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Abstract The paper examines the phenomenology, diagnosis, and course of catatonia in children and adolescents. From 1993 to 2003, 21 boys and 9 girls, aged 12 to 18 years, were admitted for a catatonic syndrome (0.6% of the total inpatient population). Phenomenology and associated diagnoses were similar to those reported in the adult literature but relative frequency differed, with schizophrenia being the most frequent diagnosis. Comparison of patients with schizophrenia (n=17) to those with other diagnoses (n=13) showed that the two groups differed in terms of sex ratio, type of onset and phenomenology of catatonic symptoms, duration of hospitalization, and severity at discharge. Using discriminant function analysis, the combination of three clinical variables–male gender, duration of catatonic episode, and severity at discharge–correctly classified 100% of cases in the schizophrenia group. Catatonia is an infrequent but severe condition in young people, and is usually associated with schizophrenia. There is a need for research in the field of catatonic schizophrenia in adolescents as it appears to be a clinically relevant but understudied subgroup. D 2005 Elsevier B.V. All rights reserved. Keywords: Catatonia; Adolescent; Schizophrenia; Mood disorder; Diagnostic classification



In the field of child and adolescent psychiatry, catatonia has been poorly investigated. The syn-
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drome is characterized by the coexistence of psychic and motor symptoms (Table 1). In a previous review (Cohen et al., 1999), we only found 42 cases reported in the literature between 1977 and 1997. Takaoka and Takata (2003) listed 73 case descriptions during the past 20 years
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Table 1 Catatonia symptom list (Bush et al., 1996; Cohen et al., 1999) Motor symptoms



Other symptoms



Catalepsy Stupor Posturing Waxy flexibility Staring Negativism Stereotypies Psychomotor excitement Automatic compulsive movementsd Echopraxy Muscular rigidity



Social withdrawal Mutism Mannerism Echolaly Incontinence Verbigerationa Schizophasiab Acrocyanosisc Refusal to eat



a b c d



Meaningless and stereotyped repetition of words. Scrambled speech. Cyanosis of the extremities. Including grimacing.



(1982–2002). Their review included one series from our group, of 9 patients consecutively hospitalized in a general psychiatric setting (Cohen et al., 1999), and 1 series of 30 catatonic patients with a previous history of autism, in which the catatonic features most often appeared between 10 and 19 years of age (Wing and Shah, 2000). Recently, Thakur et al. (2003) reported a consecutive series of 11 catatonic children and adolescents aged 10 to 16 years in a pediatric clinic in Ranchi, India, constituting a prevalence rate of 17.7% among psychiatric inpatients. In this series, eight subjects had an associated affective diagnosis, and three had a nonaffective disorder. These findings are in contrast with our previous series, in which prevalence among psychiatric inpatients was much lower, and the majority had catatonic schizophrenia (Cohen et al., 1999). Given that it has been suggested in adult literature that cultural factors might be associated with clinical manifestations of catatonia (Varma, 1992), this hypothesis needs to be tested in teens, as well. The objectives of the current study were: to record prospectively all consecutive cases of catatonia among inpatients of two University departments of Child and Adolescent Psychiatry; to assess the frequency and severity of an array of clinical features including catatonic symptoms; to investigate diagnosi(e)s of associated psychiatric and/or medical disorders; to identify possible clinical subtypes according to underlying psychiatric disorder; and to propose



categories for diagnostic classification of catatonia in children and adolescents.



