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Over the years, more than 40 signs have been ascribed 
to catatonia, with an overlap of definitions. Patients with 
catatonia may be hypokinetic, stuporous or hyperkinetic; 
they may posture, exhibit stereotypies and mannerisms, 
stare or grimace. They may be mute, echo words or phrases 
or verbigerate. Their behavior may also be stimulus bound 
in negativism, automatic obedience, waxy flexibility, 
mitgehen, gegenhalten or echo phenomena.[1] The most 

INTRODUCTION

Karl Ludwig Kahlbaum first described catatonia as a 
“symptom complex,”[1] and it is currently viewed as a 
syndrome of motor abnormality associated with disorders 
of mood, behavior or thought. It is reported to occur as 
a presenting complaint in 7–15% of acute psychiatric 
inpatients.[2,3]
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Background: Studies on clinical features of catatonia in the Indian population are few in number. 
Aim: To study the phenomenology, clinical profile and treatment response of subjects admitted to the psychiatry inpatient 
with catatonia. 
Materials and Methods: Detailed treatment records of all the inpatients were scanned for the period January 2004 to 
December 2008. Patients with catatonia (diagnosed as two symptoms as per the Bush Francis Catatonia Rating scale) 
were included. 
Results: During the study period, 1056 subjects were admitted in the inpatient unit, of which 51 (4.8% of the total 
admissions) had catatonic features and had been rated on the Bush Francis Catatonia Rating scale. The mean age of the 
sample was 30.02 years (SD=14.6; range 13–69), with an almost equal gender ratio. Most of the patients presenting 
with catatonia were diagnosed as having psychotic disorders (40; 74.8%), of which the most common diagnosis was 
schizophrenia (27; 52.9%) of the catatonic subtype (20; 39.2%). Three subjects with primary diagnosis of a psychotic 
disorder had comorbid depression. Other diagnoses included mood disorders (7; 13.72%) and organic brain syndromes 
(04; 7.9%). According to the Bush Francis Rating scale, the common signs and symptoms exhibited by the subjects 
were mutism (94.1%), followed by immobility/stupor (78.5%), staring (78.4%), negativism (74.5%), rigidity (63%) 
and posturing/catalepsy (61.8%). All the patients were initially treated with lorazepam. Electroconvulsive therapy was 
required in most cases (42; 82.35%). 
Conclusion: The common symptoms of catatonia are mutism, immobility/stupor, staring, posturing, negativism and 
rigidity. The most common underlying psychiatric diagnosis was schizophrenia.

Key words: Catatonia, ECT, lorazepam, phenomenology

ABSTRACT

Access this article online

Website:

www.indianjpsychiatry.org

Quick Response Code

DOI:

10.4103/0019-5545.75559



Indian Journal of Psychiatry 53(1), Jan-Mar 2011 37

common signs are mutism, posturing, negativism, staring, 
rigidity and echo phenomena. These signs occur in two 

principal forms: a retarded-stuporous variety and an 
excited-delirious variety.[4] According to the DSM-IV criteria, 
the presence of two prominent signs for at least 24 h is 
sufficient for the diagnosis of catatonia. The diagnosis 
may be confirmed by symptomatic improvement after the 
acute administration of a challenge dose of lorazepam or 
amobarbital. Confirmation after lorazepam is reported in 
approximately 80% of the patients with catatonia.[4,5]

There are very few studies that have assessed the 
phenomenology of catatonia in India. Most of the data is in 
the form of case reports, in which catatonia due to various 
causes has been reported,[6-21] and some have reported use 
of electroconvulsive therapy (ECT) and lorazepam.[11,22-27] 
Cases of periodic catatonia have also been reported from 
India.[6,10]

An earlier study from India showed that catatonic signs 
were present in nearly 40% inpatients diagnosed with mood 
and psychotic disorders, a significant proportion of which  
were schizophrenia and acute and transient psychotic 
disorders.[28] However, the recent studies are in concordance 
with the general belief that the incidence of catatonia 
is declining as they have reported a lower incidence of 
catatonia in an inpatient setting. This is highlighted by 
a study reporting catatonic syndrome in 11% patients, 
following screening of 138 inpatients with the Bush Francis 
Catatonia Rating scale (BFCRS).[29] Another cross-cultural 
study reported an incidence of 13.5% in consecutively 
admitted patients in India, which was higher than that 
seen in Wales (9.6%).[30] The only study from India that 
has evaluated the incidence of catatonia in children and 
adolescents has reported an incidence of 5.5% in the entire 
study sample and 17.7% in patients with affective and 
nonaffective psychotic disorders.[31]

