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Childhood-Onset Schizophrenia

Although schizophrenia is more often seen in adulthood and the onset of schizophrenia typically occurs between the late teens and mid-thirties, there are cases of childhood-onset schizophrenia (COS).  (DSM-IV-TR, 2000)

Mash and Wolfe (2002) state, 
“Earlier approaches to diagnosis attempted to construct a category for childhood schizophrenia that was distinct from schizophrenia in adults.  However, it has now been shown that the criteria used to diagnose schizophrenia in adults can be used reliably to diagnose schizophrenia in children.” (pp. 285)

The difficult aspect of diagnosing children with childhood-onset schizophrenia is still reliability though.  Many of the common symptoms of schizophrenia, such as hallucinations, may often be confused with typical child fantasies.  Another consideration when diagnosing childhood-onset schizophrenia is other disorders as to ensure not to misdiagnose.  Many disorders on the Autism Spectrum many be misdiagnosed as childhood-onset schizophrenia. (Mash and Wolfe, 2002)  
Mash and Wolfe (2002) developed several factors that distinguish children with schizophrenia from children with Autism, including:

· A later age of onset of their problem
· Less intellectual impairment
· Less severe social and language deficits
· Hallucinations and delusions as the child gets older
· Periods of remission and relapse
Diagnosis Criteria


According to the American Psychiatric Association (DSM-IV-TR), diagnosing schizophrenia involves three criteria.  The first criterion requires that at least two of the symptoms must be present concurrently for much of at least one month. The second criterion requires that one or more major areas of functioning (interpersonal relations, work/education, or self care) be affected.  The third criterion requires that some signs continue for at least six months.

However, due to the sensitive nature of diagnosing children with childhood-onset schizophrenia, careful consideration must take place to ensure that a misdiagnosis does not occur.  To help guarantee a misdiagnosis is not made, medical history, family background, and several observations must be made.  Lewis (2002, pp. 752) describes the many considerations and steps to be taken before diagnosing a child with childhood-onset schizophrenia:  

“If history or physical signs suggest substance abuse—particularly of stimulants or phencyclidine—then appropriate toxicological screening should be obtained. Given the infrequency of the condition, a complete neurologic examination including an EEG is indicated. Genetic testing, in some cases, may also be advised given the findings of a higher rate of cytogenetic abnormalities in children with schizophrenia that, notably, had been previously undetected.”


Regulatory intellectual tests as well as projective tests should also be administered to “rule-out” other diagnosis, such as Mental Retardation and a Communication Disorder.  (Lewis, 2002)

Symptoms/Behaviors


The symptoms of schizophrenia are divided into positive, negative, and cognitive symptoms.  (Schizophrenia, nd) Positive symptoms are identified as an additional feature.  These symptoms include hallucinations, delusions, disorganized thinking, and grossly disorganized behavior or catatonic behavior.  Negative symptoms are identified as a lost feature.  These symptoms include affective flattening, alogia, and avolition.  Cognitive symptoms are identified as information processing.  These symptoms include poor executive functioning, inability to sustain attention, and problems with working memory. (DSM-IV-TR, 2000; Schizophrenia, nd)

Hallucinations are defined as “disturbances in perception” (Mash & Wolfe, 2002, p.287).  Hallucinations can be visual, auditory, olfactory, tactile, and gustatory.  However, the most common type of hallucination in both adults and children is auditory.  Auditory hallucinations are also broken into subcategories, including command (being told to perform an action), conversing (hearing a conversation between two beings), religious (hearing religious beings), persecutory (hearing accusations and/or threats), commenting (hearing a remark about oneself), and unrelated to affective state (hearing environmental stimuli). (DSM-IV-TR, 2000; Mash & Wolfe, 2002, p.287)

Delusions are defined as “disturbances in thinking” (Mash & Wolfe, 2002, p.287).  Delusions can be persecutory (tormented/followed/ridiculed), referential (sources/media sending messages), somatic (bodily control), religious (religious beings sending messages), bizarre (implausible beliefs) or grandiose (extravagant ability).  However, the most common type of delusions is persecutory. (DSM-IV-TR, 2000)

Disorganized thinking is defined as difficulty organizing thoughts.  The most common and identifiable example of disorganized thinking is disorganized speech.  Disorganized speech is recognized by derailment or loose associations (jumping from one topic to another), tangentiality (answers to questions are obliquely related or unrelated), and incoherence or word salad (incomprehensible speech). (DSM-IV-TR, 2000)

Grossly disorganized behavior is defined as childlike behavior (silliness) to random agitation.  Grossly disorganized behavior is most noticeable through one’s appearance.  A person may appear tousled, unclean, and oddly dressed.  Inappropriate sexual behavior and inappropriate yelling and swearing also qualify under grossly disorganized behavior. (DSM-IV-TR, 2000)

Catatonic behavior is defined as a noticeable decrease in reactivity to the environment.  Catatonic behavior includes complete unawareness (stupor), maintaining rigid posture with resistance to movement (rigidity), resistance to instructions and attempts to be moved (negativism), assumption of inappropriate or bizarre postures (posturing), and meaningless and extreme motor activity (excitement). (DSM-IV-TR, 2000)

