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Pediatric	disorders	associated	with	catatonia		

Developmental Disorders  
• Autism Spectrum Disorders (ASD) 
• Childhood Disintegrative Disorder 
• ID including Down Syndrome and 
Prader-Willi Syndrome 
• Tic Disorders, Tourette Syndrome 



Miscellaneous Conditions 
• Anti-NMDARe (malignant catatonia + an antibody)  

• PANDAS (catatonia + an antibody) 

• Aseptic encephalitis (type EL) (autoimmune catatonia) 

• Kleine Levin Syndrome (episodic adolescent catatonia) 

• Psychogenic catalepsy (~ post-traumatic catatonia) 

• Anaclitic depression (Spitz) (~ anaclitic catatonia) 

• Pervasive Refusal Syndrome (exclusively European) 

• Nodding Syndrome (exclusively in Uganda & South Sudan) 

Pediatric	disorders	associated	with	catatonia		



Prevalence of pediatric catatonia: studies since 1992 

N Sample population % cat 
Green (1992)  38 Prosp, Child Schizo 32 
Moise (1996)  13 Retrospective, ECT 46 
Wing (2000)  506 Prospective, Autism 17 
Thakur (2003)  198 Prospective, clinics 18 
Billstedt (2005)  120 Prospective, Autism 12 
Ohta (2006) 69 Prospective, Autism 12 
Hutton (2008)  135 Prospective, Autism 5 
Consoli (2009)  199 Meta-analysis, ECT 6 
Ghaziuddin (2012) 101 Retro, At-risk inpts 18 
Goetz (2014) 69 Retro, Ado 1st-Break 36 









Mantra of the catatonia scholar 

Catatonia is a poorly 
recognized syndrome  

(not a symptom!)  
& emergency that is  
eminently treatable 

with benzo’s and ECT 



Modern Catatonia Research 











TREATMENT ISSUES 

1 case with malignant catatonia 
2 cases with catatonia and ASD 









EVALUATION, DIAGNOSIS, TREATMENT OF PEDIATRIC CATATONIA

WORK-UP CRITERIA

M-LZP

IMPROVED

M-ECT

BILATERAL ECT

NOT IMPROVED

LZP Test

CATATONIA

POSSIBLE CATATONIA



10-year-old	boy	from	California		
with	high-func:oning	ASD	

•  Acute	onset	OCD,	2	days	aAer	he	became	
extremely	upset	aAer	his	best	friend	spit	on	
his	thermos	during	school,	October	2012.			

•  He	developed	fears	of	being	spit	on,	oAen	of	
a	delusional	quality,	and	compulsions	to	
protect	himself,	for	the	next	6	months.		

•  These	problems	required	several	admissions	
but	worsened	into	catatonic	episodes	
(mu:sm,	refusal	to	eat/drink,	nega:vism	
with	incon:nence)	in	March	2013.		



TREATMENTS	DURING	THE	LAST	YEAR	

•  An:bio:cs,	IVIG	(x1)	(PANDAS?)	
•  Olanzepine,	que:epine	
•  Citalopram,	fluoxe:ne	
•  Olanzepine	+	fluoxe:ne	
•  LZP	up	to	16,	then	24	mg	(without	
seda:on),	but	only	with	par:al	effect	





OPTIMAL	TREATMENT?	

MEDS:	LZP	+	ARPZ	
ECT	

		



14-year-old	boy	from	Texas		
with	high-func:oning	ASD	

•  At	term	aAer	a	normal	pregnancy.		
•  No	speech	un:l	age	3	
•  He	developed	the	tendency	to	look	around	out	
of	the	corner	of	his	eyes	and	was	not	interested	
in	friendships.		

•  Gene:c	tes:ng	was	nega:ve.		
•  Good	par:cipa:on	in	school,	fluent	
conversa:on,	performing	ADL’s	independently	



•  One	year	ago,	at	age	13,	a	sudden	increase	of	
abnormal	movements	including	repeated	
turning	of	the	head	to	the	leA,	blinking,	
grimacing,	stubering,	repe::ve	movements	
of	the	fingers,	and	rubbing	of	the	eyes.		

