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“... the patient remains entirely motionless, without 

speaking and with a rigid, masklike facies, the eyes 

focused at a distance; he seems devoid of any will to 

move or react to any stimuli; there may be a fully 

developed "waxen" flexibility, as in cataleptic states, or 

only indications  of this striking phenomenon.

...the general impression conveyed by such 

patients is one of profound mental anguish or immobility 

induced by severe mental shock ...

Once the clinical signs are manifest, they tend to 

persist, although in some patients they appear for 

relatively short periods and then tend to recur.  

The obvious association of this illness with other 

signs of disease, and its constant occurrence with 

certain somatic (particularly muscular) disorders, have 
been more or less ignored.”

Karl L. Kahlbaum, 1874

'Die Katatonie, oder das Spannungsirresein'







Bush-Francis Catatonia Rating Scale (23 Items) 

 

Screening Items (14) 

 

 

Full Scale Items (9) 

Excitement* 

Immobility/Stupor* 

Mutism* 

Staring 

Posturing*/Catalepsy* 

Grimacing* 

Echopraxia*/Echolalia* 

Stereotypy* 

Mannerisms* 

Verbigeration 

Rigidity 

Negativism* 

Waxy Flexibility* 

Withdrawal 

Impulsivity 

Automatic Obedience 

Mitgehen 

Gegenhalten 

Ambitendency 

Grasp Reflex 

Perseveration 

Combativeness 

Autonomic Abnormality 

 

OBSERVED 
ELICITED 

EXAMINED 

*DSM-5 Catatonic Signs [3/12] 



DSM-5 Catatonia Specifier
DSM-5 293.89 --- ICD-10 F06.1



Procedure: Examines:

1)  Observe patient while trying to engage in

conversation.

Activity level

Abnormal movements

Abnormal speech

2)  Examiner scratches head in exaggerated

manner

Echopraxia

3)  Examine arm for cogwheeling.  Attempt to

reposture, instructing  patient to "keep your arm

loose" - moving arm with alternating light/heavy

force

Rigidity

Negativism

Waxy Flexibility

Gegenhalten

4)  Ask pt to extend right arm;  Place one finger

beneath hand and try to raise slowly after stating,

“Do NOT let me raise your arm"

Mitgehen

5)  Extend hand, firmly stating, "Do NOT shake my

hand”

Ambitendence

6)  Reach into pocket and state, "Stick out your

tongue, I want to stick a pin in it.

Automatic Obedience

7.)  Check for grasp reflex Grasp Reflex

8.  Check chart for past 24 hr re: PO intake, VS, etc  Autonomic signs

9)  Attempt to observe patient indirectly, at least for

a brief period each day



Video Examples of Catatonia



Narrated Video Examples of 

Catatonia

Located at:

www.catatonia.org

http://www.catatonia.org/


INCIDENCE OF CATATONIA
Psychiatric Samples



Lorazepam Treatment of Catatonia

Protocol

IV Challenge 1 mg q5 min w/ratings

Daily lorazepam at 4-8 mg/d up to 5d total

PO, IM, IV Routes

Daily BFCRS ratings

Success

<2 signs

Failure

>2 signs; agitation not controlled; worsening 

clinical status
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FIGURE 4.  TREATMENT OF CATATONIA WITH

INTRAVENOUS LORAZEPAM
DOSES AT 5 MINUTE INTERVALS

(N=11)



Characteristic

Lorazepam

Responders

N = 16

Lorazepam

Failures

N = 5

P

Age 33.1 ± 12.2 25.6 ± 5.8 N.S.

Catatonia Score (BFCRS) 17.7 ± 6.8 17.4 ± 3.5 N.S.

Gender (F/Total) 11/16 3/5 N.S.

Organic Mental Disorders
a

3/16 0/5 N.S.

Mania (296.4x) 4/16 3/5 N.S.

