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Need and Purpose of review: Psychotic symptoms appear in children and adolescents in the most crucial years, during the individual's
career development. The challenges faced by parents of psychotic children are in dealing with their disruptive behaviours, negative
symptoms, cognitive deficits, delusions and hallucinations. This paper presents an overview of the childhood psychosis and how
parenting can be done effectively for this population.

Methods: Articles were retrieved from the Medline, Cochrane database, Google Scholar, Medscape; using the search terms ‘parenting
and childhood psychosis’, and ‘childhood psychoses; and standard textbooks were consulted.

Main conclusions: Educating parents how to recognize early symptoms, explaining treatment adherence, side effects of medications
along with non-pharmacological measures like dealing with expressed emotions, lowering expectations, enhancing social supports,
healthy lifestyle, and making patients independent. Awareness, early identification and effective parenting for psychosis may help bridge

the wide gap between scarce skilled mental health professionals, inefficient resources and large paediatric population.
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chizophrenia and other psychotic illnesses,

being the third largest cause of disability

worldwide, have major public health

importance [1]. Schizophrenia disorders are
rare, especially in children. Only about 4% of total cases
of schizophrenia occur in children <15, and only 0.1-1%
occur in children under the age of 10. The rate of onset
increases sharply during adolescence, with the peak ages
of onset generally ranging from 15 to 30 [2]. In a meta-
analysis done by Kelleher, et al. [3] in 2012, prevalence
of psychotic symptom among children aged 9 to 12 was
found to be 17% and among adolescents aged 13 to 18 to
be 7.5% [3].

Psychosis occurring in children and adolescents
persists for long before it is brought for treatment
[4]. There is considerable data to show that if treated early,
course and outcome of psychosis will be better [5].
Parents/caregivers remain unaware of the odd behaviors/
social withdrawal /delusions/hallucinations. The scenario
becomes even worse when they do not know where to
contact mental health professionals, whose number is
limited. They often have to travel long distances in order to
avail mental health services. Stigma associated with
mental illnesses also acts as a deterrent for the parents/
caregivers to seek information about mental illnesses or
take advice. Thus, children and adolescents remain in the
psychotic state for several years causing considerable
burden to the parents/caregivers and society at large.
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METHODS

The methodology involved review of articles retrieved on
Medline (using “parenting and childhood psychosis”,
“parenting and psychosis”, “childhood psychosis”),
Google Scholar (relevant articles), Cochrane database,
and Medscape, restricted to English language, and
standard textbooks. In addition, we searched the
references given in these articles.

Etiology/risk factors

Schizophrenia and other childhood psychosis have a
multi-factorial  etiology involving genetic and
environmental factors [6]. Genetics seem to play an
important role in etiology of schizophrenia. First-degree
relatives of children with schizophrenia have a higher
prevalence rate of schizophrenia and schizophrenia
spectrum disorders. Family, twin and adoption studies
support that schizophrenia has a strong genetic
component.

Neurodevelopmental model of schizophrenia
emphasizes that the illness is the end stage of abnormal
neuro-developmental processes that began years before
the onset of the illness [7]. Perinatal complications,
alterations in brain structure and size, minor physical
anomalies, and disruption of fetal neural development,
especially during the second trimester of pregnancy, have
been correlated with the illness. Risk factors associated
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with childhood psychosis include viral infections [8],
childhood adversities [9], famine [10], urban environment
[11], cannabis [12], and migration [13].

Using magnetic resonance scans, Greenstein, et al.
[14] found out cortical thickness loss in childhood-onset
schizophrenia over 19-year follow up becomes localized
with age to prefrontal and temporal cortices, and the
pattern of loss is more like that seen in adult forms of the
illness [14].

The neurotransmitter implicated in the patho-
physiology of schizophrenia is dopamine. Glutamate,
serotonin and the N-methyl-D-aspartate (NMDA\) receptor
dysfunction has also been implicated for production of
psychotic symptoms.

Early Diagnosis

Psychotic symptoms are present in children and
adolescents for extended period even before diagnosis
[15]. Therefore, it is important to recognize the
prodromal symptoms for early intervention. A follow-up
study reported 35% risk of conversion to psychosis in
youth with prodromal symptoms (unusual thought
content, suspicion/paranoia, perceptual anomalies,
grandiosity, and disorganized communi-cation) [16]. The
study found that the five features assessed at baseline that
contributed uniquely to the prediction of psychosis are
genetic risk for schizophrenia with recent deterioration in
functioning, higher levels of unusual thought content,
higher levels of suspicion/paranoia, greater social
impairment, and a history of substance abuse.

