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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

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
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Karl Ludwig Kahlbaum, ca 1890, Public Domain in countries
where copyright term is life of author plus 70 years.




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: sa40-6n4z

eCatatonia associated with another mental disorder (6A40)
eCatatonia induced by substances or medications (6A41)
eCatatonia, unspecified (6A47)

Psychiatric Centre Copenhagen


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:

StupOI‘_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.



https://en.wikipedia.org/wiki/DSM-5
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BUSH-FRANCIS CATATONIA RATING SCALE
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BUSH-FRANCIS CATATONIA RATING SCALE (CONT.)
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LETTER TO THE EDITOR

Should the term catatonia be explicitly
included in the ICD-10 description of acute
transient psychotic disorder F23.07

JEANETT BAUER, METTE UOLLGAARD PEDERSEN, MARTIN BALSLEV JORGENSEN

Bauer I, @llgaard Pedersen M, Jergenzen ME. Should the term catatonia be explicitly included
in the ICD-10 description of acute transient peychotic disorder F23.07 Nord T Psychiatry
2011;Early Online,1-2,

* 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

Stuporous or retarded Excited Malignant (+ autonomic instability and fever)
Kahlbaum syndrome Bell’'s mania Malignant catatonig
o _ . Oneirophrenia, oneiroid/oneiric state Pernicious catatonia
Delirious melancholia/depression catatonos raptus, Deadly catatonia
Akinetic mutism Delirium acutum, Lethal catatonia (Stauder’s)
Coma vigil Delirious mania per Kraepelin

Delirious catatonia

Benign stupor

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

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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Fic. 1 Chronological presentation of co-registered transaxial and normal T,-weighted MRI scans and consecutive FDG
PET scans through the basal ganglia [Case 1, (A)] and just above the ventricles [Case 2 (B)]. (A) During psychosis (June
2007), FDG PET shows a bilateral metabolic increase in the striatum (yellow arrow) and a slight to moderate decrease
in the anterior cingulate cortex (white arrow), which gradually resolves with treatment (January 2008-December 2010).
(B) During catatonia (May and July 2010), there are marked and symmetrical reductions of metabolic activity in the mesial
frontoparietal areas (red arrow), along the central sulci (white arrow) and in the occipital lobes, which shows almost
complete normalization after ECT (November 2010). A similar pattern was found when comparing with a normal database
[3] (see supplementary data, available at Rheumatology online).

A MR T2 FDG PET

May 2007  Jun 2007  Jan 2008  Nov 2008 Dec 2010

U@@@@

May 2010 May 2010 July 2010 Nov 2010
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Management of catatonia

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

N

. 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.

W

. 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?

Modified from Oldham and Lee 2015




Catatonia "organic”

Electroconvulsive Therapy for the Treatment of
Organic Catatonia Due to Viral Encephalitis

Lelhnsh Shakla, MBBS, Janardhanan C. Nawoparaswamy, MD, Srinath Gopinath, DPM,
and Swredh Bads Math, MD, PGDMLE, PODHRL
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Rheumatology 2012;51:193-195
doi:10.1093/rheumatol ogy/ker287
Advance Access publication 7 Gctober 2011

Aucrodeoxyglucose positron emission tomography
in juvenile systemic lupus erythematosus

with psychiatric manifestations: relation to
psychopathology and treatment response

in two cases

Anders Jorgensen', lan Law®, Susan Nielsen” and
Martin B. Jorgensen'

Typhoid catatonia responsive to ECT

WILLIAM R BREAKEY, A K KALA

Boinih Modicad Jowrnal, 1977, 2, W0

Summary

Twelve patients with typhold fever presented with a
catatonlc syndrome that persisted after other signs of
the fever had disappeared. The syndrome was distinet
from the delirfum scen in typhold fever and did not have

the characteristics of an affective or schizophrenic
llncws. Electric Islon therapy produced rapid and
lasting lmprovement.

commeon complication of typhold fover, and we report 12 cases
soen in India

Present series

Dusrinng 19786, 29 putients were sdnutted o the Chrintian Medical
College Hospital wuth typheid fever. OFf these, 45 showed grom
bebavioural dasturbance, which in 12 ases nocessstared peychastry

MﬁmtmwdmNMrﬂml These
2 ;-n«m are the subnect of this report
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Wachtel 2018

+ Seltinjuricus behavizur in 850 is a sericus clinical
preblem, and may be resigant te behavizural and
hnphﬂrmﬂ {x}E:gicx:ﬂ ﬂppr{:-uches. Fecent repors
REVIEW m concepfualized some intractable selfinjury within
the dingneostic framewsrk of agitored caktenia.

+ Multiple repert have demenshated a significant
redugtion in -&El‘F—iI‘liLlri-ﬂ-LLS behavizur in these diugn{:&ed

aleng the catatenio spectum vsing

wov Electroconvulsive therapy for self-injurious slectiocamulsive theropy.
behaviour in autism spectrum disorders: T ot har oo o o bk veed

in behavizural psyehelegy as an aversive behavizural

recognizing catatonia is key Heamert procedire

+ Patient benefit frem ECT may be profeund in s of
redugticn in selfinjury, and improvement in owerall

Lee Elizabeth Wachfel, Edward Shorfert, and Mar Fnk” h ial funationi
peyohosocial Tunctioning.

