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Case Report

Catatonia is one of the most 
dramatic psychomotor 
syndromes in medicine. This 

severe clinical syndrome was first 
described by Karl Kahlbaum in 1874.1 
In the DSM-5, catatonia is strictly 
differentiated from schizophrenia-
related disorders. Catatonia has a 
vast array of presentations, ranging 
from agitated ritualized behaviors 
to a potentially fatal vegetative 
state.1 The etiologies of catatonia are 
vast; however, most are attributed 
to postinfectious causes, mainly in 
the young age group; longstanding 
psychiatric illness; and side effects of 
medications. Patients with catatonia 
can be complex and challenging to treat 
due to their extreme social withdrawal 
and unstable mental state, exemplified 
by their common food refusal.2

Once legal capacity is introduced 
into the equation of a catatonic 
patient, the situation becomes even 
more challenging. Severely catatonic 
patients cannot defend themselves 
or comprehend what transpires in 
a courtroom, even though those 
transgressions could potentially 
dictate their future.3 Defendants 
who are incompetent to stand trial 
comprise the largest group of legally 
committed individuals in US state 
psychiatric hospitals. The literature 
suggests a 10%–15% prevalence of 
catatonia among acute psychiatric 
inpatients.4 Of these patients, only a 
small percentage have schizophrenia, 
demonstrating the need for a change 
in the traditional definition of 
catatonia.  Mental health professionals 
conduct approximately 60,000 
competency to stand trial evaluations 
annually in the United States alone, 
placing a significant burden on 
state mental health systems.5–7

It is of paramount importance 
that severely catatonic patients be 
treated adequately, especially when 
their saliency is required to resolve 
their fate. Therefore, the importance 
of physician beneficence is drastically 
highlighted in these patients, who 
would otherwise be affected by 
this mysterious syndrome.1 In this 
report, we review the symptoms 
of catatonia, available treatment 
options, and unusual response of 
typical antipsychotics as well as an 
atypical case presentation. We further 
identify several areas of uncertainty 
related to catatonia and competency.

Case Report
Mr A, a young man in his 

early 20s, was in Department 
of Corrections custody for 
charges of robbery in the third 
degree and burglary in the first 
degree. He was housed in a 
mental health observation unit 
at the correctional facility.

Mr A was referred to hospital 
medical emergency services for 
altered mental status and behavior 
suspicious of catatonia. He was 
then referred to the comprehensive 
psychiatry emergency program for 
forensic evaluation services and was 
admitted to the prison ward in the 
hospital. He was later discharged to 
a correctional facility. After spending 
1 day at the correctional facility, he 
had a similar presentation of social 
withdrawal and catatonic features, 
which led him to be rehospitalized 
in the hospital prison ward.

During this admission, Mr 
A displayed stupor, catalepsy, 
mutism, negativism, grimacing, 
and agitation. These disturbances 
caused significant impairment in his 

social functioning. He was started 
on bupropion and lorazepam. He 
showed some improvement in the 
lorazepam challenge test. After a 
positive response to the medications, 
lorazepam was downtitrated. 
Catatonia features aggravated 
with lorazepam taper; therefore, 
lorazepam was increased again. The 
patient was resistant to medical care 
and had a variable presentation. 
His clinical features varied from 
withdrawn and uncooperative 
to engageable. His orientation 
ranged from being confused and 
impoverished to dysthymic and 
defeated. He seemed to be agitated 
and internally stimulated.

The patient consented to 
electroconvulsive therapy (ECT) and 
had 18 sessions. Olanzapine was 
started and titrated. He continued 
to display explicit symptoms 
of catatonia after undergoing 
extensive ECT sessions. For further 
stabilization, Mr A was transferred 
to the forensic hospital. At initial 
presentation to the forensic facility, 
his Bush-Francis Catatonia Rating 
Scale8 score was > 2. His Bush-
Francis severity score was 18. He 
showed signs and symptoms of 
retarded catatonia. He was started on 
haloperidol, lorazepam, clonazepam, 
and benztropine. As the underlying 
symptoms of psychosis improved, 
his Bush-Francis severity score 
decreased from 18 to 4. Since the 
patient showed improvement on 
the Bush-Francis scale, clonazepam 
and lorazepam were downtitrated 
and stopped. His mood, social 
engagement, and gait improved. The 
patient engaged in conversation with 
more words per 5 minutes compared 
to the conversation during admission.
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Discussion
Competency to stand trial is 

firmly rooted in Western law and 
tradition.9 According to the DSM-5,10 
a mental disorder is characterized by 
a significant disturbance in a person’s 
cognition, emotion regulation, or 
behavior. Thus, mental conditions, 
such as psychotic disorders or 
intellectual disabilities, negatively 
influence a person’s cognitive abilities 
and tend to interfere with their 
capacity to proceed with trial.5

Patients who are incompetent to 
stand trial are a particular challenge 
to clinicians because competency 
must be restored successfully within 
a statutorily mandated timeframe. 
Forensic patients committed to 
forensic or state hospitals based 
on incompetence to stand trial 
have not yet been convicted of a 
crime and are being involuntarily 
confined. The explicit purpose of such 
confinement is to provide treatment 
that enables them to participate in 
the trial process.11 In 1960, the US 
Supreme Court first addressed the 
standard for competency to stand 
trial in Dusky v United States.12 Since 
establishing the Dusky standard, 
procedures have been developed to 
determine if a defendant is competent 
to stand trial. Defendants deemed 
incompetent to stand trial typically 
undergo competency restoration 
consisting of legal education and 
mental health treatment.11,13

Like any other psychiatric 
disorder, catatonia in a forensic 
setting has many roadblocks to 
diagnosis and treatment. Since 
patients are psychiatrically unstable, 
they cannot engage, comprehend 
the questions, or answemr the 
questions appropriately. It takes 
quite some time to gather pertinent 
information for many patients given 
the lack of collateral and previous 
psychiatric history, which is crucial 
to obtain a precise diagnosis. 

