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Catatonia is a complex neuropsychiatry syndrome with a cluster of motor, speech, and
behavioral symptoms.

Its hallmark is a disturbance in volition and symptoms range from inhibition to
agitation (Walther, 2016).

It can occur in the setting of a psychiatric, neurological, or general medical conditions.
Due to its heterogeneous presentation and unclear etiology, it is considered one of the
most puzzling phenomena in Psychiatry and Neurology (Carroll, 2004).

Catatonia is under-diagnosed in the general hospital setting (Llesuy, 2018), and it is
rarely recognized as a recurring phenomenon in a single patient. This case highlights
this issue.

DISCUSSION

The exact incidence and prevalence of catatonia depends on the proper detection of
the signs and symptoms, yet the main challenge is the variability between different
rating scales and nosological classifications (Walther, 2019).

It is important to remember that symptoms can wax and wane sometimes within an
hour (Walther, 2012) making the diagnosis challenging.

Catatonia could be also conceptualized as a pathological response to trauma (Biles,
2021), which was significant in this patient.

According to the Bush-Francis Catatonia rating scale the patient met criteria for
catatonia although the criteria were not fully met according to the DSM-5 due to the
concomitant presence of delirium.

It is important to consider that the patient had marked improvement in symptoms
following benzodiazepines administration.

CONCLUSIONS

Catatonia can present differently in every person but should be considered when
mutism, stereotypy, perseveration and withdrawal symptoms are present, with the
notion that symptoms can wax and wane within hours or even less.

Not considering recurrent catatonia could have led to avoidance of benzodiazepines
which are usually minimized in management of delirium.

Additional research is needed on applying criteria of rare conditions in highly complex
patients with multiple different type of comorbidities.
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CASE PRESENTATION

Mr. S is a 68-year-old man evaluated by hospital consultation and liaison psychiatry team after being
admitted for altered mental status and urinary tract infection. He was previously diagnosed with unspecified
mood disorder and a history of alcohol use disorder complicated by cirrhosis and brain ischemic infarctions.
Patient had intermittently displayed symptoms of depression and anxiety in the context of chronic heavy
drinking. This case was particularly challenging as the patient had previously displayed maladaptive
personality traits in the setting of psychosocial stressors.

The primary team was concerned about the possibility of factitious disorder, as the patient’s symptoms of
mutism, grimacing, stereotypy, negativism, withdrawal, impulsivity, and perseveration were intermittent and
recurring. However, EEG was consistent with the presence of encephalopathy and patient responded to
benzodiazepine challenge.

PATHOPHYSIOLOGY

Neuroimmunologic Disruption

- Microglial activation and resultant
neuroinflammation

- APP-induced increased vascular
permeability

- Direct cytotoxic effects of infectious
agent or antibodies

Network Dysfunction

1: Primary motor cortex (M1) and
thalamus

2: Thalamus and cerebellum

3: Prefrontal cortex, SMA, M1, and
Parietal cortex

Neurotransmitter Alterations
- Decreased GABA

- Glutamate hyperactivity

- Dopamine blockade
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