1. Methods 1.1. Patients’ selection During the period of 1993–2003 in the Department of Child and Adolescent Psychiatry at La Pitie´Salpe´trie`re Hospital, and 1999–2003 in the Department of Child and Adolescent Psychiatry at Bice`tre Hospital in Paris, every child or adolescent inpatient was systematically assessed for catatonic signs. At entry or during the course of hospitalization, each patient with a motor sign (Table 1) was examined by one of the three clinicians in charge of the study (DC, DP, MS). During the time period of the study, 4976 children and adolescents were admitted into the two departments involved in the study, with 70% being adolescents. Regarding motor signs, most of the patients were referred because of extrapyramidal symptoms secondary to antipsychotic prescription and were not eligible. The diagnosis of catatonia was made in the presence of at least two catatonic motor signs, or one catatonic motor sign combined with a non-motor catatonic symptom indicative of severe impairment in behavioral and emotional functioning (Table 1). 1.2. Patients’ evaluation Systematic assessment within the first week of admission included (i) socio-demographic data (age, sex, origin and socio-economic status of the family); (ii) personal and family history of psychiatric and medical disorders through a semi-structured interview (detailed in Taieb et al., 2002); (iii) clinical examination by both a child psychiatrist and a pediatrician; (iv) recording of presence and severity of catatonic symptoms on the catatonia rating scale described below; all scales were administered by three experienced and trained clinicians (DC, DP, MS) (v) type of onset of catatonia (b10 days=acute; z10 days=insidious) and duration of the episode. (vi) At entry and discharge from the hospital, patient was scored on the Clinical Global Impression-Severity (CGI-S) (Guy, 1976) and the Global
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Assessment of Functioning (GAF) scales; (vii) duration of the hospitalization was recorded. For description of the phenomenology of catatonic signs, we used the 14-item Bush–Francis catatonia rating scale (Bush et al., 1996), to which were added the following six symptoms taken from Ey’s (1950) earlier description: catalepsy, refusal to eat, incontinence, acrocyanosis, schizophasia and automatic compulsive movements. This last symptom was only partly encompassed in Bush–Francis scale under bgrimacing and automatic obedienceQ. According to Ey, echophenomena were subdivided as echopraxy and echolaly. Thus, the final scale included 11 motor symptoms and 9 other symptoms (Table 1). Similarly to Bush–Francis scale, each symptom was rated on a scale from 0 (absent) to 3 (severe), leading to a maximum score of 60. During hospitalization, every effort was made to obtain a psychiatric and/or a medical diagnosis.
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Physical examination by the psychiatrist and the pediatrician was repeated as needed. Psychiatric diagnoses were based on DSM-IV criteria and a best estimate procedure. Consensus included the clinician in charge of the patient and two physicians experienced into child and adolescent psychiatry (DC, DP, MS). Given the frequency of negativism, mutism or stupor, semi-structured interviews for diagnosis (such as Kiddie-SADS) are not helpful in instances of these severe clinical presentations. Additional investigations always included routine hematological tests, electroencephalography, and neuro-imaging. Depending on both psychiatric and medical examinations, or in cases of refractoriness to pharmacotherapy, cerebro-spinal fluid examination and appropriate screening tests for the known metabolic causes of the syndrome were performed. Treatment approach was naturalistic and at the discretion of the clinician in charge of the patient.



Table 2 Socio-demographic and clinical characteristics of 30 adolescents with catatonia by diagnosis



Male vs. Female Age (years) meanFS.D. SES Good vs. Low European vs. Non European origin Psychiatric family history Acute onset vs. Insidious onset Catatonia durationb (weeks) meanFS.D. Episode durationb (weeks) meanFS.D. Duration of hospitalization (weeks) meanFS.D. GAS score, entry meanFS.D. CGI-S score, entry meanFS.D. Catatonia maximum score meanFS.D. GAS score, discharge meanFS.D. CGI-S score, discharge meanFS.D. Number of motor catatonic symptoms per subject meanFS.D. Number of non motor catatonic symptoms meanFS.D. Total number of catatonic symptoms meanFS.D.



Test valuea



Other diagnoses (N=13)



Schizophrenia (N=17)



5 (38%) vs. 8 (62%) 15.46 (F1.5) 9 (69%) vs. 4 (31%) 4 (31%) vs. 9 (69%) 6 (46%) 11 (84%) vs. 2 (16%) 3.56 (F3.14) 20.67 (F19.49) 15.07 (F13.77) 19.77 (F6.68) 6.69 (F0.48) 21.08 (F6.59) 61.92 (F21.56) 3.15 (F1.40) 4.8 (F1.2)



16 (94%) vs. 1 (6%) 15.41 (F1.54) 13 (76%) vs. 4 (34%) 10 (58%) vs. 7 (42%) 13 (76%) 3 (18%) vs. 14 (82%) 29.04 (F22.93) 50.82 (F4.85) 24.17 (F14.99) 17.94 (F6.62) 6.88 (F0.33) 20.65 (F6.66) 46.56 (F11.36) 4.88 (F0.72) 4.9 (F1.9)



5.5 (F1.9)



5.4 (F1.7)



109



0.949



5.4 (F1.8)



10.2 (F2.5)



10.4 (F3.0)



104



0.784



10.3 (F2.7)