Affective flattening is defined by a comparatively emotionless and indifferent expression and is the most common negative symptom.  Although you may see some expression, generally a person with schizophrenia has a very diminished or lacking range of emotion most times. (DSM-IV-TR, 2000)

Alogia is defined by a poverty of speech.  Although a person may give responses, they are usually short and require prompting to retrieve more information, making it extremely difficult to hold a conversation. (DSM-IV-TR, 2000)

Avolition is defined as a lack of motivation, desire or drive in activities or goals.  Poor executive functioning is defined as the ability to retain and use information to make decisions. Inability to sustain attention is defined as the ability to engage in activities.  A problem with working memory is defined as the ability to take in and use recently used information. (DSM-IV-TR, 2000; Schizophrenia, nd)
Causes

There is still some controversy considering what exactly causes schizophrenia.  Many often wonder if the disorder is genetic.  The National Institute of Mental Health (2008) reports that: 

“It [Schizophrenia] occurs in 1 percent of the general population but is seen in 10 percent of people with a first-degree relative (a parent, brother, or sister) with the disorder. People who have second-degree relatives (aunts, uncles, grandparents, or cousins) with the disease also develop schizophrenia more often than the general population. The identical twin of a person with schizophrenia is most at risk, with a 40 to 65 percent chance of developing the disorder.”  (http://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml, 2008)

Rathus (2007) has separated the other possible causes of schizophrenia into three perspectives:  biological, psychological, and sociocultural. 

The biological perspective of schizophrenia, meaning that it is a brain disorder, is fairly complicated.  The National Institute of Mental Health describes the biological aspect as follows: “It is likely that an imbalance in the complex, interrelated chemical reactions of the brain involving the neurotransmitters dopamine and glutamate (and possibly others) plays a role in schizophrenia.” (http://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml, 2008)  Other factors that may impede the brain activity include heredity and birth or pregnancy complications. (Rathus, 2007)


The psychological perspective relates to behavior and social reinforcement.  Rathus (2007) explains that those who give more attention to “bizarrely” behaving individuals are reinforcing their behavior, thus encouraging those with schizophrenia to act more bizarrely.  However, it is also believed that family problems and stress are contributing factors of schizophrenia as well. (Rathus, 2007)

Sociocultural perspective involves factors such as cultural and social factors.  Poor socioeconomic status appears to be a contributor or a cause of schizophrenia.  Rathus (2007) states that research shows the rate of schizophrenia in low socioeconomic area were twice as high as in other socioeconomic areas.  Also, those with schizophrenia tend to fall into low socioeconomic status due to poor social and cognitive skills. (Rathus, 2007)

Due to the belief that all three perspectives appear to factor into schizophrenia, the biopsychosocial perspective has been considered the most preferential model.  Biopsychosocial is a combination of the biological, psychological, and sociocultural perspectives.  A combination of predisposition of the disorder, low socioeconomic status, and stress is increases the chance of becoming a person with schizophrenic disorder.  (Rathus, 2007)
Treatment

Unfortunately, there is no cure for schizophrenia.  However, medication is the most common treatment used to help manage the symptoms of schizophrenia.  The medications used are typically conventional antipsychotics and atypical antipsychotics. (Duckworth, 2007)

Duckworth (2007) describes the medications as follows:

“These conventional antipsychotics include chlorpromazine (Thorazine), fluphenazine (Prolixin), haloperidol (Haldol), thiothixene (Navane), trifluoperazine (Stelazine), perphenazine (Trilafon), and thioridazine (Mellaril). Some of the risks that may be incurred from taking these medicines include dry mouth, blurred vision, drowsiness, constipation, and movement disorders such as stiffness, a sense of restless motion, and tardive dyskinesia.” (http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDTagged.cfm&TPLID
=54&ContentID=23036&lstid=327)

“The atypical antipsychotics include risperidone (Risperdal), clozapine (Clozaril), olanzapine (Zyprexa), quetiapine (Seroquel), and ziprasidone (Geodon).Clozapine (Clozaril) is an atypical antipsychotic medicine with special benefits and risks that are too numerous to cover in this brief fact sheet. All these antipsychotics have serious side effects such as weight gain and the risk of diabetes, but they all do not carry the same relative risk for these conditions.” 
(http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDTagged.cfm&TPLID
=54&ContentID=23036&lstid=327, 2007)

Another common treatment that is usually used when medication is successfully being taken is psychosocial treatment.  Psychosocial treatment is a form of coping mechanism that helps those with schizophrenia build the common skills affected by schizophrenia, including communication, organization, motivation and self-care. Illness management skills, integrated treatment for co-occurring substance abuse, rehabilitation, family education, cognitive behavioral therapy, and self-help groups are all included under psychosocial treatment. (National Institute of Mental Health, 2008)
Prevalence


Schizophrenia’s age of onset is typically late teens and the mid-thirties.  However, prevalence estimates of schizophrenia in childhood range from .14 to 1.0 child in 10,000.  Schizophrenia occurs approximately 100 more times in adults than in children.  Childhood-onset schizophrenia has an earlier occurrence and is about twice as common in boys as in girls.  This difference is not apparent in adolescence though. (DSM-IV-TR, 2000)
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