, their level of measurement is relatively general. Instead,
ISAP (Knollmann et al., 2019) could be considered instead, which measures both symptom strength

and function in direct relation to SAP.



42

Treatment satisfaction

All in all, parents, teachers, and youths alike reported a high degree of treatment satisfaction.
The dropout rate of 18.8 percent was higher than the corresponding rate of 8% reported by Lomholt
et al. 80% of the families attended every session, which is also a slightly lower proportion of
families compared to Lomholt et al. (86%). The overall treatment satisfaction was satisfactory
among all respondent groups. Compared to the Lomholt et al. study, a higher proportion of youths
(73% vs 50%), parents (100% vs 75%), and teachers (78% vs 56%) answered “certainly true” to the
question ” I would recommend Back2School to others with similar problems”. A slightly lesser
degree of satisfaction could be observed among the youths compared to the parents and the
teachers, this trend was reflected in items touching upon the adequacy of the information provided
before treatment, the overall helpfulness of the intervention, and the usefulness of school meetings.
Based on the gathered youth-reported qualitative feedback, this could reflect an experience of the
intervention content not always being age-appropriate. Given that 25% of our sample were 9th
graders, and thus at a maximum threshold with regard to our inclusion criteria, the content of the
intervention may be more appropriate for younger children. This was also an experience that one of
the clinicians reported in the post-intervention acceptability questionnaire. It is also possible that the
slightly lesser degree of satisfaction among the youths echoes the higher baseline level of
functioning that our sample demonstrated compared to other clinical samples. This can be noted
both in the relatively low level of school absenteeism and psychiatric symptoms that was observed
in the assessment data. Therefore, one could ask if the included sample as a whole can be
considered a target population of the Back2School intervention, or if the moderate level of
treatment satisfaction among the youths could partly be understood in the context of the manual
assuming broader difficulties and lower levels of functioning than what was the case in our sample.

In the treatment satisfaction questionnaire, one item regarding the usefulness of the school
meetings showed a greater degree of variation in satisfaction compared to other items. This could
have affected fidelity in the sense of omitted school meetings. Nevertheless, 77% of the client
families attended three or four school meetings, which could be considered a satisfactory proportion
when taking external factors such as time management into account.
Acceptability and study procedures

Overall, the clinicians rated the B2S to have high acceptability. This is illustrated, for
example, in the fact that 100% of the clinicians answered "certainly true" to the questions "the time
and effort the program demands is in balance with its benefits” and “would you recommend the
B2S intervention to a colleague, acquaintance or a family in need of support.” In the qualitative
feedback, it appears that several clinicians experienced the intervention process as somewhat

laborious and extensive. This applies above all to the wide battery of questionnaires that are
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expected to be filled in at each measurement point. Another indicator of a lower level of
acceptability when it comes to the outcome measures was the low response rate among some
respondent groups, especially at the 3-month follow-up. It is also possible that the procedure we
followed, which required some extra work efforts by clinicians, was a reason why the data
collection in this study was perceived as difficult. As written earlier, we recommend future studies
to consider a digital filling in of questionnaires, and a reduction of the length or number of forms
for a potential control group.

It is worth noting that this study also included measurement instruments that were included
out of academic interest in the evaluation of treatment effect and that are not included in the actual
treatment manual. Of the included outcome measures, this applied to FAD, PECK, and ISAP. Thus,
the feedback we received regarding the scope of the battery of measurement instruments should
rather be interpreted as feedback for the research design, instead of the intervention itself. Possibly,
the data gathering process would have been perceived as more manageable, had we only included
the measures that are part of the manual. Thus, future studies should consider including only the
measures recommended by the manual, to evaluate fidelity in a more ecologically valid way.

One issue highlighted in the clinicians' feedback was the manual's lack of guidelines for how
other treatment entities, such as family work, can be integrated into the treatment. The wish was to
get tools to be able to extend the treatment principles of the B2S intervention to other support and
treatment contacts that a family may have in addition to B2S. This feedback is recommended to be
considered in future modifications of the manual.

Treatment effects

School absenteeism dropped from 43% to 27% between baseline and post-intervention.
However, this change was not maintained at the 3-month follow-up, with the mean level of
absenteeism returning to a level approximating baseline (42%). Non-maintained treatment effects
on school attendance are a commonly reported phenomenon in the SAP intervention literature, with
a significant proportion of clients returning to problematic levels of school absenteeism between the
post-intervention and follow-up measurement points (Heyne, 2022a; Heyne 2022b; Maynard et al.,
2018). All in all, the effect of time on change in school absenteeism was non-significant (p= 0.842)
in our study. Similarly, our statistical analyses showed minimal effects on secondary outcome
measures: only three variables reached statistical significance (teacher-reported
hyperactivity/inattention, teacher-reported prosocial behavior, and parental self-efficacy).

As previously described in this text, our sample displayed high baseline functioning on both
our primary and secondary outcome measures. The baseline level of 57% school attendance is not
only high compared to the corresponding 33% in Lombholt et al. (2020) but also in comparison to

other clinical trials of interventions targeting SAP at the same tier as Back2School, considered from
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a response to intervention perspective (Kearney & Graczyk, 2014). For example, in a non-
randomized trial of the @school intervention (Heyne et al., 2011) the average level of school
attendance was 15% at baseline.

Considering our results, it can be stated that this study does not replicate Lomholt et al.'s
results regarding treatment responses. This applies both to the maintenance of the treatment effect
for the primary outcome variable of absenteeism at 3-month follow-up and to the effect of time on
the secondary outcome measures. However, a comparison becomes problematic as the baseline data
demonstrates that our sample is not necessarily comparable to Lomholt et.al's sample, whose
characteristics are more similar to the target group for which the Back2School intervention was
created. Because of the small sample size, the clinically low levels of school absenteeism, and
baseline psychometric data below clinical cut-off values, robust analyses of treatment effects
become challenging. Furthermore, it makes comparisons to other trials difficult, since the sample
characteristics do not represent the same target group accurately enough. Statistically, the analyses
become limited by floor effects that give rise to a restriction of range problem.