The symptomatology of childhood psychosis differs
from that in adults [17]. Symptoms frequently reported in
psychoatic children are: speech disturbances, inability to
distinguish dreams from reality, visual and auditory
hallucinations, vivid and bizarre thoughts and ideas,
diminished interest, confused thinking, extreme
moodiness, odd behavior, stereotypy, dis-inheriting ideas
that others are out to get them, confusion of television with
reality, severe problems in making and keeping friends.
Hallucinations and delusions have typically been viewed
as symptoms of psychosis [18]. Cognitive deficits are
reported in childhood psychosis similar to adults, which
include deficits in attention, learning and abstraction [19].

For diagnosing schizophrenia, DSM-5 criteria lays
down that two (or more) out of the following should be
present during a one-month period (or less if successfully
treated) (a) delusions (b) hallucinations, (c) disorganized
speech, (d) grossly disorganized or catatonic behavior, and
(e) negative symptoms. It should further qualify for
Symptoms either a, b or ¢ must be present out of the two to
make diagnosis of Schizophrenia. Continuous signs of
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disturbance must persist for at least 6 months, which
includes both periods of prodromal and residual
symptoms. Attenuated psychosis syndrome is included in
the appendix for future research [20].

Challenges Faced by Parents of Childhood Psychosis

Taking care of a psychotic child is a challenging task for
the family members, especially parents. Parental support
during ongoing treatment predicts the prognosis of the
psychatic illness in children. Direct support provided by
the mental health professionals to the family members
through information sharing, and indirect support
provided by the other family members and support
groups is found to have positive associations with family
members‘experience of care-giving. Care-giving gains in
the form of becoming more sensitive to persons with
disabilities, and improving relationships with the patients
should be emphasized [21].

Faulty communication patterns have been described in
families of psychotic patients. Communication deviance
that compromises the development and sharing of
meaning between the parent and the offspring and leading
to the consequent breakdown in communication has long
been suggested as a potential risk factor for the
development of psychosis [22]. The expressed emation
which includes criticism, hostility and emotional over-
involvement is considered to be an adverse family
environment. High degrees of expressed emotions is
linked to the relapse of the illness and puts the patient in
stress [23].

Treatment

Antipsychotics are used in the treatment of children and
adolescents suffering from psychosis. No antipsychotic is
superior to other in terms of efficacy. The chance of
relapse is high if the medication is stopped one to two
year following relapse. Routine monitoring of the
following parameters have been recommended like
weight, height, waist and hip circumference, pulse, blood
pressure, fasting blood glucose levels, glycosylated
hemoglobin, blood lipid profile, prolactin levels,
movement disorders, diet, nutrition, physical activity,
side-effects, adherence, and efficacy. Treatment-resistant
schizophrenia in children and adolescents requires
clozapine [24]. Fig.l1 shows an algorithm for the
management of children and adolescents suffering from
psychosis.

Both pharmacological and non-pharmacological
interventions are required for effective and early treatment
of children and adolescents. Early treatment is of
paramount importance. Antipsychaotics are very useful in
the treatment of psychosis. After the acute symptoms of
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Fig. 1 Management of children and adolescents suffering from
psychosis.

psychosis subside with these medications, the child may
benefit from counseling and psychosocial interventions.

The following non-pharmacological interventions
have been found to be efficacious [25].

Cogpnitive remediation (CR): It aims to arrest or reverse
the cognitive impairments in attention, concentration and
working memory. A combination of ‘procedural’ and
‘effortless learning’, ‘targeted reinforcement’ and massed
practiced appears to facilitate cognitive flexibility and
memory in patients with schizophrenia [26]. Parents are
advised to break down information and tasks into small
manageable parts to reduce demands on working
memory.

Cognitive Behavior therapy (CBT): The therapeutic
techniques used for patients with psychosis are based on
the general principles of CBT. Links are established
between thoughts, feelings, and actions in a collaborative
and accepting atmosphere. Agendas are set and used but
are generally more flexibly developed than in traditional
CBT.

What is Needed?