Purpose of review

Selfinjuricus behavizur [3IB) is a devasikting conditizn frequently encountered in avtism spectrum disarders
[#5Cs that zan lead to dangercus tissue injury and prefeund prechesecial difficulty. An increasing number
of repars over the past decade hove demonstrated the switt and well felerated rescliizn of inrackble

36 with electrocomvulsive therapy [ECT) when psychopharmacclegical and behavicural interverticrs are
ineffective. The curent atticle provides o review of the salient literature, including the conce plualization of
repetifive selfinjury aleng the catatenia speatrum, and further clarifies the aritical distination between ECT
and centingent electric shack.

Racent findings

“We rearched electronically for literature regarding ECT for selfinjuricus behaviour from 1982 & presert,
as the first known report was published in 1982, Eleven repors were idenfified that presented ECT in the
reszlution of seltinjury in avtistiz or intellectually disabled patients, and anather five reperts discussed such
in typically develeping individvale. These repertz and reloted literature present such selfinjury aleng the
spectrum of agitated cotatenia, with subsequent implications far ECT.

Summary

Intractable seffinjury remains a significant challenge in A5G, espedially when patients d= net respend
adequotely to behavizural and peychepharmacelegizal inkerventions. ECT iz well tolerated and efficocicus
freatment tor catatenia, and san corfer marked redudfian in 3B aleng the ogitoted cotatenia spectrum.

Psychiatric Centre Copenhagen
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Anti NMDAr encephalitis og ECT

™

Chaooi for

upsdaieg

Anti-N-Methyl p-Aspartate
Receptor Encephalitis and
Electroconvulsive Therapy
Literature Review and Future Directions

Yasas Chandra Tanguturi, mees, mpeH, Allyson Witters Cundiff, mo,
Catherine Fuchs, mo™

KEYWORDS

» Flectroconvulsive therapy » ECT » Anti-NMDA encephalitis
» Autoimmune encephalitis ® Catatonia

KEY PCOINTS

+« Catatoniaisa syndrome, with one potential cause beingan autcimmune encephalitis such
as anti-M-methyl p-aspartate receptor encephalitis.

« Benzodiazepines (BZDs) are first-line treatment for symptoms of the syndrome of
catatonia.

+ Electroconvulsive therapy (ECT) should be considered if patients have autonomic insta-
bility or if they are not responding well to BZDs in combination with immunotherapy.
The use of BZDs + ECT may be synergistic in efficacy.

« ECT is considered a safe intervention with appropriate assessment and management,
although the exact mechanism of action of ECT is unclear. ;

« Treatment should be a multidisciplinary collaborative effort to include assessment and
treatment of the autcimmune process.




Luchini et al. 2015 ECT in Catatonia o

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

Table | Studies thac investigate effacacy of eleciroconvulsive therapy in catatonia (nmmber of patients receiving elearocoovulsive therapy = 10)
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Retrospective chart reviews
report response rates in
catatonic patients ranging
from 80%-100% - perhaps
less in primary psychotic
disorders
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ORIGINAL PAPER

Is electroconvulsive therapy an evidence-based treatment
for catatonia? A systematic review and meta-analysis

Arnaud Leroy” - Florian Naudet® - Guillaume Vaiva' + Andrew Francis® -
Pierre Thomas' - Ali Amad’#

Fig. 4 Forest plot for pre-post
differences in severity after
ECT treatment in catatonic
patients. Results are presented
with 95% confidence interval.
Pre-post correlation = 0.10.

P =76.6%, O test: p < 0.001

* The results of this systematic review revealed that ECT in catatonia is still an understudied treatment and that
ublished studies, for various reasons, generally do not satisfy rigorous criteria for efficacy (e.g., difference

Bush 1895 118 [-2.74, 0.35]
Escobar 2000 — . =246 [-3.45, -0.53]
Girish 2003 i -3.60 [ 545, -1.55]
Sizuki 2004 — -3.30 [ -4.88, -1.71]
Hattz 008 —.— ; ZEI[-3TZ,-1.54]
Dutt 2011 —— 280 [-382, 2.07]
Unal 2013 —.— 6.36 [-7.58, 5.14]
Pithane 2013 —. ; 362 451, 2.63]
Flamarigue 2014 -2.28 [ -4.35, -0.23]
Mecds 2015 —- =318 [-4.20, 2.18]
RE Model —— 314 [-3.85, 2.34]
| T T T i |
-B.00 -5.00 -4.00 -2.00 000 z.00

etween 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

Psychiatric Centre Copenhagen
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Repolarizing inhibitory membrane receptors are upregulated in ECT

Voltage Gated K* Channel ©

Closed Open
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Figure 31 Showe 1H-duum binding in control (hollow bar),
acute {lined bar) and chronic (solid bar) ECS .
treated rats,. Astrisk indicates s significant 1
(PL 0,01) incroane in the binding from the control
group., Scatchard snalysis indicates a decrease in
Kn and increase in Bmax by chronlc BCS treatment,
Lines are drawn using linear regression analysis. The
values are mean of three experipnents. Detailed pro-
cedure of Scatchard analysis 1s given in the text.

Gulati et al 1986




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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Fink M, Taylor MA. Catatonia: a separate category for DSM-IV?
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