Some of these studies have also reported the phenomenology 
of catatonia. Seethalaksmi et al,[29] reported mutism (87.5% 
incidence) to be the most common symptom of catatonic 
syndrome. In the cross-cultural study by Chalasani et al,[30] 
it was found that retarded catatonia (12.5%) and some 
classic signs like posturing, catalepsy, staring and stupor 
were more frequent among psychiatric admissions in India 
than in Wales. In the study on children and adolescents, 
it was reported that stupor/immobility, mutism, posturing/
catalepsy, rigidity and negativism were present in affective 
as well as nonaffective psychoses, but signs such as 
excitation, echo phenomenon and verbigeration were seen 
only in affective disorders.[31] Atypical presentation like 
recurrent opisthotonus has also been reported.[20]

One of the recent Indian studies showed that patients with 
catatonic schizophrenia require fewer ECTs than those with 
noncatatonic schizophrenia.[32] In another study from India, 

it was reported that a significant proportion (93%) of patients 
with catatonia showed a marked immediate response to 
lorazepam, with 75% showing sustained improvement.[29]

As evident from the above review, few studies have 
been conducted in India with the aim to explore the 
phenomenology and treatment response in patients 
presenting with catatonia. However, there is no data from 
north India with respect to the phenomenology of catatonia. 
With these lacunae in mind, an exploratory retrospective 
chart review was undertaken of inpatients presenting with 
catatonia with the aim of studying the phenomenology, 
clinical profile and treatment response.

MATERIALS AND METHODS

Setting
The Department of Psychiatry at the Postgraduate Institute 
of Medical Education and Research (PGIMER), Chandigarh, 
is a general hospital psychiatric unit with inpatient and 
outpatient facilities in a tertiary care, multi-disciplinary 
teaching hospital. All patients admitted in the inpatient 
are routinely assessed through a detailed semistructured 
interview. Brief data (patients name, age, gender, psychiatry 
number, diagnosis, duration of stay, treatment given, 
outcome, etc.) of all the patients admitted to the inpatient 
unit are also entered in an admission register.

Psychiatric diagnosis, primary and comorbid, is based on 
the International Classification of Diseases and Related 
Health Problems –tenth revision (ICD-10).[33] Depending on 
the diagnosis, all subjects are routinely rated on various 
instruments (e.g., Positive and Negative Symptom scale, 
Hamilton Depression Rating scale, Young Mania Rating 
scale, BFCRS, Abnormal Involuntary Movement scale, etc.) 
to assess the severity of psychopathology at baseline and 
progress of the same during the inpatient stay. All the 
ratings are carried out by a trainee psychiatrist (Junior 
Resident) under the supervision of a qualified psychiatrist 
(Senior Resident) and are reviewed by the consultant in-
charge of the case and, if required, necessary modifications 
are made in the ratings before being finally accepted for the 
clinical monitoring of the patients. In general, all patients 
presenting with catatonia are initially given a trial of 
parental/oral lorazepam for 3–4 days at doses ranging from 
4 to 12 mg/day along with other psychotropics as per the 
requirement. Patients who do not respond to lorazepam 
trial or relapse even after receiving adequate trial of 
lorazepam are given ECT.

The present study is a retrospective chart review of all 
patients who were admitted to the psychiatry inpatient 
unit with catatonic symptoms between January 2004 and 
December 2008, all of whom had been rated on the BFCRS. 
During the study period, 1056 subjects were admitted in 
the inpatient unit, of which 51 (4.8% of the total admissions) 
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had catatonic features and had been rated on the BFCRS. 
For the current study, the treatment records of these 
patients were screened for their sociodemographic profile, 
diagnosis, scores on the BRCRS at admission and treatment 
given during admission.

Bush Francis Catatonia Rating scale
This is a 23-item clinician rated scale. The initial 14 items are 
used for screening and include most of the common signs 
like immobility/stupor, mutism, posturing and staring as well 
as several classical signs (e.g., waxy flexibility, mannerisms, 
echophenomena). It has a high reliability.[34] The diagnosis of 
catatonia is made when two or more features are present for 
more than 24 h. Each item is scored on a 0–4-point scale to 
rate the severity of catatonia.

Statistical analyses
Categorical variables were analyzed using frequency and 
percentages. Continuous variables were analyzed by mean 
and standard deviation.

