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A case of catatonia concurrent with new-onset psychosis in a 24-year-old male 
treated with lorazepam and antipsychotics
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Catatonia is a specifier whose withdrawn type is known by many to
be characterized by negativism, stupor, waxy flexibility, and mutism.
However, excited catatonia is a challenging diagnosis as it may present
with the aforementioned symptoms or with disorganization,
confabulation, motor stereotypies, agitation and aggression, or with a
combination of the two. Catatonia usually responds to treatment with
benzodiazepines or electroconvulsive therapy. Here we present a case
of catatonia with concurrent psychotic symptoms, the necessity of a
treatment course to target both syndromes, and the differentiation
between excitatory catatonia and catatonia with concurrent psychosis.
Mr. A was a 24-year-old male with psychiatric history of depressive
symptoms and superficial cutting. He presented to our hospital with
symptoms that included flat affect, staring, mutism, echolalia, and
grimacing. He exhibited a lack of personal hygiene, slow response to
questions, speaking to himself, paranoid delusions, and echolalia. He
also endorsed auditory and visual hallucinations. He was admitted with
a provisional diagnosis of catatonia due to a mental disorder.
Schizophreniform disorder and major depressive disorder with
psychosis were included in the differential diagnosis. He was started on
benzodiazepines to which he had a slow but progressive response. He
was then treated for his underlying schizophrenia with trials of
antipsychotic medications, eventually responding to olanzapine. He
required a prolonged hospitalization due to the complexity of the
catatonic symptoms, and his slow response to treatment.

On initial interview, Mr. M presented with flat affect, staring,
and extremely prolonged speech latency when asked
questions. He took up to 1-2 minutes before responding to
questions. He had very limited insight into his illness,
and stated he had been brought to the hospital due to
“worrying about covid, having a cough”. He did not
acknowledge any changes in his behavior and it was
difficult to elucidate a clear history or psychiatric review of
systems as he either had a very long speech latency or
failed to respond to questions at all. His parents were called
for collateral information. For the two months leading up to
his presentation, his parents noticed some uncharacteristic
behaviors including lack of personal hygiene, slowing of
response to questions, speaking to himself, and expression
of paranoid thoughts, and echolalia. His parents,
who provided collateral information on initial interview,
state that he is being uncharacteristically quiet and that
normally he could be argumentative and difficult to get
along with.

• Admission Diagnosis: Catatonia
• Symptoms on Admission: stupor, mutism, grimacing, echolalia. 14 on

the Bush Francis Catatonia Rating Scale.
• Differential Diagnoses: Schizophrenia and MDD with
• Treatment course:
- Ativan challenge with 1 mg lorazepam PO BID, which was slowly titrated

up to 2 mg IM TID.
- The patient’s presentation was significant for the presence speech latency for

the first two weeks he was seen inpatient. His speech latency improved over
the course of his first month of admission. He was able to provide more
information on interviews and admitted to both auditory and visual
hallucinations.

- In order to target both the catatonia and the psychotic symptoms, started 2
mg PO BID of risperidone.

- The very next day the patient exhibited acute dystonia; he was subsequently
treated with benztropine and diphenhydramine, and risperidone was
discontinued.

- As his catatonic symptoms were improving, lorazepam slowly tapered.
- Quetiapine was trialed to target his psychotic symptoms. This was started at

100 mg nightly.
- The next day, the patient presented with cogwheel rigidity, grimacing, fixed

bizarre posturing, and verbigeration.
- The quetiapine was discontinued, and Lorazepam was increased to 2 mg

TID, continued for 2 months of inpatient stay
- Speech latency, affect, and reactivity improved
- He continued to endorse both auditory and visual hallucinations. However, 2

days after Ativan was discontinued he required restraints and seclusion.
Given his acute decompensation, the Ativan was restarted.

- He continued to present with increasingly bizarre behaviors including
singing or muttering to himself under his breath, was oppositional to any
statement of objective facts such as dates and recent holidays
and remained isolative on the unit.

- Patient was started on 15 mg PO of Olanzapine, later up-titrated to 10 mg
BID. Ativan was tapered down concurrently.

- The patient continued to express bizarre and paranoid statements, and
declined clozapine despite his limited improvement on other antipsychotics.

- Patient was discharged to adult foster care on 10 mg BID of olanzapine

Catatonia is a behavioral syndrome marked by an inability to move normally, 
which can occur in the context of many underlying psychiatric and general 
medical disorders. While it has been previously viewed as its own diagnostic 
entity, it is now considered a specifier of the underlying illness. 
•Catatonia may be a sign that the disease state is worsening or that it is an 
exacerbation from treatment of the underlying illness, as possibly seen in this 
case. Our patient’s worsening symptoms may have been secondary to neuroleptic 
medications used in the treatment of his psychosis. 

•Prospective studies on patients hospitalized with acute psychotic episodes show 
an incidence of catatonia in the range of 7-17%, while 13-31% of patients 
suffering from mood disorders, particularly bipolar disorder, have shown features 
of catatonia. 

•Among all patients seen on psychiatric consultation-liaison services, 6% may 
have catatonia.

•Many C-L psychiatrists recommend that an screening for catatonia, using tools 
such as the Busch Francis Catatonia Screening Instrument (BFCSI), should be 
incorporated in every psychiatric assessment.

•The etiology of catatonia is unknown:
-Pathways connecting the basal ganglia with the cortex and thalamus
-decreased gamma-aminobutyric acid A and dopamine D2 receptors, increased 
activity at N-methyl-D-aspartate receptors. 
-symptoms which improve with GABA-A agonists such as lorazepam (which 
would also indirectly disinhibit DA cell activity) and NMDA agonists such as 
memantine. 
-symptoms of catatonia may be worsened by neuroleptic medications which 
further block dopamine activity in basal ganglia-thalamocortical tracts.

•Catatonia	can	present	very	differently.	The	three	general	subtypes	include	
retarded,	excited,	and	malignant.	
-”Unspecified	Catatonia	(previously	known	as	“periodic	catatonia”)
-Importance	of	ruling out	a	neuromedical “organic”	etiology,	such	as	
seizure	disorder,	posterior	reversible	encephalopathy	syndrome	(PRES),	
limbic	encephalitis,	or	drug-related	catatonia

•Patients	must	be	quickly	treated	in	order	to	prevent	malignant	catatonia.	
-Any	agents	that	exacerbate	the	catatonia,	including	neuroleptics,	should	
be	discontinued	
-If	dopamine	agonists	were	discontinued,	they	should	be	restarted.	
-Lorazepam
-Intravenous	lorazepam	
-Atypical	antipsychotics;	olanzapine

HOSPITAL COURSE

Pertinent Positives from Busch-Francis 
Catatonia Scale at the time of Excited 
Catatonia episode: 13 total

- Immobility/Stupor: 1 points: Sits 
abnormally still, may interact briefly

- Mutism: 2 points: speaks less than 20 
words in 5 minutes

- Staring: 2 points: gaze held for longer than 
20 seconds, occasionally shifts attention

- Grimacing: 3 points: bizarre expression(s) 
or maintained for more than 1 minute

- Echopraxia/Echolalia: 1 point: occasional
- Impulsivity: 1 point: occasional
- Ambitendency: 3 points: present