P



8.098



0.004



109.5 0.223



0.966 0.638



1.294



0.255



1.698 10.362



0.193 0.001



31 27 63 87.5 89.5 104.5 38.5 23.5 101



0.001 b0.001 0.045 0.307 0.205 0.801 0.003 b0.001 0.685



Total (N=30) 21 (70%) vs. 9 (30%) 15.43 (F1.5) 22 (73%) vs. 8 (37%) 14 (46%) vs. 16 (54%) 19 (63%) 14 (46%) vs. 16 (54%) 18.49 (F21.62) 38.34 (F19.7) 20.23 (F14.95) 18.73 (F6.6) 6.8 (F0.4) 20.83 (F6.52) 53.45 (F18.13) 4.1 (F1.37) 4.9 (F1.6)



SES: socio-economic status; CGI-S: Clinical Global Impression-Severity; GAF: Global Assessment Functioning. In case of chronic course, duration was limited to 52 weeks in the data base. a Mann–Withney test (U) or Mantel–Haenszel test (v 2), whenever appropriate. b Of note, episode duration refers to duration of psychiatric impairment (catatonic and/or non catatonic symptoms) from onset to recovery.
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All treatments and other interventions were systematically recorded. 1.3. Statistical analysis Statistical analysis was performed on SPSS software. Patients’ socio-demographic and clinical characteristics were examined using the usual descriptive statistics. Catatonic symptoms were included both as dichotomic (score of 0=absent, scoresz1=present) and as continuous variables (0–3). The number of catatonic symptoms (motor, other, total) per patient was computed. The frequency of each catatonic symptom was assessed in order to (i) possibly exclude from the clinical definition of juvenile catatonia, symptoms with a rate of occurrence less than 15%; (ii) examine (using 22 cross-tables and chi-2 tests) possible overlap for any pair of symptoms which had



the same frequency across subjects and were conceptually similar. Patients were then classified in two categories according to underlying psychiatric diagnosis: schizophrenia versus other diagnoses. The two diagnostic groups were first compared using univariate analysis with nonparametric tests due to the small sample size. Then two stepwise discriminant function regression analyses were conducted to determine (i) which clinical variables, and (ii) which catatonic symptoms, could predict whether a particular patient belonged to either the schizophrenic group or the other group. Thus, the dependant variable was patient’s diagnostic group, and the explicative variables were, in (i), the clinical characteristics of the episode (Table 2) and, in (ii), the catatonic symptoms, introduced as dichotomous variables (Table 3). Two-sided p-values are given.



2. Results Table 3 Catatonic symptom frequencies among 30 adolescents with catatonia by diagnosis Other Schizophrenia Test P diagnoses (N=17) valuea (N=13) Motor symptoms, N (%) Catalepsy 10 (76%) Stupor 13 (100%) Posturing 11 (84%) Waxy flexibility 8 (61%) Stereotypies 2 (15%) Automatic 3 (23%) movements Rigidity 10 (76%) Motor 5 (38%) excitement Echopraxy 0 (0%)



10 7 13 10 11 13



(58%) (41%) (76%) (58%) (64%) (76%)



0.410 8.677 0.008 0.049 5.246 6.215



0.522 0.003 0.92 0.824 0.022 0.013



Total (N=30)



20 20 24 18 13 16



(67%) (67%) (80%) (60%) (43%) (53%)



10 (58%) 10 (58%)



0.410 0.522 20 (67%) 0.525 0.469 15 (50%)



1 (5%)



0.018 0.893 1 (3%)



2.1. Characteristics of patients A total of 30 adolescents (21 males and 9 females) with catatonia were seen during the designated time period (0.6% of the total inpatient population). Table 2 summarizes the main socio-demographic and clinical characteristics of the patients. All were post pubescent (mean age=15.43 years; range [12–18 years]) and severely impaired, as indicated by clinical scores at entry (e.g., all CGI-S scores at entryz6) and duration of hospitalization (mean=20.23 weeks; range [4–52 weeks]). Of note, there was a high proportion of patients (54%) whose families came from non-European countries. 2.2. Phenomenology of catatonic symptoms



Other symptoms, N (%) Refusal to eat 9 (69%) Staring 9 (69%) Negativism 10 (76%) Mutism 12 (92%) Manerism 5 (38%) Echolaly 1 (7%) Withdrawal 12 (92%) Verbigeration 4 (30%) Schizophazia 1 (7%) Incontinence 6 (46%) Acrocyanosis 2 (15%) a



11 10 14 8 4 2 15 8 5 11 3



Mantel–Haenszel test (v 2).