Another reason why the effects demonstrated in the study by Lomholt et al. were not found
in our results could be that Lomholt et al. also included younger children. While our age limit was
drawn at 12 years, Lomholt et al. had 7-year-olds as the youngest possible age included. The
literature has shown age-specific differences in treatment outcomes regarding CBT for school
refusal (Heyne, 2022a; Heyne, 2022b). Generally, 7—11-year-olds have a stronger treatment
response compared to 14-year-olds and older. One possible conclusion that has been made is that
CBT for school refusal is more effective for children than for adolescents, which would be in line
with our findings. Heyne lists school refusal severity, the complexity of the clinical presentation,
developmental challenges, and lack of developmental sensitivity in the planning and execution of
treatment as four possible reasons for the poorer response demonstrated among school-refusing
adolescents (Heyne, 2022a; Heyne, 2022b).

Evaluation of feasibility and further recommendations

Based on the results in this study, the Back2School intervention is considered feasible for a
randomized controlled trial in a Finnish context with regard to both the study procedures and the
intervention itself. This is supported by the following findings: 1) feasible data collection
procedures; 2) acceptable participation rate; 3) high treatment satisfaction; 4) high clinician
acceptability; 5) generally positive qualitative feedback by all respondent groups; and 6) reduced
school absenteeism between baseline and post-intervention.

In addition to the inclusion of a control group and the recruitment of a larger sample to
improve statistical power for analyses of treatment effects, the following modifications to the study

design are recommended for future trials:
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1) Stricter inclusion criteria and a recruitment process where the participants themselves can
apply for care. This would ensure a more representative sample.

2) Facilitating the data collection process by creating electronic forms whose answers go
directly to the research team in a data-secure manner. This would make the data collection process
less laborious for both the families and the clinicians, which would ensure a higher percentage of
answered outcome measures.

3) Future studies should consider a reduction in the amount of outcome measures to reduce
the workload for participants and clinicians. An alternative would be to use only the measures
included in the manual. If other measures are included for academic interest, consideration should
be given to using shorter versions of the questionnaires for the control group, who lack the same
incentives of the treatment group to complete the questionnaires.

4) A future research design should include an additional follow-up data collection point 12
months after the end of the intervention. Based on the lack of treatment effect demonstrated in our
results, additional meetings could also be considered between post-intervention and follow-up to
support sustained treatment effects.

In addition to these guidelines for future research, modifications of the treatment manual are
also recommended to consider the results and feedback that emerged from this study.

Limitations

This study has several limitations that affect the validity and generalizability of the findings.
Firstly, the main limitation, with regard to evaluating treatment effects, was the small sample size
and lack of a control group. The small sample increases the risk of random results and non-
representative sample characteristics, while the non-randomized design means that we cannot
necessarily infer changes over time to be an effect of the intervention. This limitation is emphasized
at the follow-up measurement point where the response rate, especially among the teachers, was
relatively low. The reason for having a design with rather low statistical power was that the primary
purpose of the study was not to perform an efficacy trial, but to evaluate the feasibility of a future
larger randomized controlled study. Thus, although the design is a limitation from a statistical point
of view, the small sample and non-randomized design do not necessarily militate against the aim
and purpose of the study.

Secondly, another limitation of this study is not only the low number of participants but also
the sample’s high level of baseline functioning on important clinical variables such as school
attendance and psychiatric symptoms described earlier in the text. With less room for improvement,
the validity of the mixed linear models becomes poorer.

Thirdly, the validity of the school absenteeism data was questionable for some families, with

teachers and parents reporting different levels of absenteeism. Although we exclusively used
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parent-reported data in our final analyses, the data for the absenteeism variable may contain an extra
degree of measurement error. This limitation is magnified in a study such as this with a sample
whose statistical power is already limited by the small sample size.
Conclusions

Overall, the results of this study suggest that the Back2School (B2S) intervention is feasible
for a future randomized controlled trial in a Finnish context. The high treatment satisfaction among
all respondent groups, high acceptability among the clinicians, feasible data collection procedures,
and the initial reduction in school absenteeism between baseline and post-intervention suggest that
B2S has the potential to be a beneficial contribution to the gap in the literature on transdiagnostic
interventions targeting the clinical heterogeneity of school attendance problems. Our statistical
analyses of treatment effect failed to adequately replicate the results in Lomholt et al.'s pilot study,
however, the validity of our statistical models is limited because of the small sample size and non-
representative sample characteristics. In comparison to Lomholt et al.’s trial, our study also shows
lower proportions of completed outcome measures, due to a higher degree of complexity in our data
collection procedures.

By modifying the recruitment process, data collection procedures and the course of the

intervention in accordance with the recommendations described in this study, future trials can
increase the likelihood of robustly evaluating the treatment effect of B2S with a sample that more

representatively characterizes the target population for which B2S is created.
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Summary in Swedish — Svensk sammanfattning
Genomforbarhet av Back2School-interventionen i en finsk kontext: En transdiagnostisk kognitiv
beteendeintervention for skolfranvaroproblem
Prevalensen av skolfrdnvaroproblem (Eng. School attendance problems [SAP]) uppskattas

vara mellan 2 och 3 % i finska skolor (Méaittd m.fl., 2020). Svarigheterna dr oftast kroniska med en
varaktighet som 1 snitt varar ver tva ar. Litteraturen rapporterar ett brett spektrum av
socioemotionella, akademiska och psykologiska komplikationer i samband med skolfranvaro,
sdsom forsdmrad skolframgang, tidigt skolavhopp, framtida arbetsldshet och olika former av
psykopatologi (Attwood, & Croll, 2006; Carroll, 2010; Egger m.fl., 2003 Gershenson m.fl., 2017).
Olika riskfaktorer har identifierats nér det giller SAP, bland annat faktorer som ber6r individen,
familjen, skolan och samhéllet (Heyne, 2006; Maynard m.fl., 2018; Thambirajah m.fl.., 2008). Trots
oro for den dkade graden av skolfrdnvaro och den stora relevansen skolnirvaro har for barns
psykosociala funktionsformaga, finns det en brist pa vetenskapligt validerade psykosociala insatser i
finsk elevvard och specialiserad hélsovard (Méaéttd m.fl., 2020).

Kliniskt manifesterar sig SAP med olika svarighetsgrad, symptom och etiologiska
faktorer. Litteraturen tyder pa ett brett och heterogent spektrum av ackompanjerande symtomatologi
med olika utlésande och vidmakthéllande faktorer (Heyne m.fl., 2019; Kearney 2008; Lomholt
m.f1.,2020). Olika forsok har gjorts att formulera en 1dmplig troskelnivd mellan normal och
problematisk franvaro (Gentle-Genitty m.fl., 2015; Kearney, 2003) och att skilja mellan olika
specifika typer av skolfrdnvaroproblem (Atkinson m.fl., 1985; Broadwin, 1932; Heyne, 2019).
Kearneys modell (Kearney, 2008) dr den som ligger ndrmast konsensus bland forskare for att
identifiera troskeln for en problematisk nivé av skolfrdnvaro. Modellen bestar av tre separata
indikatorer: 1) barnet har missat minst 25 % av den totala skoltiden under minst tva veckor, 2)
betydande svérigheter att ga i skolan under minst tvd veckor och en betydande negativ inverkan pa
barnets eller familjens dagliga funktionsforméga och 3) minst tio dagars franvaro fran skolan under
15 veckor, exklusive lov och helger.