•  Less	speech	and	only	in	a	high-pitched	voice.		
•  Waxy	flexibility	when	examined	by	a	
neurologist	who	found	an	otherwise	
neurologically	intact	adolescent	(nega:ve	
MRI	brain,	EEG,	serum	tests).	

	



•  A	few	weeks	aAer	onset	of	these	
symptoms,	pa:ent	disclosed	to	
an	uncle	that	he	was	being	
bullied	at	school.		

•  Physical	abuse	and	threats	by	
peers	were	substan:ated	aAer	
an	inves:ga:on	by	the	school.		



•  Decreased	food	and	fluid	intake.	
• Weight	loss	and	poor	sleep.		
•  Staring	episodes,	withdrawal,	and	
episodes	of	compulsive	hand	washing	and	
taking	frequent	showers.		

•  Preoccupa:on	with	death	&	crying	spells.		
•  Tense	and	mask-like	facial	expression.		
•  Decreased	wri:ng	skills	and	dropping	
grades.	



FAILED	TREATMENTS	

•  SSRI’s	(fluoxe:ne,	sertraline).	
•  Duloxe:ne,	mirtazapine.		
•  Risperidone,	aripiprazole,	fluphenazine		
•  Clonidine,	guanfacine.	
•  4	mg	of	diazepam,	0.5	mg	of	lorazepam.	
•  A	single	dose	of	zolpidem	(10	mg)	
caused	agita:on	and	increased	:cs.		











Can trauma precipitate catatonia? 

Yes 
 
Past and current literature  
supports a role of traumatic   
events and overwhelming  
anxiety in the onset of catatonia 





•  German	psychiatrist	Karl	Kahlbaum,	who	
coined	the	term	catatonia	in	1874,	gave	
trauma	a	central	role	in	catatonia	in	many	
young	adult	cases	

•  Kanner	(1940)	described	children	with	
psychogenic	catalepsy	

•  Anacli:c	depression,	a	condiAon	found	by	
Spitz	(1944)	in	deprived	insAtuAonalized	
children,	meets	criteria	for	stuporous	catatonia	

•  Leonhard	(1960)	considered	lack	of	
communica:on	with	the	mother	or	subs:tute	
mother	as	an	important	risk	factor	for	
childhood	catatonia	



•  Children, including those with 
autism, who experience 
emotional and physical trauma 
sometimes develop catatonia 

•  Swedish descriptions of 
contemporary traumatized 
refugee children with a 
syndrome labeled Pervasive 
Refusal Syndrome are those of 
children with classic catatonic 
syndromes 







•  �The child is totally passive, immobile, lacks 
tonus, withdrawn, mute, unable to eat and 
drink, incontinent, and not reacting to 
physical stimuli or pain. Periods of panicky 
refusal and anxiety can precede or intervene 
with the stuporous state. Secondary symptoms 
may appear, such as tachycardia, rise in 
temperature, edema, profuse sweating, 
reactivation of latent viral infection, skin 
ulcers and muscular atrophy�

•  No evidence of underlying medical diseases is 
found  







RS incidence in Sweden 
2003-2005 

2.8%  
in 0-17 year old asylum seekers 



•  Psychogenic catatonia is proposed to 
supply the best fit with the clinical 
presentation. Treatment response, altered 
brain metabolism or preserved awareness 
would support this hypothesis  

•  Epidemiological data suggests culture-
bound beliefs and expectations to 
generate and direct symptom expression 
and  

•  It is argued that culture-bound 
psychogenesis can accommodate the 
endemic distribution 



Conclusions	

•  Catatonia	ALERT	when	there	is	a	sharp	
increase	of	psychomotor	symptoms	in	
children,	adolescents,	&	adults	with	
au:s:c	&	developmental	disorders.		

•  Catatonia	can	be	precipitated	by	
extreme	stressors,	life	events,	trauma,	
and	abuse.	

•  ECT	is	an	important	treatment	for	
catatonia	in	au:sm	spectrum	disorders	
(ASD).	