(64%) (58%) (82%) (47%) (30%) (11%) (88%) (47%) (29%) (64%) (17%)



0.016 0.040 0.008 4.740 0.225 0.058 0.058 0.268 0.992 0.401 0.105



0.898 0.841 0.928 0.029 0.635 0.809 0.809 0.605 0.319 0.526 0.746



20 19 24 20 9 3 27 10 6 17 5



(67%) (63%) (80%) (67%) (30%) (10%) (90%) (33%) (20%) (56%) (16%)



Symptom onset had been either acute or insidious (46% vs. 54%, respectively). The number of symptoms per patient ranged from 5 to 16 (mean of 10), although only two symptoms were necessary for inclusion in the study. All symptoms were present in more than 30% of the patients (Table 3), except echopraxy, echolaly, schizophasia, and acrocyanosis. Ey’s symptoms, namely, incontinence, refusal to eat, catalepsy and automatic movement were recorded in 56%, 67%, 67% and 53% of the subjects, respectively.
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We examined any pair of symptoms that (i) seemed to have a similar or close distribution among patients and (ii) could describe the same behaviour or concept. Those pairs were: catalepsy/rigidity, withdrawal/negativism, automatic movements/stereotypies, mutism/ stupor. Although within each pair, except for withdrawal/negativism, the two symptoms were indeed significantly related (Pearson chi-square, 9.0 to 9.1, pb0.05), the distribution of each was distinct from that of the paired symptom, thus justifying their separate assessment. 2.3. Associated disorders All patients received a specific current DSM-IV diagnosis: schizophrenia (n=16), major depressive episode with psychotic features (n=6), manic episode with psychotic features (n=2), mixed state with psychotic features (n=1), schizophreniform disorder (n=1), brief psychotic episode (n=3), and psychotic disorder NOS (n=1). Five patients of the series had a history of developmental disorder diagnosed during childhood, including pervasive developmental disorder (PDD) (n=2), complex multiple developmental disorder (n=2), and mild mental retardation (n=1). The patient with psychotic disorder NOS had a history of PDD and no language development. It was not possible to make any acute DSM-IV diagnosis other than this one. However, the clinician in charge of this patient evoked schizophrenia because the patient seemed to show brief listening behaviors. For this reason, we decided to include this patient in the schizophrenia group. Two patients with major depressive episodes had a concomitant medical condition: one had a systemic lupus erythematosus and the second had a familial fatal insomnia (FFI) and died 8 months after admission. 2.4. Treatment during hospitalization All patients received psychotropic medications. All had a benzodiazepine trial and a neuroleptic. Several neuroleptic trials were usually needed in schizophrenic patients. When depressive or bipolar symptoms were present, they also had antidepressants or mood stabilizers. Six patients had ECT: two with intractable schizophrenia who showed a moderate
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improvement, and three with psychotic mood disorder who dramatically improved. The last patient with psychotic depression entered a severely confused state after the fourth session and died 8 months after admission from FFI. One girl with neurolupus recovered after plasma exchanges (Perisse et al., 2003). Finally, four patients received pack therapy (envelopment in damp sheets for one hour sessions with patient expressing cenesthesic sensations and spontaneous fantasies) as an adjunct treatment. 2.5. Comparisons according to underlying psychiatric diagnosis Tables 2 and 3 compare patients’ socio-demographic and clinical characteristics and catatonic symptom frequencies, respectively, according to diagnostic categories: schizophrenia versus other diagnoses. Several significant differences emerged between groups. (i) Insidious onset was significantly associated with schizophrenia, and acute onset with other diagnoses ( p=.001). (ii) Although the two groups exhibited similar symptom severity at entry, severity at discharge was significantly higher in the schizophrenia group than in the other group, as evidenced by the ICG-S and GAF scores ( pb0.001 and p=0.003, respectively), the duration of catatonia ( p=0.001), and the duration of hospitalization ( p=0.045). (iii) Regarding catatonic symptom frequency according to diagnosis, automatic movements and stereotypies were significantly associated with schizophrenia ( p=0.013 and p=0.022, respectively), whereas mutism and stupor were significantly associated with other diagnoses, despite their frequent occurrence in schizophrenia as well ( p=0.029 and p=0.003, respectively). The first discriminant function analysis was conducted to determine whether those patients diagnosed with schizophrenia could be distinguished from those with another diagnosis on the basis of their clinical features (Table 2), and produced one function, accounting for 100% of the explained variance (Wilks’ lambda=0.198, df=3, p=0.0001). The combination of three clinical variables–CGI-S discharge score, episode duration and gender–correctly classified 100% of cases into one of the two diagnostic groups. All male cases with a high CGI-S discharge score and long episode duration belonged to the
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schizophrenia group, and the opposite accurately predicted classification in the other diagnosis group. In the second discriminant function analysis, in which the explicative variables were presence/absence of each catatonic symptom , only one symptom– stupor–was retained (Wilks’ lambda=0.618, df=1, p=0.0001), none of the others being able to improve prediction of that symptom. As already shown in Table 3, all subjects in the other diagnoses group (9/13 with mood disorders), and 41% in the schizophrenia group, were positive for the symptom of stupor.