Heterogeniteten hos SAP har historiskt gjort det svart att begreppsliggora problemen i
separata beskrivande underkategorier, frimst pa grund av semantiska faktorer om terminologin,
men ocksd som en foljd av kvantitativt 6verlappande kategorier inom SAP-spektrumet (Heyne,
2019; Kearney, 2005; Lyon & Cotler, 2007). Olika termer har anvénts inkonsekvent pd ett vis som
inte beaktar kontexten, vilket lett till forvirring bland kliniker och forskare. Det finns ett behov av
att nd en gemensam overenskommelse om definitionen och kategoriseringen av SAP for att planera
lampligt riktade interventionsinsatser.

Traditionellt har kognitiv beteendeterapi (KBT) varit den mest studerade typen av

intervention for SAP, sarskilt for skolvdgrarbeteende med dess funktionella relation till
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internaliserande symtom (Heyne m.fl., 2019; Maynard m.fl., 2018). En distinktion mellan
skolndrvaroproblem med inslag av skolvigran jamfort med franvaroproblem med inslag av skolk &r
dock viktig ndr man granskar interventioner for SAP. Detta beror pa de olika sekundira
svarigheterna som associeras med skolvdgran och skolk samt de olika kliniska metoderna som
vanligtvis anvinds for dessa typer av SAP (Keppens & Spruyt, 2020; Maynard m.fl., 2018).

Historiskt har en mingd olika behandlingsformer testats for skolvdgran (t.ex. Blagg,
1987; Sahel, 1989; Wu m.fl., 2013). Under den senare delen av utvecklingen har
beteendeterapeutiska, kognitiva och kognitiva-beteendeterapeutiska interventioner framtritt som de
mest framstdende formerna av behandling (t.ex. Bernstein m.fl., 2000; Blagg & Yule, 1984; Hannan
m.fl., 2019; King m.fl., 1998; Last m.fl., 1998). Tidiga beteendeinterventioner skapades i hog grad
enligt principerna for klassisk och operant betingning med hjilp av tekniker som exponering,
avslappningstrining, trdning av sociala fardigheter och forstirkningsmetoder. Nyare interventioner
med en beteendemissig grund har alltmer integrerat kognitiva komponenter i behandlingen med
inslag av kognitiv omstrukturering, fokus pé forvrangda forestillningar och psykoedukativa insatser
(Maynard m.fl., 2018). I dagens ldge har de flesta evidensbaserade interventionerna sin teoretiska
grund i kognitiv beteendeterapi (KBT) som integrerar bade beteendeméssiga och kognitiva
arbetssitt. Behandlingen har utvecklats fran standardiserade manualer till moduléra och individuellt
anpassade insatser som bygger pa individuella fallformuleringar (Heyne & Rollings, 2002; Heyne
m.fl., 2008; Tolin m.fl., 2009). Ett aktivt engagemang av barnets familj och skolpersonal anses
ocksa vara viésentligt for dagens KBT-baserade interventioner (Heyne m.fl., 2008; Lomholt m.fl.,
2008; Reissner m.fl., 2019).

Minst sex olika KBT-manualer for skolvigran finns 1 litteraturen (Heyne & Rollings,
2002; Heyne m.fl., 2008; Kearney & Albano, 2000; Last, 1993; Strombeck m.fl., 2021; Tolin m.fl.,
2009). Det finns en viss grad av variation mellan dessa manualer med skillnader pd omrdden sdsom
hur svara problem interventionen lampar sig for, antalet traffar och grad av manualiserat forlopp.
Det som varje manual har gemensamt dr en individuell behandlingsperiod, involvering av forédldrar
och skolpersonal samt integration av centrala kognitiva-beteendeméssiga principer 1 behandlingen. |
den hittills mest omfattande genomgangen av kognitiv beteendeterapi for skolvéigrarbeteende, en
metaanalys gjord av Maynard m.fl. (2018), framkom det preliminér evidens for KBT nér det géller
att 6ka skolnirvaron hos skolviigrande ungdomar. Aven om det saknas studier som anvinder den
gyllene standarddesignen for interventionsstudier, den randomiserade kontrollerade studien (eng.
randomized controlled trial [RCT])), tyder evidensen pa en generell positiv effekt av KBT pa
skolnérvaro bland skolvigrande ungdomar. Effekten dr generell 1 den aspekten att ingen sérskild
KBT-intervention konsekvent har fatt dverlagset empiriskt stod 1 jimforelse med nagon annan

KBT-intervention. Resultaten har gett upphov till diskussion om vilka forandringsmekanismer som
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ir verksamma i KBT for skolfrdnvaroproblematik (Maynard m.fl., 2018). Aven om
fordndringsmekanismerna i KBT for skolvégran dr nagot oklara, har studier tytt pé att barns
sjalvforméga ar ett centralt medierande kognitivt konstrukt for positiva behandlingsresultat (Heyne
m.fl., 2015; Maric m.fl., 2013).

I motsats till skolvédgran och dess funktionella relation till internaliserande symptom,
kénnetecknas skolk av bristande motivation att ga i skolan och engagemang i aktiviteter utanfor
skolan som upplevs vara belénande av ungdomen (Heyne m.fl., 2019). Det finns en brist pa
forskning om insatser for skolkande barn och ungdomar jamfort med litteraturen om skolvégran. I
skolklitteraturen hittas endast en dversikt av existerande interventioner for skolkande barn och
ungdomar (Keppens & Spruyt, 2020). I 6versikten framkommer att insatser som riktar sig mot skolk
ar, trots heterogena effektstorlekar, ndgorlunda effektiva, men att enbart forlita sig pa beloning och
bestraffning r otillrackligt. For béttre resultat behovs insatser pa flera nivaer riktade mot det
enskilda barnet, med engagemang av skolan, samhéllet och 6vriga intressenter. Operanta
beteendeprinciper kan fungera nir det finns en hog grad av skolengagemang, med en koordinator
som organiserar interventionens olika faser. Studierna i oversikten dr dock varierande avseende
urvalsstorlek, metodologisk kvalitet och inkluderade resultatmatt. Siledes kan det konstateras att
mera rigordsa studier behovs for att faststélla effektiviteten av interventioner for skolkande barn och
ungdomar.