Duration of catatonia (days) prior

to entering treatment

3.8 ± 3.5 11.0 ± 12.1 <0.05
b

Percent drop in BFCRS score

(day 0 to day 1 of treatment)

88.3% + 22.5 24.8% + 27.6 <0.001
c

Average daily dose of lorazepam

(mg/d/patient)

3.0 + 1.6 5.5 + 2.0 <0.01
d

Clinical Characteristics: Responders vs. Non-Responders
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FIGURE 6.  TIME COURSE OF ECT RESPONSE



Treatments for Catatonia

• “No” placebo response 

• Barbiturates: amobarbital

• Convulsive therapy: camphor, electroconvulsive

• Neuroleptics: risk of exacerbation  NMS (?10 %)

• Miscellaneous agents: (anticonvulsants  

anticholinergics  lithium)

• Benzodiazepines: lorazepam  etc.

•Other GABA-a agonists: zolpidem

•NMDA? Amantadine, memantine

•Atypical antipsychotics: ???



Complications of Catatonia
• Aspiration pneumonia

• Renal Failure

• Cardiac arrest

• Seizures

• Sepsis

• Pulmonary embolism

• Pulmonary edema

• Rhabdomyolysis

• Respiratory failure
[Addonizio et al 1987; Dickey 1991; and Ebadi et al 1980]



Clinical questions in catatonia

Validity as a syndrome

Prevalence and phenomenology

Treatment response

Subtypes: excited-retarded, acute-chronic, 

primary-secondary, benign-malignant

Discrimination from other motor syndromes

NMS as Toxic Malignant Catatonia

Delirium with Catatonic Features



*Francis A., Lopez-Canino A. Delirium with Catatonic Features: A New 

Subtype? Psychiatric Times 26: 32-36, 2009.



*Francis A., Lopez-Canino A. Delirium with Catatonic Features: A New 

Subtype? Psychiatric Times 26: 32-36, 2009.







Prospective Study: Catatonia in Delirium
(Grover et al., Psychiatr Clin Neurosci, 2014)

• Teaching hospital, India

• N=205 consecutive C/L referrals

• Delirium: DRS-98R

• Catatonia: Bush-Francis [2/14], DSM5 [3/12]

• Catatonia: 32% B-F, 13% DSM5

• +Correlation: DRS-98R and BFCRS

• +Correlation: Hypoactive Delirium 







Retrospective Study: Catatonia in Med-Surg 

N=54, DSM-5 Catatonia
Llesuy et al. JNCN 29: 148-154, 2017



Retrospective Study: Catatonia in Med-Surg 

N=54, DSM-5 Catatonia
Llesuy et al. JNCN 29: 148-154, 2017





Conclusions
• Catatonia is a distinct syndrome, associated 

with morbidity if severe/untreated

• Often responds to Tx if Dx’ed

• Catatonia and Delirium May Co-Exist

• ?Treatment Implications

• ?Consider lorazepam trial

• ?Avoid neuroleptics

• Other agents? Memantine?

www.catatonia.org



Biology of Catatonia

• Variety of brain lesions, frontal lobe

• 15q15 Linkage for periodic catatonia

• urinary monoamine metabolites

• Incr pHVA, esp in LZ responders

•  GABA-A binding in R Fr/Par Ctx

• +/- CPK, ?linked to autonomic sx?

• F-MRI: ↑ Activity L frontal and SMA



Psychological Theory of Catatonia

“Scared Stiff: Catatonia as an Evolutionary-Based Fear Response”

Moskowitz (2004)

• This is a theoretical paper linking the anxiety/fear as “causative” 

for catatonia. 

• Thesis: Catatonia is ‘relic’ of ancient defensive strategy in early 

humans [freezing to escape predator’s attention]

• Support: Animal analogues exist; Anxiety/Fear common in 

catatonia; Rx’s include BZDP and barbiturates that relieve anxiety

• Problems: 1-Freezing transient, flight/fight ensues if predator 

closes in, Catatonia may be chronic & fatal; 2-Catatonia Rx 

dose>>Anxiolytic dose; 3-ECT best Catatonia Tx but not useful 

for anxiety; 4-Fallacy of assigning one item of syndrome as cause 

of entire syndrome  
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