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ABSTRACT

School refusal can lead to short and long-term impairing consequences if not treated. This case study describes the 
management of a 13-year-old boy who presented with school refusal comorbid with medically unexplained paralysis 
and depression with psychotic features. The patient underwent a psychological assessment to clarify his diagnosis, 
followed by developmentally appropriate cognitive behavioral therapy. With these interventions, the patient showed 
promising improvement in his well-being and functioning. This study illustrates a case with unique association of 
school refusal, depression, dissociation in conversion disorder, and psychosis. The patient’s complex comorbidity 
required an individualized case formulation and a systemic intervention approach for effective management. The 
study underscores the need for future research to focus on identifying risk factors for early detection of school refusal 
and exploring the role of dissociation in conversion disorder and psychosis. School refusal intervention should be 
tailored to each child given the heterogenous presentation. 
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INTRODUCTION

School refusal is a distressing condition where students 
avoid attending school. Its development is gradual and 
multifaceted, with about half of those with school refusal 
having affective disorders [1]. Untreated, school refusal 
can lead to academic decline, family discord, and long-
term issues like dropout rates and substance abuse 
[1]. School refusal is associated with heterogeneous 
symptoms and some have not been adequately 
addressed in existing literature. Thus, this case report 
aims to report on the management of a 13-year-old 
adolescent male (“AA”) who is presented with school 
refusal. The complexity of the clinical picture is 
illustrated by the multiple issues that he is experiencing 
including episodes of medically unexplained 
paralysis, poor mood, and psychotic symptoms. 

CASE REPORT

AA, a 13-year-old Malaysian boy, was referred to 
the psychology clinic due to school refusal, which 
was attributed to his fear of episodic paralysis. The 

psychological assessment and intervention of this 
case was conducted by a clinical psychologist. AA 
was initially investigated by a neurologist but was 
discharged due to atypical neurological presentation 
and insignificant clinical findings. 

AA is the second child in a single-parent family. His 
parents were divorced when he was 6 months old, 
and he stayed with his babysitter from 1-month-old to 
9 years old while his mother was working. He has a 
20-year-old elder sister whom he is close to. His mother 
reported that AA’s temperament is cheerful and sociable 
but tends to be anxious. There were family histories of 
depression and anxiety disorders.

AA’s academic stress increased when he was studying 
primary 5 in 2019. In addition, he has to deal with the 
grief of separating from his babysitter who divorced and 
returned back to her hometown. He started to feel less 
motivated to go to school and needed to be forced by 
his mother to complete his homework. AA also began to 
experience intermittent episodes of paralysis for around 
3 months during that year. The paralysis involves sudden 
onset total weakness over his limb and face. He would 
still be conscious, and the episode will last less than 
30 minutes and resolved spontaneously with feelings 
of lethargy after those episodes. The episodes stopped 
during the pandemic in 2020, and reappeared with higher 
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frequency in February 2021 when he needed to resume 
physical schooling after the pandemic lockdown. He 
started to show poor school attendance. Furthermore, 
AA began to experience depressive symptoms.

Notably, AA disclosed that when he was around 6 years 
old, he discovered that he would cope with challenging 
tasks by engaging in a type of vivid imagination in a relaxed 
state. This involves imagining a separate part of him that 
could help him to think of ideas to solve problems (he 
called it his “tree of ideas”). He subsequently extended 
the “tree of idea” to an “imaginary character without 
shape” whom he can confide to during 2021 when he 
felt very lonely at home. He described that the character 
in his mind eventually was able to respond back to him. 
In 2022, AA was enrolled in a local secondary school 
and the school refusal started. He also disclosed that he 
started to experience visual and auditory hallucinations. 
The intensity would increase when he is emotional. 
His mother has observed that AA talked to himself and 
stared into space at times.

DISCUSSION

Psychometric tools are used to clarify AA’s diagnoses. 
Child Behavior Checklist (CBCL)-parent report was 
completed by his mother to screen for internalizing and 
externalizing issues. AA obtained Borderline Clinical 
score for Internalizing issue (T-score =60). For the 
subscales, he obtained a score that fell in the Clinical 
range for Thought Problems (T-score= 70). Besides, 
Children Depression Inventory, Second Edition (CDI-
2; [2]) parent and youth version were used to evaluate 
his depressive symptoms. AA reported Very Elevated 
(T-score=78) depressive symptoms. He endorsed 
symptoms such as loneliness, self-hate, guilt, does 
not feel that he is important to the family, irritability, 
indecisiveness, lack of motivation, and tiredness. 
His mother’s rating fell in the High Average range 
(T-score=60). Specifically, AA was reported to have 
Average emotional problems (T-score =53) but Elevated 
functional problems (T-score =65). His mother reported 
that AA has not been enjoying school and spending time 
with friends as he used to be.
 
Based on the clinical assessment and test results, a 
provisional diagnoses of Major Depressive Disorder, 
with psychotic features: with mood congruent psychotic 
features and Functional Neurological Symptom Disorder 
(Conversion Disorder), with weakness/paralysis were 
given. Idiosyncratic case formulation using the 4Ps 
conceptualization and biopsychosocial-cultural-
spiritual factors was used to facilitate treatment planning 
(refer Table I). 

