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ABSTRACT 
This article is an overview of catatonia (catatonia is any condition of abnormal motor activity thought to be caused by 
a psychiatric disorder). In the DSM-5, catatonia is not recognized as its own disorder but rather is listed as a symptom 
of other psychiatric conditions, such as schizophrenia, bipolar disorder, post-traumatic stress disorder, and depression.), 
and including its etiology, impacts, treatments, and purpose is to help common people (who are not familiar with the 
concept of catatonia) understand catatonia. Pricing research illustrates the relationship between catatonia and other 
disorders, like Schizophrenia, autistic spectrum disorders, and Parkinson's disease, various impacts on different patients 
and several treatments, Electroconvulsive therapy, Benzodiazepines, and Antipsychotics. Some recommendations, in 
the end, might be helpful to future investigation. The treatments that were illustrated in the passage were all worked 
well in the treatment process. This article might be helpful for those who want to understand catatonia. 
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1. INTRODUCTION 

1.1. Definition 

Catatonia refers to motor syndrome [1]. In previous 
psychological research, catatonia is not considered an 
independently diagnosable mental illness. Emil 
Kraepelin previously noted this condition as a kind of 
clinical symptom of dementia named dementia praecox 
[2]. Subsequently, Eugene Bleuler reorganized the 
condition of dementia praecox with some associated 
chronic symptoms and separated it from progressive 
disorders, which were renamed independently by 
schizophrenia. At the same time, he classified catatonia 
as a subtype of schizophrenia [3]. 

Catatonia could be found among various other mental 
or somatic disorders, and Nearly 10 percent of psychiatric 
inpatients in hospitals have catatonic symptoms. For 
example, patients with catatonic symptoms are often 
accompanied by bipolar disorder, schizophrenia, and 
post-traumatic stress disorder [1]. 

The clinical manifestations of catatonia are diverse, 
which is associated with around 40 different symptoms. 
According to some studies, the specific clinical 
manifestation of catatonia included automatic obedience, 
posturing, paralytic, rigidity, imitation, repetitive motion 

and actions that cannot be stopped, tachycardia, and 
hyperthermia [3, 4].  

1.2. Etiology 

The etiology of catatonia is complicated and remains 
unsure till nowadays. A range of potential causes of it 
includes mental illnesses, like mood disorders, 
encephalitis, and schizophrenia. And the causes also 
include medical conditions, like infection, exposure to 
toxins, and a severe vitamin B12 deficiency. The side 
effect of certain medications was used to treat mental 
illnesses, withdrawal from medications like clozapine, 
Brain abnormalities.   

In DSM-5 (The Diagnostic and Statistical Manual of 
Mental Disorders), scholars made a case for a separate 
category for catatonia as a distinct clinical-diagnostic 
entity, catatonia is not recognized as its own disorder but 
rather is listed as a symptom of other psychiatric 
conditions, such as schizophrenia, bipolar disorder, post-
traumatic stress disorder, and depression [5]. This broad, 
all-inclusive view of catatonia was unsuccessfully 
challenged, and it eventually found its way into DSM-5, 
although in disguise and not without ambiguity [6].  
Meanwhile, Catatonia appears in three forms in DSM 5: 
“Catatonia associated with another mental disorder 
(catatonia specifier),” “Catatonic disorder due to another 

Advances in Social Science, Education and Humanities Research, volume 586

Proceedings of the 2021 International Conference on Public Relations and

Social Sciences (ICPRSS 2021)

Copyright © 2021 The Authors. Published by Atlantis Press SARL.
This is an open access article distributed under the CC BY-NC 4.0 license -http://creativecommons.org/licenses/by-nc/4.0/. 1104



   

 

medical condition,” and “Unspecified catatonia.” The list 
of signs/symptoms is identical in the first two forms, 
while the third is a “wastebasket” category for catatonia 
of uncertain origin or incomplete presentation [7]. This 
ambiguity in DSM 5 clearly demonstrates the uncertainty 
surrounding the entire concept of catatonia. In literature, 
cases of catatonia that have been effectively treated with 
other therapies have been described. These include 
transcranial magnetic stimulation NMDA receptor 
antagonist zolpidem, antiepileptics, and atypical 
antipsychotics [7].   

1.3. Diagnosis 

The diagnosis condition of abnormal motor activity 
in DSM-5 is thought to be caused by a psychiatric 
disorder; it happens most often with people who have 
mood disorders or psychotic disorders.  

Catatonia is often confused with a variety of other 
conditions that have a similar sign, although the full 
clinical picture is normally distinguishable [8]. 
Parkinson’s disease is associated with catatonia, but 
tremor is notably absent in catatonia. Extra-pyramidal 
side-effects (EPSE) are also similar to catatonia. More 
important is that if therapists use benzodiazepines, 
postural instability can be exacerbated [9]. As a result, it 
is so necessary to distinguish between EPS and catatonia. 
Except for these diseases, some illnesses can have a 
proper solution to finding differences with catatonia, 
such as neuroleptic malignant syndrome, locked-in 
syndrome, stiff-person syndrome, etc.  Until recently, it 
was thought of as a type of schizophrenia. But doctors 
now understand that other mental illnesses and some 
conditions that throw off your body’s metabolism also 
can make you catatonic [10]. The common perception is 
that catatonia has become a separate clinical entity 
although not yet an independent clinical diagnosis [11]. 
This ambiguity in DSM 5 clearly demonstrates the 
uncertainty surrounding the entire concept of catatonia. 

