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Childhood Schizophrenia


 Childhood schizophrenia is a disorder that exhibits extreme effects on the human body and mind. The fourth edition of the Diagnostic Statistical Manual of Mental Disorders (DSM-IV), published by the American Psychiatric Association (1994), lists few of the many major diagnostic criteria for childhood schizophrenia as delusions, hallucinations, disorganized speech, and catatonic behavior among many others. Across large studies, prevalence rates in the United States for adults with schizophrenia range from 0.2% - 2.0%. However, since the onset of schizophrenia usually occurs toward the end of adolescence, but before the age of thirty, children with schizophrenia display a prevalence rate of only 0.1% - 0.2% (DSM-IV, 1994). When a child diagnosed with schizophrenia displays psychotic manifestations, he or she is faced with a variety of difficulties. One of the primary dilemmas that children and their families face is the choice of treatment. The purpose of this paper is to compare and discuss two separate research studies, each employing a different approach to treatment of childhood schizophrenia.

The purpose of the study conducted by Turetz et al. (1997) was to investigate the effects that the antipsychotic drug clozapine would have on children diagnosed with childhood schizophrenia. Previous studies have shown that adult clozapine patients have a low occurrence of side-effects such as tardive dyskinesia or other extra-pyramidal symptoms - often the result of taking traditional neuroleptics where neurochemicals incapacitate connections between neural structures in the brain and the motor neurons of the spinal cord - when compared to patients who take conventional neuroleptics (Turetz et al., 1997).  These effects of clozapine have not been thoroughly examined on children, however, according to the authors of the article creating a need for further investigation. At the Child Psychiatric Department of Ness Ziona Mental Health Center, 11 neuroleptic-resistant children diagnosed with schizophrenia, from ages 9 to 13, were hospitalized during a 16-week period while clozapine was administered. Side-effects from the treatment included drowsiness, and excitatory EEG changes, but clozapine did not produce tardive dyskinesia. Initial assessments of children included physical exam, blood cell counts, electrocardiogram (ECG), electroencephalogram (EEG), and a follow-up study consisting of a variety of self-reports such as the Brief Psychiatric Rating Scale, the Positive and Negative Syndrome Scale, and the Clinical Global Impression Scale. Results of the study indicated that there was an overall statistical difference in all parameters. The treatment produced a reduction in scores on all psychopathology scales, and there was a substantial decrease of reports involving hallucinations, delusions, and anhedonia.   

Kumra, Briguglio, Lenane & Goldhar’s (1999) objective in this study was to examine the risks and benefits of a medication-free period for children and adolescents diagnosed with schizophrenia. Previous literature reveals that adults who have abrupt removal of neuroleptic drug treatment show significant improvement and limited symptoms, and have remained stable without medication for several years. A type of schizophrenia that is unmanageable, abnormal, and resists attempts at therapy is often referred to as treatment-refractory schizophrenia. Ethical concern has been addressed since the potential risks associated with medication free periods include prolongation and reemergence of psychosis, the risk of injury to self or others, emotional suffering, and increased burden on caregivers. Hence, according to Kumra et al., given these concerns, the strongest support for medication-free research may lie in studies of patients with treatment-refractory schizophrenia who have already been responding poorly to treatment. Combined, there were 31 children and adolescents admitted with a diagnosis of treatment resistant childhood-onset schizophrenia, and to qualify to receive non-treatment, patients had to meet certain criteria. After a 2-week observation period during which they received admission medications, all patients had their medications tapered off over a 1 to 2 week period, followed by a 2- to -28 day drug-free interval, depending on the child’s reaction to drug-removal. If the child experienced rapid and severe deterioration of his or her schizophrenic symptoms, the drug-free period was reduced and antipsychotic treatment was initiated (Kumra et al.). During the drug-free trial, patients were asked to fill out self-reports, including the Positive and Negative Syndrome Scale and Clinical Global Impression Scale. After the completion of the antipsychotic-free period, clinical functioning was assessed. At follow-up, 2- to 4-years later, 17 patients participated and it was established that there was no harm to clients from lack of medication. 

Turetz’s et al. (1997) clozapine study and Kumra’s et al. (1999) study were comparable in that specific criteria were set before treatment was administered. It was required that children participating in the experiment had been administered neuroleptics drugs at least at two different times in the past, but had produced unsuccessful results. Both studies wanted to find “new” ways to curtail unalleviated schizophrenic symptoms. No control group was used in either treatment, but authors compared results to previous research. Self-report measures were similar in that Turetz et al. (1997) and Kumra et al. used the Positive and Negative Syndrome Scale and the Clinical Global Impression Scale to assess patients’ functioning after drug treatment. These measures are often used clinical tools when assessing schizophrenic symptoms. The Turetz et al. (1997) study reported more statistical data and the level of detail was much greater than in Kumra’s et al. study. For example, the medication-free article did not report statistics on self-report measures, and it left out specific results of the treatment effect. 

There were more differences than similarities between the two studies. The population in the Turetz et al. (1997) study had a narrower range of ages (9-13) than Kumra et al. (1999) had in their study (children and adolescents, ages not specified). The results in the Turetz et al. (1997) study can be better generalized to a specific age group vs. the Kumra et al study, where age range was less controlled. Another benefit of a controlled age group where the issue of generalizability is concerned is the important aspect of developmental stages. Children develop differently during the span from early childhood to adolescence; hence, a restricted cohort takes into account variability and enhances generalizability. Moreover, the treatments administered in each of the studies were also very different from each other. The approach chosen by Kumra et al. was to implement a drug-free trial where patients could be observed without the impact of neuroleptic drugs in their body’s system. The number of days subjects were drug-free varied significantly (2-28 days), and because of ethical matters cannot be easily controlled. However, better-controlled research designs lead to less limitation of a study. Strict observation on subjects lasted for 16 weeks in the Turetz et al. (1997) study, which was a much longer follow-up than the drug-free treatment. Including close monitoring and controlled design may have significantly reduced this study’s limitation.   


Both the Turetz et al. (1997) and Kumra et al. (1999) studies display good research. However, the clozapine study provided much greater level of detail throughout the entire article, and therefore it seemed to have better research design than the drug-free study. The two treatments do not emphasize the same outcome. The clozapine study accentuates that the neuroleptic drug should be considered in the treatment of childhood schizophrenia because it may terminate some of the detrimental symptoms that are exhibited by illness. The Kumra et al. study sends more of a message of ethical concern and seeks clinical benefit from a different direction. A medication-free period can inform the clinical field how to improve diagnostic assessment, and help us understand neuroleptic drugs and their treatment effects. The limitations in both studies include the lack of generalizability of treatment effects on other children due to a small study sample. Entailing larger study samples and include parameters such as family therapy would be an improvement.  Furthermore, both treatments could be more effective if they had either a minimal treatment control group or a waiting list control group to enhance internal validity and control for confounding variables. Finally, both studies would have additional strength if they were double-blind studies. In conclusion, future research needs to be conducted to examine further effects of clozapine and medication-free treatments on childhood schizophrenia. 
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