Specific interventions were personalized to address 
AA’s depression, school refusal, psychotic symptoms, 
and dissociation. He was first referred to a psychiatrist 
who prescribed escitalopram to manage his depressive 
and psychotic symptoms. Developmentally appropriate 

Table I: 4Ps Case formulation for AA

Biological Psychological Social-Cultur-
al-Spiritual

Predis-
posing 
factors

Family history 
of anxiety and 
depression, 
anxious tem-
perament

Avoidance of 
difficult tasks 
and use of 
dissociation 
to cope

Parental 
divorce

Precip-

itating 

factors

Puberty Stress from 

multiple 

transitions, 

loneliness

Separation 

from babysit-

ter, increased 

academic 

stress, transi-

tion to high 

school

Perpet-

uating 

factors

- Anxiety (fear 

of next paral-

ysis, no friend 

at school), 

negative 

reinforcement 

(avoiding 

stressful situ-

ations), low 

self-efficacy 

and self-es-

teem, nega-

tive thoughts 

(I am not 

good enough, 

others have 

forgotten 

about me)

Social isola-

tion during 

pandemic, 

delayed 

professional 

treatment- 

spiritual 

intervention, 

communica-

tion barrier 

with mother

Pro-

tective 

factors

History of 

good academ-

ic perfor-

mance

Has some ef-

fective coping 

skills (distrac-

tions), never 

attempted 

self-harm

Seen in a hos-

pital setting 

(easy referral 

to relevant 

discipline) 
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cognitive-behavioral therapy was conducted, which 
included psychoeducation about his condition 
and behavioral interventions, along with cognitive 
restructuring. These aimed to strengthen his coping skills 
and enhance his self-efficacy [3]. Once he demonstrated 
improved coping skills, exposure interventions were 
implemented gradually to reintroduce him to a school 
setting to address his school refusal [3]. Throughout the 
treatment, there was a strong emphasis on integrating 
psychological functions and promoting engagement 
with family and friends. This aspect of the treatment was 
designed to reduce dissociation and alleviate feelings of 
loneliness [4], which are evident as precipitating and 
maintaining factors of his condition.

At the time of writing, AA has attended eight therapy 
sessions. During the last session, AA has not been 
experiencing any paralysis episode since he attends 
therapy, and his mood has improved. He was willing to 
work on returning to school through gradual exposure. 
There was also a better mother-child relationship as AA 
was learning to open up to his mother while his mother 
made effort to interact with him more. His mother has 
learned to reach out to her siblings for social support. 

Overall, AA’s clinical presentation aligns with existing 
literature that indicates school refusal is not merely an 
isolated symptom but rather a complex manifestation 
often linked to more severe underlying disorders, 
potentially carrying significant negative consequences. 
AA demonstrates a vivid imagination characterized by 
a form of double consciousness, wherein internally 
narrated characters are created, perceived as distinct 
from his own identity [5]. These imaginative constructs 
are experienced as originating outside himself and split 
from usual conscious awareness and voluntary control. 
Consequently, this can compromise AA’s ability to 
differentiate between reality and fantasy. Through a 
comprehensive assessment, we gained insight into 
the contributing factors related to AA’s presenting 
challenges. This understanding guided us in establishing 
treatment priorities and customizing a tailored approach 
for AA. This included the development of his coping 
skills as a preliminary step before embarking on 
exposure therapy and the continuous facilitation of his 
support system to build his social connectedness. The 
management of AA’s case also includes an ongoing 
collaborative approach with the psychiatrist in view of 
the somatic and psychotic symptoms.

One challenge in managing this case is due to the 
delayed intervention. By the time AA was referred to 
the psychology clinic, the school refusal has occurred 
for almost one year and the episodic paralysis for a few 
years. This is crucial because early intervention helps 
the patients to get treated before the development of 

depression and psychosis which could lead to a better 
prognosis. Another challenge of managing this case is 
the art of balancing effectiveness vs. the ethical principle 
of “do no harm” during an exposure-based intervention. 
Therapists need to minimize the risk of exposure therapy 
and maximize the benefit. Hence, exposures should be 
collaboratively designed with adolescent patient and 
their parents. 

CONCLUSIONS

This case report discusses the lessons learned from 
managing an adolescent who has school refusal with 
conversion disorder and depression with psychotic 
symptoms from a clinical psychology perspective. While 
one individual case does not represent all cases of school 
refusal, this case illustrates the importance of using 
case formulation to guide clinician decision-making 
in treatment prioritizing. Future studies can investigate 
the risk factors for school refusal for early detection. 
Besides, the role of dissociation in the development 
and treatment of psychosis and conversion disorder 
can be further explored. Further understanding of the 
role of dissociation may facilitate the development of 
an intervention that reduces dissociation when treating 
psychosis and conversion disorder specifically among 
children and adolescents.
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