Utifrén evidensen om skolfranvaroproblemens heterogena kliniska bild har
transdiagnostiska insatser som kan anpassas till enskilda fall 6vervagts (Lomholt m.fl., 2020;
Reissner m.fl., 2019). Moduldra behandlingar med olika behandlingsstigar baserade péa den
individuella kliniska utredningen har ocksa uppvisat overlagsna resultat i behandlingsstudier om
ungdomspsykopatologi (Weisz m.fl, 2012). Modular Manual for the Treatment of Problematic
School Absenteeism (MT; Reissner m.fl., 2019) dr ett tyskt interventionsprogram som inriktar sig
pa skolvidgran och skolkbeteende. MT har visat en 60 % 6kning av skolnédrvaro och minskning av
depressiva symtom 1 en randomiserad kontrollerad studie (Reissner m.fl., 2015). Den andra
interventionen som hittas 1 litteraturen ar den transdiagnostiska, moduldra kognitiva
beteendeterapeutiska intervention Back2School (B2S; Thastum & Kjerholt, 2020). B2S foljer ett
liknande forlopp som MT, med individuellt KBT-, fordldra- och skolarbete, och olika
behandlingsmoduler som viljs ut baserat pa den individuella fallkonceptualiseringen.

B2S utvecklades av Arhus Universitet som en intervention for att 6ka skolnirvaro och
minska samtidig psykopatologi, sdésom angest, depression och beteendeproblem. Interventionen
forsoker adressera 1) problemet med heterogenitet som framkommit i skolfrdnvarolitteraturen och
2) bristen pa bredare transdiagnostiska insatser pa féltet. B2S antar ett funktionellt tillvigagangssatt,

och interventionen inleds med en standardiserad bedomningsperiod f6ljt av en behandlingsperiod
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som utnyttjar olika terapeutiska mekanismer och strategier beroende pa innehéllet i den individuellt
anpassade fallkonceptualiseringen och den deskriptiva funktionella analysen. B2S bestér av elva
individuella sessioner med barnet, fordldern eller bada tillsammans samt regelbundna skolméten for
att pa manga omraden verkstélla en plan for barnets atergang till skolan.

I en dansk genomforbarhetsstudie (eng. feasibility-study) uppvisade B2S positiva
initiala behandlingsresultat och adekvat genomforbarhet i den danska skolkontexten (Lomholt m.fl,
2020). Studien visade bade en signifikant reducering av skolfrdnvaro och grad av dngest, depression
och beteendeproblem. Matt pd ungdomars och fordldrars sjalvformaga inkluderades ocksa, med en
signifikant 6kning for bade ungdomar och deras fordldrar under interventionens gang. Studien hade
ett 14gt avhopp, positiv kvalitativ feedback och hog behandlingstillfredsstillelse som rapporterats av
fordldrar och ungdomar. De mest signifikanta begridnsningarna var relaterade till det lilla samplet (N
= 26) och avsaknaden av en kontrollgrupp. Syftet med studien var 1 forsta hand att ligga grunden
for en framtida randomiserad kontrollerad studie och genomfora férdndringar i interventions- och
studieprocessen i enlighet med vad resultaten indikerade.

Var studie forsoker replikera Lomholt m.fl.:s studie 1 en finsk kontext. Studien syftar
till att minska pa klyftan i riktlinjer for evidensbaserad praxis och tillgéngliga evidensbaserade
manualiserade interventioner for behandling av skolfranvaroproblem i Finland. Studien replikerar
designen i den danska genomforbarhetsstudien och samlar in bade kvantitativa och kvalitativa data
for utvardering av studiens genomforbarhet och behandlingens effekt. Studien syftar till att
undersdka om B2S-programmet dr genomforbart i en finsk kontext och om interventionen verkar
oka skolndrvaro och minska pa samtidiga psykiatriska symtom. Studien undersoker ocksa
interventionens effekt pa andra relevanta psykologiska variabler, till exempel sjalvforméga. Det
langsiktiga syftet med studien dr att formulera anvéndbara riktlinjer och skapa en grund for framtida
interventionsstudier med en mer rigords design (t.ex. randomiserad kontrollerad studie) for att testa
behandlingseffekterna av B2S-interventionen i Finland.

Metod
Deltagare
Med inspiration fran Lomholt m.fl. (2020) var denna studies mal att inkludera 25 familjer, jamnt
fordelade pa tolv kliniker utbildade i B2S. Det inkluderade samplet bestod slutligen av 16 familjer
och fem kliniker frdn Lojo kommun 1 s6dra Finland. Varje kliniker behandlade mellan tva och sex
familjer. Tre familjer hoppade av under interventionen, vilket innebar att 13 familjer slutforde
interventionen. Ungdomarna var i &ldrarna 10 till 16 (M = 13,9 ar, flickor 71 %). Fyra av de
deltagande fem klinikerna bidrog med klientdata medan den femte endast svarade pa frageformulér
om interventionen. Studien omfattade fyra informantgrupper: ungdomar, fordldrar, kliniker och

larare.
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Inklusionskriterium

Viéra inklusionskriterier for deltagande i studien baserades pa den danska genomforbarhetsstudien
(Lombholt m.fl., 2020) och Kearneys kriterier for problematisk skolfrdnvaro (Kearney, 2008).
Ungdomarna skulle vara 1) inskrivna i en av sju mgjliga skolor i sydvistra Finland, 2) 1 aldern 10—
16 ar och gé i arskurserna 4-9 (andra terminen i1 nian exkluderad), 3) ha en fordldrarapporterad
skolfranvaro pd >10 % under de senaste 3 médnaderna, 4) besitta flytande sprakkunskaper i finska
eller svenska och 5) ge samtycke for att delta i bedomnings- och interventionsforfaranden samt
bidra med skriftligt medgivande for deltagande fran vdrdnadshavarna.

