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Catatonia

Martin Balslev Jørgensen

Catatonia is a syndrome of psychotic body movement and 
speech

- occur in the context of general medical, neurological, and 
psychiatric conditions as well as associated with medications 
and drugs of abuse
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Kahlbaum
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Die Katatonie oder das 
Spannungsirresein", 1874

Disturbance in motor 
functionality that represents a 
phase in a progressive illness 
that includes stages of mania, 
depression and psychosis



Catatonia Nosology: ICD and DSM

Kraepelins perspective of catatonia as a 

form of schizophrenia 

DSM-IV Catatonia secondary to a medical condition with a distinct code of 293.89 (10).

ICD-10 organic catatonia F06.1

DSM-V: 293.89 and ICD-11: 6A40-6A4Z

•Catatonia associated with another mental disorder (6A40)
•Catatonia induced by substances or medications (6A41)
•Catatonia, unspecified (6A4Z)
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https://www.findacode.com/icd-11/code-556568822.html
https://www.findacode.com/icd-11/code-289492002.html
https://www.findacode.com/icd-11/code-486722075/unspecified.html
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DSM-5 Catatonia is diagnosed by the presence of three or more of the 

psychomotor symptoms below:

Always associated with a mental disorder, medical condition, or unspecified:

Stupor no psycho-motor activity; not actively relating to the environment

Catalepsy passive induction of a posture held against gravity

Waxy flexibility allowing positioning by an examiner and maintaining that position

Mutism no, or very little, verbal response 

Negativism: opposition or no response to instructions or external stimuli

Posturing spontaneous and active maintenance of a posture against gravity

Mannerisms odd, caricatures of normal actions

Stereotypy repetitive, abnormally frequent, non-goal-directed movements

Agitation

Grimacing keeping a fixed facial expression

Echolalia mimicking another's speech

Echopraxia mimicking another's movements.
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https://en.wikipedia.org/wiki/DSM-5


Bush-Francis Catatonia Rating Scale

Psychiatric Centre Copenhagen



Psychiatric Centre Copenhagen

• The term catatonia was not applied in the description og psychomotor 
symptoms in acute polymorphous psychois F23.0

• A patient undoubtedly classified as suffering from ATPD according to 
ICD-10 (F23) and the psychomotor symptoms he exhibited were 
clearly those of catatonia. 

• This is further supported by his response to benzodiazepines, which is 
known to be highly effective in catatonia especially in acute 
conditions. Moreover, his symptoms progressed towards a condition, 
which might be explained as malignant catatonia or neuroleptic
malignant syndrome, conditions that are not easily separated.
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Stuporous, excited and malignant catatonia
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Neuroleptic malignant syndrome and 
serotoninergic syndrome
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Prevalence

Prevalence rates of catatonia range from 6% - 38% among psychiatric 
inpatients

Mood disorders about 30% of cases (in particular mania or mixed states) 

Of all Catatonia cases 25% due to medical condition

of which 70% are neurological

30% were associated with structural 

25% CNS infection, 

10% seizure disorder
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Luchini et al 2015, Oldham et al 2015
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BRAIN

EEG: Most catatonia tends to present with a normal EEG, but medical 
catatonia represents an exception to this rule. Over 80% of medical 
catatonia exhibit abnormal EEG findings, the most common being diffuse 
slowing.

CT/MRI normal except if associated with structural damage

fMRI: disrupted sensorimotor network control during distinct functional 
states (Sambataro 2021).

SPECT/PET: Depends on brain tissue
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61 y male wit organic catatonia
Stroke in 2005 psychotic depression in 2006 catatonia in 
2007

MR-cerebrum
and SPECT-CBF: 
infarct seqv in 
right hemisphere
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Management of catatonia

1. Treat the underlying cause: Contributory medications should be avoided

2. Lorazepam: lorazepam 2 mg  Lorazepam 2 mg can be scheduled

thrice daily or increased in upward of 16 mg per day in divided

doses catatonia related to chronic psychosis may represent a distinct 
clinical entity.

3. Avoid high-potency antipsychotics. They are not effective for catatonia. They can 
cause catatonic-like (i.e., extrapyramidal) side effects and may 
potentiate neuroleptic malignant syndrome. Atypical antipsychotics may 
improve nonmalignant catatonia but should be used with caution as an

adjunct to a benzodiazepine or other catatonia-specific intervention.

4. Supportive measures: thromboembolism, pressure ulcers, contractures, 
nutrition and liquid balance, hyperthermia, pneumonia, oxygen

5. ECT: 90% of catatonia respond to ECT. If malignant catatonia ECT should be 
considered as an emergent intervention. If patients

refuse to eat and are unable to provide self-care, ECT should

be considered urgently.

6. Glutamate antagonists: memantine, amantadine, topiramate ? Dopamine agonist 
bromocriptine?
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Modified from Oldham and Lee 2015



Catatonia ”organic”
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Wachtel 2018
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Anti NMDAr encephalitis og ECT



Luchini et al. 2015 ECT in Catatonia 8 open 

observational studies including at least 10 patients with different form of catatonia
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Retrospective chart reviews 

report response rates in 

catatonic patients ranging 

from 80%-100% - perhaps 

less in primary psychotic 

disorders



Leroy et al 2018

• The results of this systematic review revealed that ECT in catatonia is still an understudied treatment and that 
published studies, for various reasons, generally do not satisfy rigorous criteria for efficacy (e.g., difference 
between ECT and placebo) or comparative effectiveness (e.g., ECT vs. an active comparator treatment modality). 
….

• However, our data suggest an important, robust and consistent mprovement in catatonic symptoms after ECT 
across several studies 
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Repolarizing inhibitory membrane receptors are upregulated in ECT
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Gulati et al 1986
Hjæresen et al. 2012 
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ECT Technicalities

General consensus that bitemporal placement is the most effective

More frequent ECT sessions than in major depression and is generally 
given three times per week on alternating days. However, clinical urgency 
may necessitate daily treatments until the patient is more stable.

Succinylcholine may be avoided due to increased risk of severe 
hyperkalemia (more chronic cases?)

Discontinue benzodiazepine treatment just prior to ECT, whereas others 
recommend continuing benzodiazepines 
In a study, lorazepam occasionally shortened seizure duration below the conventional minimum (25 sec motor 
convulsion). In these cases the stimulus energy was increased at the following ECT session. These shortened 
seizures did not appear to diminish the beneficial response of our patients to ECT. In all cases, the last dose of 
lorazepam was administered at least 12 hours prior to treatment. The short half-life of lorazepam and the 
absence of active metabolites may minimize possible antagonism of ECT (Greenberg and Pettinati 1993). 
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