Ethical considerations
The study was approved by the Departmental Research 
Committee.

RESULTS

Sociodemographic profile
The mean age of the study population was 30.02±14.6 years 
(13–69 years), with an almost equal gender distribution 
(male-26; female-25). The majority of the patients were 
single (n=30, 58.8%), studied till matric or less (n=35; 
68.6%), unemployed (n=15; 29.4%) or homemakers (n=15; 
29.4%) or students (n=10; 19.6%), belonging to Hindu (n=37; 
72.5%), nuclear (n=25; 49%) or joint (n=16; 31.4%) families. 
Patients from urban (n=27; 52.9%) and rural (n=24; 47.1%) 
backgrounds were almost equally represented.

Clinical profile
Psychotic disorder (n=40; 74.8%) was the most common 
diagnosis in the study population, with schizophrenia (n=27; 
52.9%) of the catatonic subtype (n=20; 39.2%) being the 
most common followed by undifferentiated (n=7; 13.72%) 
schizophrenia. Other psychotic disorders included subjects 
with acute and transient psychosis (n=7; 13.72%), delusional 
disorder (n=1; 1.96%), schizoaffective disorder (n=1; 1.96%) 
and psychosis NOS (n=1; 1.96%). Three subjects with 
primary diagnosis of a psychotic disorder (two diagnosed 
as schizophrenia and one diagnosed as delusional disorder) 
had comorbid severe depressive episodes. Other common 
psychiatric diagnosis included first episode depression 
(n=2; 3.9%), recurrent depressive disorder (n=1; 1.96%) and 
bipolar depression (n=4; 7.84%). In only four patients (7.9%) 
was catatonic syndrome attributed to organic disorders like 
febrile encephalitis (n=1; 1.96%), Wilson’s disease (n=2; 
3.98%) and other medical conditions (n=1; 1.96%).

Rating on the Bush Francis Catatonia Rating scale
At the initial assessment, the mean BFCRS score was 
15.33±5.33 (range, 4–31). The commonly seen catatonic 
symptoms included mutism, immobility/stupor, staring, 
negativism, rigidity, posturing/catalepsy and withdrawal. 
The less commonly seen catatonic symptoms included 
autonomic abnormality, ambitendency, automatic 
obedience, impulsivity, gegenhalten, stereotypy, mitgehen, 
excitement, grimacing, echopraxia/echolalia, waxy 
flexibility, combativeness, perseveration, verbigeration, 
mannerism and grasp reflex [Table 1].

Treatment
Although no fixed regiment was followed, all patients were 
initially given lorazepam at the dose of, usually, 4–12 mg/
day either in the form of intravenous/intramuscular injections 
or a combination of intravenous/intramuscular and oral 
medication, with the dose per day not exceeding 12 mg/
day. Depending on the response, lorazepam was gradually 
tapered off over the period of 2–3 weeks. Those subjects who 
relapsed when lorazepam was being tapered off, who partially 
responded to the above described lorazepam trial or who 
did not respond to the lorazepam trial were given ECT for 
catatonia. Except for nine (17.65%) patients who responded to 
lorazepam, ECT (n=42; 82.35%) was required in most cases. 
During the study period, overall, 260 subjects received ECT, 
of which catatonia was an indication for ECT in 16.21% of 
the subjects. There was no significant difference in number 
of ECT received in the index episode in subjects who had 
catatonia (10.76±4.43) and those who did not have catatonia 
(9.17±5.12). In all patients, catatonic symptoms resolved with 
ECT (post-ECT catatonia scores, 0.14±0.52; range 0–3).

Table 1: Phenomenology of catatonia as assessed on the 
Bush Francis Catatonia Rating scale at baseline