Procedur

Datainsamlingen genomfordes i samarbete mellan Abo Akademi och projektet Skolskick under
lasaret 2021-2022. Elva kliniker deltog pé det fyra dagar ldnga utbildningsseminariet. Av klinikerna
kravdes engagemang for att arbeta enligt B2S-programmet, erfarenhet av kliniskt arbete med
familjer och grundlidggande kunskaper 1 KBT-principer och KBT-tekniker. Fem av dessa kliniker
deltog i studien och behandlade totalt 16 familjer. Data samlades in vid tre olika punkter: fore
interventionen (baslinje), efter interventionen och efter tre ménader. Resultatmétt fylldes i av
ungdomarna, fordldrarna och ldrarna vid varje métpunkt, och resultaten rapporterades tillbaka till
forskarna via fardigstillda Microsoft Excel-ark och mjukvaran Question Pro Survey Analytics.
Intervention

Back2School-interventionen dr ett KBT-baserat program for behandling av skolfranvaroproblem.
Manualens innehall dr inspirerat av olika existerande interventioner mot angest, depression och
beteendeproblem (Forgatch, 2016; Heyne m.fl., 2008; Jeppsen, 2018; Kearney & Albano, 2000;
Lyneham m.fl., 2003; McCauley m.fl., 2016). Programmet &r modulért och transdiagnostiskt med
ett skriddarsytt tillvagagangssitt baserat pd den kliniska bedomningen. Interventionen bestar av
elva sessioner med barnet och/eller forédldrarna, f6ljt av en uppfoljningstraff tre manader efter
interventionens avslut. Skolpersonalen deltar i interventionsprocessen, med minst tre mdten som
hélls for att stodja en snabb dtergéng till skolan. De forsta sex sessionerna dr desamma for alla
klienter. Interventionens andra halva dr skrdddarsydd utifran den individuella fallformuleringen och
utvalda fordndringsmekanismer.

Utredning

Semi-strukturerad bakgrundsintervju

Den semistrukturerade bakgrundsintervjun ér en omfattande bedomning som gors i tva delar: den

forsta delen med endast fordaldrarna och den andra delen tillsammans med bade fordldrarna och
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ungdomen. Intervjun ticker bland annat familjelaget, ungdomens utvecklingshistoria, forméga att
gé 1 skola och hemmilj6 samt hilsa och motivation.

Semistrukturerad psykopatologisk intervju

Den semistrukturerade psykopatologiska intervjun utvdrderar nirvaron av klinisk signifikant
psykopatologi. Den técker ett brett spektrum av psykiatrisk problematik med hjélp av deskriptiva
symptomlistor. De diagnostiska kategorierna kréver nérvaron av nyckelsymtom som orsakar
signifikant negativ paverkan pa ungdomens funktionsformaga. De diagnostiska kategorierna som
utvdrderas 1 intervjun dr panikangest, separationsangest, social angest, specifika fobier, agorafobi,
tvangssymptom, traumatiska stressreaktioner, generell dngest, depression, sjdlvskadebeteende,
hypomani/mani, substansanviandning, tic-symptom, hyperaktivitet och impulsivitet,
beteendeproblem, psykotiska upplevelser, dtstorning och utvecklingspatologi.

Priméra utfallsméatt

Skolfrdanvaro

Franvarodata samlades in via fordldrarnas och lararnas rapporter vid baslinjen, efter intervention
och vid uppf6ljningen tre manader efter interventionen. Antalet timmar som ungdomen forvéntades
vara 1 skolan och antalet timmar som ungdomen faktiskt var i skolan rapporterades. Frdnvaro
operationaliserades som den procentuella andelen av forvéintad skolnédrvaro under en
tvaveckorsperiod.

Sekundira utfallsméatt

Angest

For beddmning av angestproblematik anvindes Revised Child Anxiety and Depression scale
(RCADS; Chorpita m.fl., 2000). RCADS ir ett sjilvskattningsformuliar med 47 fragor som méiter
ungdomars internaliserande symptom med sex subskalor. Bdde barn- och foréldraversionerna
anviandes. RCADS har visat acceptabel till god intern reliabilitet (0,78-0,88) (Chorpita m.fl., 2005)
och adekvat retest-reliabilitet (0,65-0,80) (Chorpita m.fl., 2000).

Emotionella, beteendemdissiga, och sociala svirigheter

For bedomning av emotionella, beteendeméssiga och sociala svarigheter anvandes The Strengths
and Difficulties Questionnaire (SDQ; Goodman, 1997). SDQ ir ett frigeformulér med 25
pastaenden som miter kénsloméssiga, beteendeméssiga och sociala problem hos barn och unga.
Formuléret fylls 1 av ungdomen, fordldrarna och léraren pd en tregradig Likert-skala. Den finska
versionen har visat acceptabel intern reliabilitet och interbedomarreliabilitet (Koskelainen m.fl.,
2000).

Depression

Den korta versionen av Mood and Feelings Questionnaire (SMFQ; Angold m.fl., 1995) anvindes

for att mita centrala depressiva symtom. Den bestér av 13 fragor och fylldes 1 av bade ungdomen
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och fordldrarna. En total podng av depressiva symtom, frén 0 till 26, berdknades. SMFQ har god
intern konsistens och ett kliniskt gransvirde pa 8 eller mer har visat 60 % sensitivitet och 85 %
specificitet med psykiatriska diagnosen egentlig depression (Angold m.fl., 1995).

Forekomst och funktion av skolfranvarorelaterade symptom

The Inventory of School Attendance Problems (ISAP; Knollmann m.fl., 2019) anvéndes for att
méta nérvaron och funktionen av skolfrdnvarorelaterade symptom. ISAP é&r ett
sjalvskattningsformuldr med 48 pastdenden och 13 subskalor som avspeglar externaliserande och
internaliserande symptomatologi. Den miter bade symtomens forekomst och styrka, samt det
funktionella sambandet mellan dessa symtom och skolfranvaro. Péstdendena besvaras pé en 4-
gradig skala och for varje delskala beréknas ett symptom och ett funktionspoéng. ISAP har
demonstrerat god intern reliabilitet (o= .75-.88) (Knollman m.fl., 2018).