2. RELATIONSHIP WITH OTHER 
DISEASES 

2.1. Catatonia and Schizophrenia 

Catatonia is highly associated with schizophrenia. 
For a long time, it has been considered a subtype of 
schizophrenia. According to the statistics and studies, 
about 20 percent of patients with schizophrenia have 
catatonic symptoms [12]. In contrast, with the prevalence 
of catatonia among psychiatric patients, some 
psychologists have proposed that catatonia should be 
separated from schizophrenia and as an independent 
disorder in psychiatric classification [13]. 
     There are some reasons to support the opinion that 
catatonia could be a separate disorder. Statistically, more 
than half of catatonic patients do not have symptoms of 
schizophrenia [14]. Catatonia is also strongly associated 

with other psychiatric disorders such as mood disorder 
and bipolar disorder (43%) [1, 6]. It suggests that 
schizophrenia is not necessary to trigger catatonia to 
provide the basis for separating the catatonia from 
schizophrenia.  
    Based on a report, patients with catatonia may 
respond significantly by injecting intravenous 
amobarbital or benzodiazepines, and those agents could 
treat catatonia. Moreover, about 70% of patients only 
respond to lorazepam rather than some antipsychotic 
agents. As a result, it is reasonable to distinguish between 
catatonia and schizophrenia [15]. 

2.2. Catatonia and autistic spectrum disorders 

Autism spectrum disorder is characterized by 
impaired social interaction, communication, and 
imagination and is associated with stereotypical, 
repetitive patterns of behaviour [16]. Catatonia is 
distinguished by repetitive movements, mutism, 
posturing, and frantic agitation. These signs are also 
frequent in autism yet usually do not amount to a 
diagnosis of catatonia unless there is a sharp and 
sustained increase of these symptoms lasting days or 
weeks [17]. Firstly, the association between catatonia and 
autistic spectrum disorders is found in Wing's (1981) case 
series on Asperger syndrome. In her sample of 34 cases, 
17 percent reported a coma was considered to be 
psychotic, and Gillberg (1985) described a case that one 
14-year-old boy was diagnosed with Asperger's 
syndrome [18, 19]. In a follow-up study of children and 
adults with autism spectrum disorders, Gillberg and 
Steffenburg (1987) reported prevalence of "catatonia" is 
estimated at 6.5 percent when their population had 
reached adulthood [20]. Compare with other diseases. 
This seems to be a significant growth rate. 

After this research, Realmuto and August proposed 
that catatonia in people with autism spectrum disorders is 
directly related to autism, rather than separate 
comorbidity [21]. However, they went on to study the 
importance of bipolar disorder and "organic defects" as 
risk factors for catatonic disorders and discussed three 
case studies. Again, these cases were in young adults (16 
to 21 years old) with autism spectrum disorders. Bell 
(1997) describes the case of "John", who developed a 
catatonic state at the age of 21. His symptoms included 
postural freezing and retention. If anyone tried to get him 
to leave, he would become extremely excited and hurt 
himself. The man had a history of long trips in the past, a 
habit that recurred five years after the onset of a catatonic 
state, and the records showed that his statements might 
change periodically [22].   

In conclusion, catatonia and autistic spectrum 
disorders have a close connection. Researchers need to 
value this relationship. 

 

Advances in Social Science, Education and Humanities Research, volume 586

1105



   

 

2.3. Catatonia and Parkinson disease 

Parkinson's disease (PD) is a neurological disorder 
due to degeneration of dopaminergic neurons in 
substantia nigra, manifesting as rigidity, bradykinesia, 
and tremors [23]. Rigidity consists of a stiff position 
which the patient attempts to maintain despite efforts to 
be moved. Catatonic rigidity is not typically 
accompanied by cogwheeling or tremor, which helps 
catatonia to be differentiated from parkinsonian rigidity 
[24]. It is rarely reported that catatonia patients were 
accompanied by PD. Here is a case of a patient with PD 
and catatonia: A 55-year-old male farmer from a rural 
background with no family history of medical or 
psychiatric illness had been diagnosed with Idiopathic 
PD and catatonia; at first, he was diagnosed with 
Idiopathic PD and stated treatment with the combination 
of medicines, through several courses treatment, a 
diagnosis of catatonia was made in the absence of fever 
and elevated white blood cell count and treatment with 
electroconvulsive therapy (ECT) was used. In this case, 
Treatment with electroconvulsive therapy (ECT) 
improved symptoms of both PD and catatonia [25]. 
Although it is still unclear what is the true mechanism of 
catatonia, ECT is a considerable way of treatment. And 
till today, there are only three cases in which a patient 
diagnosed with PD with catatonia was treated with ECT. 
In these three cases, ECT all worked [26-28]. 

