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Dear Editor

Catatonia is a neuropsychiatric syndrome that occurs in
some primary psychiatric disorders (e.g., schizophrenia,
mood disorders), or due to general medical conditions
(e.g., neurological disorders, drug poisoning, metabolic
disorders) (1). Although it is uncommon, but if it goes
unrecognized in medical and surgical units (2), it can in-
crease morbidity and mortality. Moreover, making a con-
nection between signs observed across different systems
(the motor, somatic, and psychiatric symptoms) could
lead to misdiagnosis and a delay in treatment (3).

Our patient was a 48-year-old widow with a high school
diploma, unemployed, and was from one of the northern
cities of Iran. She had refused to talk and eat for the last
2 months prior to admission. She was brought to a psy-
chiatric hospital by family members in September 2014.
She complained about her weight loss, poor health, and
inappropriate physical condition. In the referral letter, the
psychiatry resident had noted that the patient was un-
conscious and did not make eye contact or verbal com-
munication. Therefore, she was referred to the university
general hospital for an investigation of her loss of con-
sciousness. Following admission, patient’s family left the
hospital without notice or explanation. She was visited by
emergency residents and physicians and was described
as having loss of consciousness as well as lacking in ver-
bal communication during physical examination. After
initial laboratory tests, she underwent consultations with
infectious diseases, internal medicine, and neurological
specialists in order to understand the decreased level of
consciousness. The results of the initial tests were as fol-
lows (Table 1):

The neurologist had noted that the patient had a history
of major depressive disorders and was currently not con-
scious; she had rigidity in all limbs with the contraction
lining of the bedridden. Rigidity was not reliable in the
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examinations and the patient had a fever. The neurologist
had also reported that a diagnosis of neuroleptic malignant
syndrome according to CPK 354 IU/L was unlikely, and it
was advised that the patient should have asepsis work-up,
be assessed for meningitis, undergo a brain magnetic reso-
nance imaging scan, and have a consultation with infec-
tious diseases specialists. In accordance with the normal
CSF analysis, the infectious diseases specialists advised
an assessment for neuroleptic malignant syndrome and a
psychiatric consultation. In the initial psychiatric consul-
tation which was conducted by the psychiatric resident,
CPK, lactate dehydrogenase, and microglobulinuria tests
were recommended to exclude neuroleptic malignant syn-
drome, and the only clinical feature mentioned was loss
of consciousness. In a psychological consultation that we
carried out several hours later by a consultation-liaison
psychiatrist, we found that the patient had cachexia, brux-
ism, negativism, rigidity, gegenhalten, and stereotypic
movements around the mouth. She also put her left hand
in a particular position. Investigation of documents re-
vealed that the patient had stopped taking a clozapine and
fluphenazine decanoate injection 2 months in advance;
hence the diagnosis of neuroleptic malignant syndrome
was rejected. It was also found that she had been hospital-
ized three times, in 2005, 2008, and 2012, with a diagnosis
of schizophrenia according to DSM-V criteria. Therefore,
an early diagnosis of schizophrenia was proposed, but due
to her failure to eat and severe malnutrition, a consulta-
tion with an oncologist was requested to exclude vitamin
K deficiency and paraneoplastic syndromes as possible

Table 1. The results of the initial tests

Unit
White blood cell count 1.1 10"3/uL
Hemoglobin 12/4 mg/dL
Platelets 228 10"3/uL
Glucose 96 mg/dL
Creatinine 13 mg/dL
Urea 104 mg/dL
Alkaline phosphatase 133 uU/L
CPK 354 U/L
Serum glutamic oxaloacetic transaminase 130 u/L
Serum glutamic pyruvic transaminase 78 u/L
CSF Normal

Abbreviations: CPK, creatinine phosphokinase; CSF, cerebrospinal
fluid analysis.
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causes of her catatonia. The patient was transferred to
the psychosomatic ward and after the rejection of medi-
cal causes as being responsible for catatonia; the patient
received electroconvulsive therapy (ECT), with the writ-
ten consent of her father, along with supportive therapy,
such as total parenteral nutrition. The patient showed a
favorable response to ECT and came out of catatonia after
Six sessions.

The described patient was brought into the hospital as
having catatonic signs arising from a primary psychi-
atric disorder. The patient was examined by four physi-
cians specializing in other medical disciplines as well as
six residents in emergency medicine, neurology, internal
medicine, infectious diseases, anesthesia, and psychiatry
before being visited by a consultation-liaison psychiatrist.
The diagnostic and therapeutic approach to the patient
was such as a comatose patient. Catatonia is diagnosed
using motor signs including negativism, immobility, stu-
por, posturing, waxy flexibility, mutism, abnormal move-
ments, echopraxia, echolalia, and stereotypic movements
(3). It appears that a large number of physicians do not
have the experience required to identify and apply the ter-
minology describing catatonia (4), and some even believe
that catatonia no longer exists. Subsequently, these phy-
sicians do not recognize and treat this syndrome (5). If
physicians rely on a large number of abbreviations accord-
ing to the definitions in the references, detection of catato-
nia will improve (6). Undiagnosed catatonia can increase
morbidity and mortality which demonstrates the need for
effective screening of patients for its presence. Diagnosis
can be reduced due to the lack of familiarity with catato-

nia in modern medicine. It is recommended that catatonia
be included as an important and indispensable aspect of
training for psychiatry and emergency medicine residents
in Iran. There is also a need for training in other medical
fields including internal medicine, neurology and infec-
tious diseases. In addition, the presence of consultation-
liaison psychiatrists in general hospitals may aid in the
correct handling of catatonia.
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