Skolfranvarons funktioner

The School Refusal Assessment Scale-Revised (SRAS-R; Kearney, 2006) anvandes for att
kartlagga skolfranvarons funktion. SRAS-R ér ett frigeformuldr med 24 fragor som méter den
priméra funktionen av barnets eller ungdomens skolfranvarobeteende. Den méter fyra
faktoranalytiskt harledda funktioner. Faktorn med hogst poéng anses vara den priméra funktionen.
Béde barn- och fordldraversioner anviandes. SRAS-R har uppvisat tvivelaktiga psykometriska
egenskaper med relativt svag intern konsistens och retest-reliabilitet (Kearney, 2006).
Sjilvformaga

For att mita ungdomars sjalvformaéga 1 skolrelaterade situationer anvéindes det 12 fragor omfattande
Self-efficacy Questionnaire for School Situations (SEQ-SS; Heyne m.fl., 1998). SEQ-SS besvaras
pa en S5-gradig Likert-skala. Den producerar tvé faktorer: 1) akademisk/social stress; och 2)
separations-/disciplinir stress. Hogre poédng indikerar hogre grad av sjalvforméga. SEQ-SS har visat
goda intern konsistens 1 de ursprungliga valideringsstudierna (o = .85) (Heyne m.fl., 1998).
Fordldrars sjalvforméga nér det géller att hantera sitt barns problem med skolnédrvaro bedémdes
med SEQ-RSAP. Formuliret bestar av 25 fragor, som har visat adekvat intern konsistens (a0 = 0,91)
och retest-reliabilitet (r = 0,67) (Lavooi, 2010).

Familjefunktion

Vi anvénde den generella familjefunktionsskalan fran McMaster’s family assessment device (FAD;
Epstein m.fl., 1983). Skalan har tolv pastdenden, hogre podng indikerar mer signifikanta problem.
Skalan har visat sig kunna predicera missanpassning och suicidalt beteende hos barn samt
identifierar dysfunktionella familjer som 16per hogre risk for negativa utfall. Den har hog intern

konsistens (0= .92) (Miller m.fl., 1985) och adekvat retest-reliabilitet (r=.71) (Epstein m.fl., 1983).
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Upplevelser av mobbning

For att kartldgga upplevelser av mobbning anvéndes The Personal Experience Checklist (PECK;
Hunt m.fl., 2012). Den har 32 pastaenden som maéter verbal, cyber, fysisk och kulturell mobbning.
PECK har visat god intern konsistens (a=.78-.91) och acceptabel retest-reliabilitet (r=.61-.86) (Hunt
m.fl., 2012).

Mitt pa genomforbarhet

Denna studie syftade till att bedoma genomforbarheten av Back2School-programmet i ett finskt
sammanhang och dess lamplighet for en framtida randomiserad kontrollerad studie.
Genomforbarheten utvirderades baserat pd granskning av samplets egenskaper,
datainsamlingsprocedurer, behandlingstillfredsstillelse, acceptans och studieprocedurer samt
initiala behandlingsresponser.

Samplets egenskaper

Information om samplets egenskaper samlades in via enkéter fran fordldrar och ldrare, den
semistrukturerade intervjun och den psykopatologiska intervjun. Fordldraenkiten innehdll 41 fragor
som téckte bland annat demografisk information, medicinsk historia och skolfrdnvarohistoria.
Léararenkéten hade elva fragor om bland annat akademisk framgéng och stddundervisning. Enkédten
for klinikerna samlade information om klinikernas professionella bakgrund och attityder till
interventionen.

Datainsamlingsprocedur

Svarsfrekvenser for resultatmatt utvirderades vid varje métpunkt for att bedoma genomforbarheten
av datainsamlingen. Klinikerna utvdrderade den kliniska nyttan av interventionen och dess
komponenter med ett frageformulér efter interventionens avslut.

Behandlingstillfredsstillelse

Behandlingstillfredsstillelse mittes vid méitpunkten efter interventionen med ett frigeformulédr som
fylldes i av ungdomarna, fordldrarna och ldrarna som ett subjektivt métt. Den registrerade
avhoppsfrekvensen, sessionsnirvaro och interventionslingd samlades in som objektiva maétt.
Kvalitativa data om behandlingstillfredsstéllelse samlades ocksa in av varje motpart (ungdom,
fordldrar och larare).

Acceptans och studieprocedurer

Klinikernas acceptans av interventionen och studieprocedurerna bedémdes efter interventionen
genom ett sjdlvskattningsformulér. Frdgorna berdrde behandlingens och manualens anvéndbarhet,
tidshanteringsresurser, behovd bakgrundskunskap for att implementera behandlingen, utvirdering
av B2S-utbildningsprogrammet som helhet och tillfredsstéllelse med behandlingsresultaten.
Kvalitativa data samlades in via tva 6ppna frdgor angdende mitinstrumenten och allménna styrkor

och svagheter med B2S-interventionen.
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Behandlingsrespons
Vi mitte fordndringar i primira (frdnvaro) och sekundéra (psykiatriska symtom och relaterade
psykosociala variabler) resultatmatt for att bedoma behandlingsrespons. Data for resultatvariablerna
samlades in vid samtliga métpunkter och behandlingseffekt méttes med jamforelser mellan for- och
eftermdtningarna. Evaluering av bibehéllna behandlingsresponser méttes med
uppfoljningsmétningarna tre manader efter interventionens avslut.
Dataanalyser
Data som analyserades inkluderade bade kvantitativa och kvalitativa variabler. Deskriptiv statistik
anvindes for att analysera samplets egenskaper, behandlingstillfredsstéllelse och
klinikerrapporterad acceptans. Kvalitativa data samlades in av ungdomarna och forédldrarna genom
fria kommentarer pd frigeformulédr om behandlingstillfredsstéllelse och av klinikerna genom
acceptansenkiten efter intervention. Kvalitativ analys foljde en design som anvédndes 1 Lomholt
m.fl., (2020), med data kodat och indelat i fyra identifierade teman. Behandlingseffekter
utvirderades med hjélp av Mixed Linear Models (MLM) med varianskomponenter som standard
kovariansstruktur. Hurvich and Tsai’s criterion (AICC; Hurvich & Tsai, 1989) anvéndes for att
utvirdera modellanpassning med forstaordningens autoregressiv struktur [AR (1)] eller heterogen
forstaordningens autoregressiv struktur [ARH(1)] som kovarianssturkturer ifall de forbattrade
modellanpassningen. Cohen’s d anvéndes for att utvéardera effektstorlek.