3. Discussion 3.1. Prevalence and associated disorders of catatonia in young people To our knowledge, the current series is the largest systematic study of catatonia in youth. Over the past 10 years, 21 boys and 9 girls, aged 12 to 18 years, were admitted for a catatonic syndrome in the study sites. The female-to-male ratio contrasts with that in adult studies, in which women represent 75% of all cases of catatonia (Rosebush et al., 1990; Northoff et al., 1990), but confirms previous literature on young people (Cohen et al., 1999; Takaoka and Takata, 2003; Thakur et al., 2003). Similarly, the estimated prevalence of catatonia in our series contrasts with estimated rates of catatonic symptoms in adults, which range from 7.6% to 38% of admissions to psychiatric inpatient facilities (Taylor and Fink, 2003). Our results also differ from the prevalence in youth reported in Thakur et al.’s (2003) series. Regarding the associated disorders of the syndrome, the psychiatric diagnoses observed in our study are consistent with previous reports. However, in contrast to the frequency of affective disorders reported in adult series (Taylor and Fink, 2003) and some earlier reviews in youth (Cohen et al., 1999; Takaoka and Takata, 2003), our findings indicate a majority of schizophrenic cases in adolescents. There are several reasons why we believe that the current findings might be close to the clinical reality of catatonia in adolescence: (i) we have prospectively considered all consecutive cases over a long period of time; (ii) in the past, many authors might have reported catatonia due to psychotic depression