3. TREATMENT 

3.1. Electroconvulsive therapy 

Since the 16th century, the convulsive intervention 
has been used to treat mental disorders, until today, in the 
form of electroconvulsive therapy (ECT) [29].  However, 
the use of ECT declined after the use of pharmacotherapy 
for severe mental disorders during the 1970s and 1980s 
[30]. In the treatment for medication-resistant and very 
severe life-threatening clinical conditions, the main 
indication for ECT also transformed from first-line to 
last-resort treatment [30, 31]. In the literature review 
published in World J Psychiatry, ECT results were 
effective in all forms of catatonia, even after 
pharmacotherapy with benzodiazepines has failed. The 
results were superior to any other treatment in psychiatry 
because that Response rates ranged from 80% to 100% 
[32]. As a result, further understanding of ECT's 
mechanism of action in catatonia may facilitate the 
development of other brain stimulation techniques, such 
as transcranial magnetic stimulation and deep brain 
stimulation.   

Hawkins et al. (1995) reviewed the treatment of 178 
catatonic patients from 270 clinical records. Fifty-five 
patients (approximately 30%) received ECT alone, and 
85% of them achieved catatonic remission [33]. The 
effects of electro spasticity in different subtypes of 
catatonia and maintenance of electro spasticity in the 

long-term prevention of recurrence of catatonia deserve 
further study [32]. 

3.2. Benzodiazepines 

The use of benzodiazepine anxiolytics and hypnotics 
continues to excite controversy. Views differ from expert 
to expert and from country to country as to the extent of 
the problem, or even whether long-term benzodiazepine 
use actually constitutes a problem, and benzodiazepines 
are frequently prescribed to patients with different 
psychiatric disorders [34, 35]. So benzodiazepines are 
also prescribed to patients with catatonia. One of the most 
dramatic clinical phenomena is the response of catatonia 
to treatment with benzodiazepines. While 
benzodiazepines are extremely safe medications when 
used in the short term, several issues should be kept in 
mind during BZP treatment for patients with catatonia. 
They include 1) the risk of hypoventilation in obese 
patients or those with obstructive sleep apnea, 2) falls in 
elderly patients or those with balance problems after they 
start to move about following resolution of their catatonia, 
and 3) the potential, albeit small, for previously immobile 
patients to switch into a more exciting form of catatonia 
[12]. To discover the effectiveness of benzodiazepines, 
researchers had also treated the patients with catatonia 
with both benzodiazepines and Electroconvulsive 
Therapy. In this research, full recovery was achieved in 
catatonia by benzodiazepine plus ECT combination [36]. 

3.3. Antipsychotics 

Catatonia was always linked with some psychotic 
disorders such as schizophrenia, so antipsychotics are 
often added to the treatment process. However, there are 
many debates on the use and effectiveness of 
antipsychotics [37]. The effectiveness of clozapine in the 
experiment of England has been proven. The vast 
majority of patients who received clozapine showed the 
remission of catatonia [38]. Despite the clozapine is 
beneficial for remission, it takes a long time to relieve 
symptoms, about seven weeks [38]. For the effectiveness 
of olanzapine, the experiment results are not clear enough 
but show the possibility of benefits on treatment. It needs 
further clinical trial with combination or contrast with 
other antipsychotics [39, 40]. 

Based on some cases, some classic antipsychotics, 
second-generation antipsychotics, and haloperidol have 
fewer benefits and even deteriorate the catatonia. 
Catatonic conditions may not abate and worsen to 
become NMS [1, 39, 41]. In a study, three catatonic 
patients developed the NMS (3.6%) among eighty-two 
patients who received antipsychotics. Compared to other 
kinds of patients with the treatment of antipsychotics, the 
incidence of NMS occurred was higher (0.07-1.8%) [1, 
12, 42]. 

Advances in Social Science, Education and Humanities Research, volume 586

1106



   

 

As a result, it should be cautious about choosing the 
kind of antipsychotics. The methods of Electroconvulsive 
therapy or benzodiazepines could be more recommended 
to use in the treatment process [37, 38]. 

4. CONCLUSION 

In conclusion, the paper defines the catatonia more 
clearly, explore the relationship between catatonia and 
other diseases such as Schizophrenia, autistic spectrum 
disorders, and autistic spectrum disorders through 
between summarize variety previous research paper. And 
in the treatment part, this study sums up the information 
of electroconvulsive therapy, benzodiazepines, and 
antipsychotics. Since the causes of catatonia are varied 
and unsure so that researchers and therapists still need to 
focus on finding all of them and try to exclude mistakes 
in the future, what is more, since therapists might 
misdiagnosis so many similar symptoms about catatonia 
and some other diseases, it is necessary not only to be 
sure of the importance of the future study of catatonia but 
also educate public more about this disease. Although 
this paper is mainly an overview, which does not include 
own experiment or data, reading broad about literature 
and searching the materials can still help and guide 
people's future study on catatonia. 
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