Resultat
Samplets egenskaper
16 familjer slutforde baslinjemétten och pabdrjade interventionen. Majoriteten av deltagarna var
flickor (69 %) och 56 % overtridffade Kearneys kriterier (Kearney, 2008) for problematisk
skolfranvaro. Av deltagarna hade 80 % genomgétt tidigare SAP-behandling och angeststorning var
den vanligaste psykiatriska diagnosen i samplet. Angest var ocks4 det vanligaste malet for
intervention (50 %), f6ljt av beteendeproblem (25 %) och depression (13 %). Av de fem kliniker
som deltog i studien hade tre mer 4n sju ars erfarenhet av kliniskt arbete.
Datainsamlingsprocedur
Resultatmaétten fylldes i fore och efter intervention samt vid uppfoljningsmétpunkten tre ménader
efter interventionen. Alla 16 ungdomar och foréldrar fyllde i samtliga formulér fore interventionens
borjan. Fardigstdllandegraden minskade till 75 % efter intervention och 56 % vid 3-
manadersuppfoljning for ungdomar och 75 % respektive 63 % for fordldrar. Lararnas
slutférandegrad minskade frdn 88 % vid interventionens bdrjan till 56 % efter interventionen och

ytterligare till 25 % vid tre manaders uppfoljning.
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Behandlingstillfredsstiillelse

Tre av 16 familjer (18,8 %) hoppade av under interventionens géng. Tolv av 13 avslutande familjer
deltog 1 alla elva sessioner. Det genomsnittliga antalet dagar mellan baslinjebeddmningen och den
elfte sessionen var 99 dagar. Resultat fran frageformulédret om behandlingstillfredsstéllelse visade
en hog grad av tillfredsstéllelse bland alla respondentgrupper med en majoritet som
rekommenderade programmet till andra med liknande problem. Ungdomarna rapporterade dock en
nagot mindre grad av tillfredsstéllelse jamfort med fordldrar och lérare.

Acceptans och studieprocedurer

Efter interventionen fyllde fem kliniker i frageformuldret om acceptans, vilket visade hog
tillfredsstéllelse med manualens lamplighet i frdga om tid och anstrdngning som interventionen
krdvde och den dvergripande anvdndbarheten av interventionen. Alla kliniker rapporterade hog
motivation och férméga att arbeta med interventionsmanualen. De rapporterade goda intryck av
programmets moduldra och manuella struktur och betonade dess kliniska och samhéilleliga relevans.
Alla kliniker rekommenderade interventionen och 60 % av klinikerna var 6verlag n6jda med
hjilpen familjerna fick med hjilp av manualen.

Kvalitativ feedback

Fordldrarna, liirarna och ungdomarna

Kvalitativ feedback samlades in frén foréldrarna, ldrarna och ungdomarna angaende B2S-
programmet. Feedbacken ar indelad i fyra teman.

Samarbete mellan flera intressenter. Bade fordldrar och lérare uttryckte
tillfredsstéllelse med involveringen av och samarbetet mellan skolan och familjen under
behandlingsperioden.

Klinikernas professionella kompetens och arbetsallians. Klinikerna fick
uteslutande positiv feedback frén bade forédldrar och larare som var ndjda med klinikernas
kompetens och professionella fardigheter.

Terapeutiska tekniker. Manga fordldrar och larare var ndjda med de specifika
faktorerna for interventionen med kommentarer som betonade nyttan av olika "verktyg" och "tips".
Vissa ungdomar antydde dock att programmet inte alltid var ldersenligt.

Interventionseffekt. Svaren pd de kvalitativa frigorna indikerade en pataglig grad av
variation avseende forandringar 1 skolnédrvaro under interventionen. En anmérkningsvérd andel av
de deltagande fordldrarna och lararna rapporterade en utebliven effekt pa skolndrvaro, dock

tillskriven externa faktorer som covid-pandemin eller fordndringar som sker langsamt och gradvis.
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Kliniker
Klinikerna gav feedback pa utredningsmetoderna och resultatmétten. De noterade
utredningsprocessernas omfattande arbetsbelastning men uppskattade ocksa resultatmattens kliniska
anviandbarhet. Interventionen i sin helhet fick berom for sin struktur, evidensbas och malinriktade
arbetssitt. Vissa kliniker ansag att interventionen var mer ldmpad for angest &n andra problem.
Fallformuleringen och bakgrundsintervjun anséags vara till hjilp for behandlingsplanering och for att
skapa en gemensam forstaelse tillsammans med familjen.
Behandlingsrespons
Skolfranvaron minskade frén 43 % till 27 % efter intervention men steg igen till 42 % vid tre
manaders uppfoljning. Endast tre variabler visade signifikant forbéttring: ldrarrapporterad
hyperaktivitet, prosocialt beteende och forildrars sjalviorméga. Det fanns flera medelstora till stora
effekter som var statistiskt icke-signifikanta. Jimforelser mellan fore och efter interventionen visade
forhojda podng pa dngest- och depressionsmatt som var ifyllda av ungdomarna. Dessa forédndringar
var dock statistiskt icke-signifikanta. Nio ungdomar uppfyllde kriterierna for problematisk
skolfranvaro vid baslinjen, fyra efter interventionen och sex vid uppfoljningen.

Diskussion
Samplets egenskaper
Var sampelstorlek pa N=16 var mindre &n vart initiala mal att inkludera 26 familjer. Rekryteringen
via skolor 1 stéllet for att 1ata familjerna pa eget initiativ uppsoka varden kan ha lett till att hogre
funktionerande familjer inkluderades. Detta aterspeglas i relativt hog skolndrvaro och laga nivéer av
psykiatriska symtom jamfort med andra kliniska studier (Hannan m.fl., 2019; Heyne m.fl., 2011;
Lombholt m.fl., 2020; Reissner m.fl., 2015; Strombeck m.fl., 2021). Medan 87 % av deltagarna
rapporterade symtomatologi i den psykopatologiska intervjun, visade prevalensen av angest (47 %),
depression (40 %) och ADHD (33 %) heterogenitet i ackompanjerande psykopatologi med SAP.
SRAS-R visade ocksa en jaimn fordelning av dominerande underliggande funktion.
Datainsamlingsprocedur
Baslinjefrageformuldrens slutférandegrad var 100 %. Vid métpunkten efter interventionen
observerades dock en ldgre grad av slutforandegrad bland fordldrar jamfort med studien gjord av
Lombholt m.fl. (2020) (80 % vs 100 %), medan en hogre grad av slutférande registrerades bland
ungdomar (80 % vs 55 %). Nér det géller tre manadersuppfoljningen hade badde ungdomar och
foréldrar lagre slutforandegrad én Lomholt m.fl.:s studie (ungdomar: 60 % vs 95 %; fordldrar: 66 %
vs 95 %). Dessa proportioner kan anses vara 1aga, sdrskilt for fordldrarna. Komplexa
datainsamlingsprocedurer och ett omfattande batteri av mitinstrument kan ha bidragit till laga

slutférandegrader. Elektroniska frageformuldr som mojliggor klinikerns dvervakning av
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datainsamlingsprocessen rekommenderas for framtida studier. Uppgifter om skolfrdnvaro samlades
in pé varje session, informationen frén fordldrarnas frageformulédr var ofta inkonsekventa. For
framtida studier rekommenderas dérfor strukturerad insamling av frdnvarodata 1 samrad med data ur
skolregistret.