because, prior to the DSM-IV, this diagnosis was not recognized as a cause of catatonia in international classifications (Fink, 1994); (iii) many cases of catatonia in adolescents found in the literature come from reports on the efficacy of ECT and do not focus on catatonia (e.g., Moise and Petrides, 1996), leading to publication bias. With respect to the possible association of catatonia with medical conditions, our series included one case of neuro-lupus and one case of FFI. In all of the 26 reported cases of organic catatonia in young people (Takaoka and Takata, 2003), one had neuro-lupus (Lanham et al., 1985), and none had FFI. Finally, the fact that more than 50% of catatonia cases in the current study were of non-European origin (compared to approximately 20% of all inpatients in the study sites born from non-French native parents) suggests the possible role of ethnic and/or cultural factors in the clinical expression of catatonia as suggested in the adult literature (Varma, 1992). This observation might be consistent with the much higher prevalence of catatonia in child and adolescent psychiatric patients found by Thakur et al. (2003) in India. 3.2. Phenomenology of catatonic symptoms in young people Patients in the series exhibited numerous catatonic symptoms, of both motor and non-motor type. Stupor was a symptom present in all subjects with a mood disorder diagnosis, but also 40% of those with schizophrenia; thus, it cannot be regarded as specific of a diagnostic class. Automatic compulsive movements and stereotypies were highly suggestive of schizophrenia, although each was also recorded in a few adolescents from the other diagnosis group. For the purpose of the study, we modified the Bush–Francis catatonia rating scale (1996), adding six clinical items based on Henri Ey’s (1950) clinical studies on catatonia. Four of these, i.e., incontinence, refusal to eat, catalepsy and automatic movements, were present in 56%, 67%, 67% and 53% of the subjects, respectively; thus, their inclusion in the modified catatonia scale appears pertinent. The distribution of other catatonic symptoms suggests that echopraxy and echolaly (each very rare) could be associated in the same item, echophenomena, as
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proposed by Bush et al. (1996), and that schizophazia and acrocyanosis could be omitted from the modified scale, as their frequency was less than or equal to 20%. Comparison of symptom frequencies with other series is limited to that of Thakur et al.’s (2003) youth series. Similarly to our findings, all Indian patients with a mood disorder exhibited stupor. 3.3. Clinical relevance of catatonic schizophrenia in male adolescents as a subgroup The most striking results from the current study were that the two groups defined according to the underlying psychiatric diagnosis (schizophrenia or other diagnoses) differed significantly on several clinical variables, namely sex ratio, type of onset and duration of the catatonic episode, duration of hospitalization, severity scores at discharge and frequencies of several catatonic symptoms (stupor, stereotypies, automatic compulsive movements and mutism). Furthermore, using discriminant function analysis, 100% of the variance within the schizophrenia group could be explained by the combination of three of the above variables. A typical subject from this group would be case 1 reported in Cohen et al. (1999): a 14 year-old boy with insidious onset of catatonic features, including automatic movements secondary to hallucinations– psychomotor automatism, if we refer to de Cle´rambault (1927) psychopathology–exhibited little improvement when treated, and followed a chronic course. The fact that we were able to successfully predict inclusion to the catatonic schizophrenia subgroup is not surprising per se, given the importance of the concept since Kraepelin. However, specifying this subgroup according to subject gender, course and severity of the condition is a highly relevant finding for a rare but extremely morbid psychopathology in teens. To increase knowledge of this syndrome, it might be useful to systematically assess catatonic signs in clinical studies of childhood onset schizophrenia. Although direct comparison with adult series is not possible, it may be that youth with chronic schizophrenic catatonia tend not to respond to a sedative drug regimen, as opposed to stuporous patients with a mood disorder (Ungvari et al., 1994a; Bush et al., 1997).
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3.4. Proposed categories for diagnostic classification of catatonia in children and adolescents In a recent review, Taylor and Fink (2003) proposed ba home of its ownQ for catatonia in the psychiatric nosography. They based their proposal on the facts that (i) catatonia can be distinguished from other behavioral syndromes; (ii) it is sufficiently common; (iii) it improves with specific symptomatic treatments (e.g., sedative drugs and ECT) and can be worsened by other treatments (e.g., neuroleptics). Taylor and Fink proposed categories for diagnostic classification of catatonia that the current study further supports. We suggest that Taylor and Fink’s proposals may be advantageously modified, for use in both youth and adult psychiatric practice. First, we support the addition of a fourth category of catatonia named bpsychomotor automatismQ, to help isolate the clinical presentation described above as the most frequent in adolescents. This point has been recently supported by a clinical study in adult population. Kruger et al. (2003) extracted a factor called binvoluntary movements/mannerismsQ in a factor analysis of catatonic symptom distribution across four diagnostic groups, schizophrenia, pure mania, mixed mania and major depression. Of note, in this study, patients with catatonic schizophrenia exhibited more frequently symptoms represented in this factor. Second, regarding a specifier for associated disorder, we do not recommend distinguishing general medical conditions and toxic states from neurologic disorders. When a catatonic syndrome occurs in the course of a general medical condition, it is indeed associated with a cerebral impairment. This was the case for the subject with neuro-lupus in the current series, and what matters is the organic diagnosis per se, as it may require a specific treatment (Perisse et al., 2003). In addition, the child and adolescent psychiatric literature suggests that catatonia can also be associated with an acute non-psychotic anxious state (Thakur et al., 2003; Ungvari et al., 1994b). Finally, we propose to add two new specifiers: one related to the course of the disease—acute versus chronic, the second related to a history of pervasive developmental disorder, due to its relative frequency in youth cases of catatonia (Wing and Shah, 2000). Although in our series, all patients with a history of PDD exhibited catatonic schizophrenia, the literature indicates that mood



308



D. Cohen et al. / Schizophrenia Research 76 (2005) 301–308



disorders can be associated with catatonia in patients with a history of PDD as well (Revuelta et al., 1994; Zaw and Bates, 1997).



4. Conclusion Catatonia is an infrequent but severe condition in young people. While symptomatology and associated disorders are similar to those reported in the adult literature, findings differ in regard to the female-tomale ratio and the relative frequencies of associated disorders. There is a need for research in the field of catatonic schizophrenia in young people, as it appears to be a clinically relevant subgroup that has been understudied. The inclusion of catatonia as a specific syndrome in the psychiatric nosography may help its recognition, and stimulate research in the field.
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