Signs and symptoms n (%)
Mutism 48 (94.1)
Immobility/stupor 40 (78.5)
Staring 40 (78.5)
Negativism 38 (74.5)
Rigidity 33 (64.7)
Posturing/catalepsy 32 (62.7)
Withdrawal 22 (43.1)
Autonomic abnormality 19 (37.25)
Ambitendency 15 (29.4)
Automatic obedience 15 (29.4)
Impulsivity 10 (19.6)
Gegenhalten 10 (19.6)
Stereotypy 10 (19.6)
Mitgehen 9 (17.6)
Excitement 9 (17.6)
Grimacing 9 (17.6)
Echopraxia/echolalia 8 (15.7)
Waxy flexibility 7 (13.7)
Combativeness 5 (9.8)
Perseveration 3 (5.9)
Verbigeration 3 (5.9)
Mannerism 3 (5.9)
Grasp reflex 1 (2)
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Additionally, most of the patients (96.1%) were treated 
with antipsychotics. Among the various antipsychotic, 
atypical antipsychotics (n=40; 78.4%) were more commonly 
used. Olanzapine (n=17; 33.3%) was the most commonly 
used antipsychotic medication followed by risperidone 
(n=12; 23.5%), quetiapine (n=5; 9.8%), clozapine (n=3; 
5.9%), amisulpiride (n=2; 3.9%) and aripiprazole (n=1; 2%). 
Antidepressants were used in nine patients (17.6%), with 
venlafaxine (n=4; 7.8%) being the most commonly used 
agent, whereas tricyclic antidepressants and selective 
serotonin reuptake inhibitors were used in two subjects 
each and mirtazapine was used in one subject. Four patients 
(7.8%) received mood stabilizers, with an equal distribution 
of lithium and sodium valproate.

DISCUSSION

The present study was a chart review of inpatients 
presenting with catatonia with the aim to study the 
phenomenology, clinical profile and treatment response. 
Frequency of catatonic signs as found in the present study 
is similar to previous studies that have shown that the 
retarded symptoms of catatonia, such as withdrawal, stupor, 
mutism, posturing and negativism, are more common than 
other signs and symptoms.[30,35] Our findings also support 
the previous finding of Chalasani et al,[30] who found that 
retarded catatonia was more frequently seen in India, in 
contrast to Wales.

In our study, most of the subjects were young and the mean 
age of the sample was about 30 years; the most common 
diagnosis being schizophrenia followed by acute and 
transient psychotic disorders. Only four cases had catatonia 
of organic origin. All these findings are consistent with that 
reported by Chalasani et al,[30] for subjects from India.

Studies including those from India have shown that 
lorazepam is useful in the management of catatonia.[5,36-38] 
However, some studies refute the benefit of lorazepam in the 
acute management of catatonia.[39] In our study, lorazepam 
was used for the management of catatonia. However, the 
results were not as gratifying as those reported in some 
other studies.[5,29] Although lorazepam was initially given to 
all the patients, only nine patients responded completely to 
this treatment regime. This apparently lower response rate 
to lorazepam in our study could be due to various reasons. 
Most studies that have described the effectiveness of 
lorazepam in the management of catatonia have considered 
lorazepam as effective in the treatment of catatonia when it 
resolved the catatonic signs to one or zero on BFCRS.[5,39] In 
the current study, when lorazepam did not lead to complete 
resolution of catatonic features, patients were started on 
ECT. Second, no standard protocol was followed for the 
use of lorazepam and, hence, it is quite possible that lack of 
standardization can lead to poor results. Thus, it is possible 
that the response to lorazepam in Indian patients requiring 

hospitalization might be poorer compared with that in 
other parts of the world due to a difference in their genetic 
makeup. Hence, prospective studies using standardized 
protocols to evaluate the efficacy of lorazepam in catatonia 
in an Indian setting might clarify these issues.

The use of ECT for the treatment of catatonia, irrespective of 
diagnosis, is supported by the literature, demonstrating the 
effectiveness of ECT in catatonia due to various psychiatric 
disorders and organic causes.[39-41] In our study, ECT was 
used in more than 80% of the subjects to treat catatonia, and  
all the subjects improved with ECT. In one study, it was 
shown that patients with catatonic schizophrenia require 
a lesser number of ECTs compared with those without 
catatonia.[32] However, we did not find any significant 
difference in the number of ECTs required by those with and 
without catatonia.

Our study has some limitations. We included only those 
subjects whose clinical picture was dominated by catatonic 
signs and symptoms. This may have led to the exclusion 
of psychotic patients having symptoms of more than one 
type (paranoid, heberphrenic schizophrenia and catatonia), 
with others symptoms being more dominant in the clinical 
picture as a result of which they had not been rated on 
the BFCRS. This limitation also possibly explains the low 
prevalence of subjects with affective disorders in this study. 
Another limitation of the study is the retrospective nature 
and also that we did not test the inter-rater reliability. Hence, 
the findings should be interpreted in this background. To 
conclude, our findings suggest that mutism, immobility/
stupor, staring, negativism, rigidity, posturing/catalepsy and 
withdrawal are the common catatonic signs and symptoms 
seen in patients from India that respond to ECT.
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