Behandlingstillfredsstiillelse

Sammantaget rapporterade fordldrar, larare och barn att de var néjda med behandlingen. JAimfort
med Lomholt m.fl.:s studie rekommenderade en hdgre andel av samtliga respondentgrupper
interventionen. Ungdomar rapporterade nagot lagre tillfredsstéllelse jamfort med fordldrarna och
lararna, potentiellt pa grund av den relativt hoga funktionsformégan som noterades vid
baslinjemétningarna.

Acceptans och studieprocedurer

Kliniker rapporterade hog acceptans for B2S-interventionens procedurer och 100 % av klinikerna
rekommenderade interventionen for skolfrdnvaroprolem. En betydande andel av klinikerna tyckte
dock att processen var modosam, sirskilt den omfattande méngden frageformulér. Vissa
respondentgrupper hade laga svarsfrekvenser och datainsamlingen upplevdes som svér pa grund av
de extra arbetsinsatserna som kravdes av klinikerna. Feedback pa utfallsmatten kan dock tolkas som
feedback pé forskningsdesignen och inte nddvandigtvis pé sjdlva interventionen. Klinikerna
onskade riktlinjer for hur man integrerar familjearbete i behandlingen. Framtida modifieringar av
manualen bor beakta denna feedback.

Behandlingsrespons

Skolfrdnvaron minskade fran 43 % till 27 % efter interventionen men atergick till baslinjenividerna
(42 %) vid tre manaders uppfoljning. Effekterna pa sekundira utfallsmatt var begrénsade, saledes
replikerade inte denna studie den danska studiens resultat, mdjligen pa grund av skillnader i urvalet
och rekryteringsprocessen. Studien hade ett litet sampel och hog funktionsférmaga vid baslinjen
vilket gav upphov till golveffekter. Detta gjorde det utmanande att utfora robusta statistiska
analyser. Framtida studier bor modifiera rekryteringsprocessen och skérpa inklusionskriterierna for
att battre aterspegla de kliniska egenskaperna hos SAP-populationen. Inklusionskriterier baserade
pa sekundira utfallsmatt kunde ocksa inkluderas for att undvika golveffekter vid baslinjen.
Slutsatser och begrinsningar

Pé basis av vara resultat bedoms Back2School-interventionen vara genomforbar f6r en
randomiserad kontrollerad studie i1 en finsk kontext. Foljande resultat stoder denna slutsats: 1) hog
behandlingstillfredsstéllelse; 2) hog acceptans av klinikerna; 3) generellt positiv kvalitativ feedback
fran alla respondentgrupper; 4) minskning av skolfrdnvaro fran baslinjen till efter intervention; och

5) genomforbara datainsamlingsforfaranden.
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For att forbittra studiedesignen gors foljande rekommendationer: 1) stringare
inklusionskriterier for att sdkerstélla ett mer representativt urval; 2) forenkling av datainsamlingen
genom att anvédnda elektroniska formulér vilket skulle minska arbetsbordan for deltagare och
kliniker; 3) minskning av antalet métinstrument; och 4) en till uppf6ljningsmatpunkt 12 méanader
efter att interventionen avslutats och ytterligare tréaffar mellan uppfoljningarna for att stodja
vidmakthéllna behandlingseffekter. Forutom dessa forslag for framtida forskning rekommenderas
framtida modifieringar av behandlingsmanualen att beakta denna studies resultat.

Resultaten 1 denna studie begrinsas bland annat av den uteblivna kontrollgruppen och
samplets bristande representativitet vilket sdnker validiteten i1 véra statistiska modeller. Den icke-
randomiserade designen hindrar en fran att dra kausala slutsatser, sirskilt nér det giller
behandlingseffekten. Validiteten 1 uppgifterna om skolfranvaro kan ifrgaséttas pa grund av
skillnader mellan ldrarnas och forildrarnas rapporter. Aven om vi uteslutande anvinde
foréldrarapporterade data for analysen é&r risken for mitfel i skolfranvarovariabeln betydande.
Denna begrinsning forstdrks av den lilla urvalsstorleken, vilket ytterligare minskar den statistiska
styrkan. En ytterlig begransning var svarsfrekvensen vid uppfoljningsmétningen som var relativt

lag, sérskilt bland ldrarna.
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En pro-gradu avhandling i psykologi vid Abo Akademi har undersokt genomforbarheten av den
transdiagnostiska kognitiva beteendeterapeutiska interventionen Back2School for skolfranvaroproblem i en
finsk kontext. Studien undersokte genomforbarhet genom att granska foljande parametrar: 1) samplets
egenskaper, 2) datainsamlingsprocedurer, 3) behandlingstillfredsstéllelse, 4) acceptans och studieprocedur
samt 5) behandlingsrespons. Pa basis av resultaten beddmdes Back2School-interventionen vara genomforbar
for en framtida randomiserad kontrollerad studie i ett finskt sammanhang. Slutsatsen stdds av foljande
resultat: 1) hog behandlingstillfredsstéllelse, 2) hdg acceptans bland klinikerna, 3) generellt positiv kvalitativ
feedback, 4) reducering av skolfranvaro fran baslinjen till efter interventionen och 5) genomforbara
datainsamlingsforforanden. Resultaten i studien indikerar att studiedesignen i framtida effektivitetsstudier av
Back2School-interventioner bor beakta foljande aspekter: 1) strangare inklusionskriterier for att sdkerstélla
ett mer representativt kliniskt urval, 2) forverkling av datainsamlingen med hjélp av elektroniska formulér
for att minska arbetsbordan for deltagarna, 3) minskning av antalet métinstrument och 4) en ytterlig

uppfoljningsmétpunkt tolv manader efter att interventionen avslutats.

Resultaten i denna studie begriansas av den uteblivna kontrollgruppen och den lilla sampelstorleken, pa grund
av dessa begransningar bor kausala slutsatser inte goras pa basis av studiens resultat. Samplets bristande

representativitet pa vissa kliniska variabler sédnker ocksa validiteten av studiens statistiska modeller.
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