Also, as discussed previously, 
competency must be restored in 
a court-mandated timeframe. For 
most patients who are incompetent 
to stand trial, it is difficult to 

understand and engage in treatment 
(eg, signing informed consent).

Catatonia is characterized by 
a cluster of signs and symptoms, 
including mutism, stupor/immobility, 
staring, posturing, negativism, 
withdrawal, rigidity, and autonomic 
abnormalities.4 Previously, 
catatonia was considered a subtype 
of schizophrenia; however, in the 
DSM-5, catatonia was separated into 
a syndrome due to its prevalence 
in numerous disorders, including 
autism, dementia, intoxication, 
and general medical conditions.1 
There are 2 major subtypes of 
catatonia: retarded and excited.

Retarded catatonia is associated 
with characteristics involving paucity 
of movement, including immobility, 
staring, mutism, rigidity, withdrawal, 
and refusal to eat, along with more 
bizarre features such as posturing, 
grimacing, negativism, waxy flexibility, 
echolalia or echopraxia, stereotypy, 
verbigeration, and automatic 
obedience. In these patients, the 
very nature of catatonia can make it 
challenging, if not impossible, to carry 
out patient interviews, examinations, 
and required treatment. The inability 
to feed oneself or perform daily 
activities puts these patients in 
danger of malnutrition and death 
without treatment and assistance.

The second subtype of excited 
catatonia is also referred to as 
malignant catatonia. It is associated 
with severe psychomotor agitation 
and could lead to life-threatening 
complications such as hyperthermia, 
altered consciousness, and 
autonomic dysfunction.14 Severe and 
persistent catatonia can also lead 
to medical complications, including 
thromboembolic disease, decubiti, 
contractures, aspiration pneumonia, 
malnutrition, and dehydration.15 
It is thus crucial to diagnose and 
treat catatonia expediently.

Catatonic symptoms can often 
be misunderstood as bizarre 
psychotic behavior and hence 
not recognized and treated. As 
mentioned previously, catatonia 
has historically been classified as a 

subtype of schizophrenia, but there 
is convincing evidence that catatonia 
is a syndrome that is not limited to 
such patients. Moreover, improper 
treatment with antipsychotics 
can lead to clinical worsening 
and transition to lethal catatonia/
neuroleptic malignant syndrome. 
Catatonia is thus a syndrome that 
encompasses both the physiologic 
and psychological domains.

Despite the complexity and vast 
array of presentations of catatonia, its 
treatment is relatively straightforward. 
Starting in 1930, it was discovered 
that sodium amobarbital (a 
barbiturate) rapidly relieved catatonia. 
More recently, benzodiazepines 
have taken the place of barbiturates 
due to their effectiveness and less 
severe side effect profile. Studies2 
have shown that benzodiazepines 
relieve/reduce catatonia in 80% 
of subjects. Part of the process 
for catatonia diagnosis involves a 
“lorazepam challenge,” in which 1 
to 2 mg of lorazepam is given to see 
if the catatonic symptoms subside.16 
For patients who are refractory to 
benzodiazepines, ECT can be used.

The benefit of inducing seizures to 
relieve catatonia was first discovered 
in 1934, and by 1940, ECT was used 
universally to treat not only catatonia 
but also various psychiatric illnesses.2 
One drawback of ECT, however, is that 
consent is required, and since most 
catatonic patients cannot provide 
consent, a surrogate must be used, 
which is sometimes difficult to acquire 
in the forensic setting. In patients 
experiencing malignant catatonia, 
ECT should be considered the first-
line treatment over benzodiazepines 
due to the severity associated 
with prolonging the symptoms. 
Other additional treatments have 
been shown to have some success 
in treating catatonia, including 
zolpidem and memantine, and their 
efficacy is still being studied.2,14 
While there has been success in 
treating catatonia, there remains 
significant room for improvement 
in preventing its occurrence and 
controlling more complex cases.
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The relationship between 
antipsychotic medication and 
neurologic abnormalities is 
more complex than previously 
acknowledged, since antipsychotic 
drugs may both improve preexisting 
abnormalities and cause “de 
novo” neurologic syndromes. 
Overall, olanzapine has a more 
favorable neuromotor profile than 
risperidone, which has a better 
profile than haloperidol.17 No 
literature was found showing the 
effect of typical antipsychotics 
on the symptoms of catatonia.

Conclusion
There is a paucity of literature 

that shows the efficacy of typical 
antipsychotics for the treatment 
of catatonia. Our case is a novel 
report of a patient who showed 
promising improvement with a typical 
antipsychotic. We found in our review 
of the literature that lorazepam, a 
benzodiazepine, is the most popular 
treatment for catatonia, despite other 
successful treatments. When a rapid 
response is required in severe cases, 
ECT should be initiated. Antipsychotic 
medications can be used on a case-by-
case basis, but further studies need 
to be conducted on a larger scale.
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