Children and adolescents constitute 40% of the
population of India. First and foremost is the need to ease
access to care. Appropriate care and necessary
information should be available at the doorstep of the
service users. For this, an infrastructure of proper referral
and care system should be in place. The proposed model
of care involving interventions at primary, secondary and
tertiary levels are required for our country in the
following way:

Primary level: Following professionals can provide care
at the primary level. There is evidence to suggest the
involvement of Non specialist health workers in bridging
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the gap between the scarcity of trained psychiatrists and
limited resources for low and middle income countries
[27].

Health professionals can provide following services at
primary level:

< Create awareness about psychosis.

< Removing myths and misconceptions about mental
iliness in general and psychosis in particular.

» Awareness about pre-morbid indicators of psychosis.
e Psycho-education about psychosis.

e Early Identification and distribution of parent
education materials.

* Referral to higher center for timely treatment after
early identification.

District level

e Psychiatrists (under District Mental Health Program)
trained in the early diagnosis/ treatment.

« Availability of Generic psycho tropics which are
distributed free of cost.

« Referral to tertiary care center in case of Severe
Mental Disorder which requires specialty management
in a mental health Institute.

Tertiary level: Multidisciplinary teams of mental health
professionals for early identification and intervention as
already exist in all teaching hospitals should be further
strengthened like other Asian countries e.g., Singapore
[28]. Allocation of funds to improve the quality and
standards of research on psychosis should be allocated.

Guidelines for Parents

Having a child or an adolescent with psychosis is a
difficult situation and a life-long challenge. Parents who
are the primary caregivers most of the time feel
overwhelmed and unprepared for facing this situation. It
is thus of paramount importance that parent education
material should be made available in the local languages
(Box ).

The key point to remember is that psychosis and
schizophrenia occurring in children and adolescents have
poor outcome [29].The best way to minimize its impact is
early identification and treatment. While relapses may
occur from time to time, the effects of a psychotic episode
are decreased if symptoms are identified within the first six
months of onset. There is research evidence to suggest
better course and outcome of schizophrenia in developing
countries as compared to developed countries [30].
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Box 1: GUIDELINES FOR PARENTS OF CHILDREN AND
ADOLESCENTS SUFFERING FROM PSYCHOSIS

« Psychosis is a severe form of mental disorder in which
contact with the reality is lost. It is associated with
abnormalities and oddities of behavior, where children
just do not seem like themselves.

¢ What causes it?
Itis multifactorial involving genes, infections, cannabis,
stress, neurotransmitters etc.

« How do we (parents/caregivers) recognize it?

It may begin with changes in behavior like social
withdrawal, decline in school performance. The child
may have active symptoms like he/she may hear or see
something which is perceived in the absence of stimulus
or may develop false, fixed belief that “people want to
harm me”’. Deterioration in previous functioning with
disturbance in sleep and appetite.

*  Whatis the treatment?
Antipsychotic drugs are the mainstay of treatment.
Several non-pharmacological measures are also useful.
Early treatment is of paramount importance; adherence
to treatment is essential.

*  What can we do?
Reduce expressed emotions like criticism, hostility and
over-involvement. Encourage-ment, praise for desired
behaviors, increase social support, inculcate hobbies,
reduce burden of studies thereby minimize stress, try to
make them independent.

e Whatis the future of my child?
With long term treatment, full recovery is possible. With
timely help, many youth grow up to lead healthy,
productive lives.

High levels of parental involvement (parental
understanding of their children’s problems, and parental
knowledge of their children’s free-time activities) is
associated with decreased outcome of poor mental health
in India’s Nationally representative global survey done on
6721 school going adolescents in 2007 [31]. Traditionally,
in India, the responsibility of care and protection of
children is provided by the families and the communities.
Both the prevention and promotion of child mental health
in a country with low socio-economic status can be
achieved by supporting parenting [32]. Authoritative
parenting and parental warmth, especially in Indian
families, are the most adaptive parenting styles that act as
protective factors for the development of psychopathology
and positive adjustment among adolescents [33]. Health
education of parents and parental counseling play a key
role in early intervention and promaotion of positive mental
health of children and adolescents [34].
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CONCLUSIONS

Child and adolescent mental health services are hardly
available in alow income country like India. The need for
the hour is to strengthen the mental health services
through innovative strategies that are cost-effective.
Awareness, early identification and effective parenting of
pediatric psychosis may help bridge the wide gap that
exists between scarce skilled mental health professionals,
inefficient resources, and large population of children and
adolescents in developing countries.
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