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Rare Medical Complications in Chronic Schizophrenic Catatonia
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Abstract

Background: Our understanding of catatonia has undergone various changes over time.
Constant changes in diagnostic categorization and criteria of catatonia have led to
significant under-diagnosis and consequent lack of systematic studies. Our knowledge
about this condition largely rests on case reports. Case Report: We present a rare case
of chronic schizophrenia of 16 years with catatonia for last 3 years. 30 years old Ms A,
started having symptoms 16 years back in the form of delusion of persecution that a
woman is trying to harm her. Ultimately, she became immobile, starving and bedridden.
She was started on risperidone and trihexyphenidyl and after 15 days she started showing
improvement and was discharged after 50 days with 40-50% improvement. Conclusion:
This case alerts us to the range of medical complications that can arise due to catatonic
schizophrenia. It thus points towards dire need to identify catatonic symptoms in
schizophrenia and treat them promptly before complications arise.
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Introduction

Catatonia is seen as medical and psychiatric
emergency and hence cases of chronic catatonia
are increasingly perceived to be rare. In recent
times, recurrent and chronic catatonia cases have
been reported by a few, including Grover and
Aggarwal M [6] in 2011, Manjunath et al. [7]
in 2007 and Mukai et al. [8] in 2011. Varuni
A de silva et al. [9], 2013 reported a medically
complicated case of psychotic catatonia of 6
months duration. We hereby report a very rare case
of chronic schizophrenic catatonia with a duration
of 3 years.

Early in twentieth century, early investigators
reported catatonia in 20-50% of the schizophrenic
patients [1,2]. In the earliest literature of its kind,
authors [3,4] reported a widespread clinical notion
of incidence of catatonic schizophrenia being lesser
than the past. In the Diagnostic and Statistical
Manual- III (DSM-III), published in 1980 of the
American Psychiatric Association, it was stated
that, although this type was very common several
decades ago, it was found to be then uncommon
in Europe and North America. Recent literature
on catatonia [5] suggests the presence of catatonia
in 4-15% of schizophrenia patients. In DSM-5,
published 2013, diagnostic category of catatonic
schizophrenic no longer existed owing to other
etiologies causing catatonia. Instead, diagnosis
like catatonia due to other mental conditions and
that due to medical conditions were introduced.
Due to dilemma in diagnosis and under-diagnosis
of schizophrenic catatonia, our existing knowledge
of its prevalence mainly rests on case reports.

Case Report
Ms A, a 30-year-old unmarried female, 9th grade
educated, was brought by relatives to a tertiary
care hospital at Mumbai with complaints for 3
years of being immovable, not talking, lying on the
bed, passing urine and stools in clothes, not eating
by mouth and on Ryles tube (RT) feeds for last 3
years. Patient was admitted in psychiatry ward and
detailed history taking and evaluation was made.
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Longitudinally, as reported by her parents,16
years back, without any apparent stressor the patient
started complaining of seeing a scary woman in red
saree who was not seen by others and becoming
fearful that she was trying to harm her. She had
behavioral disturbances in form of irritability and
agitation. She had multiple episodes of wandering
away from home. She also had remarkable sociooccupational impairment (dropout from school).
There was no antecedent medical or surgical event.
Later in the course of illness patient started having
withdrawn behavior, decreased food intake and
decreased ambulation for which family members
decided to seek medical care. Patient was taken to
religious healers many times before but showed
no improvement. Patient’s relatives took her to a
psychiatrist 3 years back but never continued the
treatment beyond 2 weeks, as they did not find
improvement as per their expectations. She would
develop fever and other minor illness over the
period of time for which she would be treated by the
local practitioners. Three years back they inserted
Ryles tube for feeding to maintain her oral intake at
home and relatives would get it changed every 3-4
weekly. Since last 3 years patient had not spoken
anything, had developed complete mutism and

had not eaten food by mouth by herself. Relatives
had to maintain her on RT. Patient was emaciated,
had been lying down on bed for last two and a half
years, had wasting of muscles and joint stiffness
in all large and small joints of all the limbs and
vertebral column. She had developed bed sores in
the course of illness and amenorrhea. On physical
examination, she was averagely built and had
extremely poor nourishment. She had RT in situ
and oral hygiene was poor. She was lying down on
bed in contracted fetal posture in lateral position
[Fig.1,2]. Making her lie supine would leave her
head maintained above the bed unsupported. On
testing joint mobility, attempts to move joints by
examiner were impossible due to contractures.
Old healed scar marks of bed sores were present
on gluteal region bilaterally. Her pulse was 60/min
and blood pressure was 90/60 mmHg. Systemic
examination was within normal limits.

Fig.1: Chronic schizophrenic catatonia showing muscle
wasting, poor oral hygiene, Ryles tube inserted and atrophied
breast.

Fig.2: Chronic schizophrenic catatonia showing flexion
contracture of spine and hip joint, muscle wasting, old healed
scar of bed sores on lateral upper right thigh.

All
necessary
investigations
were
sought on admission [Table 1]. Chest X-ray and
electrocardiogram was within normal limits. On
admission, liaisons with various other departments
were sought and the relevant investigations were
undertaken which included(a) Neurology: Ocular KF rings were negative,
serum ceruloplasmin levels were within normal
limits (0.28OD). MRI brain however showed
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generalized cerebro-cortical atrophy with
frontal predominance.
(b) Orthopedics and physiotherapy: MRI spine
showed osteopenia of spine with kyphotic
deformity. The contractures were planned to be
treated conservatively with exercises.
(c) Dermatology: Herpes labialis was treated
accordingly.
(d) Gynecology: Serum levels of FSH, LH,
prolactin were advised for amenorrhea which
were deferred then due to other priority
symptoms.
(e) Diet for malnutrition and required oral
supplementation. Proper RT feeds were started.

Table 1: Blood investigations on admission.
Sr. Blood investigation
No.

Result (units)

1.

Hemoglobin

10.1 grams

2.

Complete leukocyte cell count

9100/cu.mm

3.

Differential leukocytes count
Polymorphs
Lymphocytes
Macrocytes

78%
21%
1%

4.

Platelets

1.4 lac/cu.mm

5.

Liver function tests
Alkaline phosphatase
Serum glutamic-oxaloacetic transaminase
Serum glutamic-pyruvic transaminase
Total protein

6.

Patient was started on syrup risperidone
0.25 ml on admission. Plan of electroconvulsive
therapy was deferred because of high risk involved
in short general anesthesia due to ‘difficult airway’
due to flexion contractures at cervical and thoracic
spine. On day 5 of admission, she had an episode
of fever with tachycardia and hypotension and
drop down of serum potassium from 3.5 mEq/L to
2.8 mEq/L which was managed by medical unit.
Syrup risperidone was gradually titrated to 4 ml
during her ward stay. After 10 days she developed
tremors for which oral trihexyphenidyl (2 mg) was
given. Orthopedic and physiotherapy treatment for
all contractures continued and she was assisted in
physiotherapy exercises.

Renal function tests
Uric acid
Urea nitrogen
Creatinine

7.

8.

65 U/L
29 U/L
13 U/L
6.8 grams
4.7 mg%,
8 mg%
1.4 mg%.

Blood electrolytes
Sodium
Potassium
Calcium
Phosphorus

138 mEq/L
3.5 mEq/L
8.4 mg%,
3.4 mg%

Serum creatinine phosphokinase

1559.9 IU/L

Discussion
Catatonia, these days is often seen as a historical
diagnosis by most of general physicians and even
mental health professionals. In its scarce reporting,
the cases that get reported or studied in literature
are mostly of acute onset. In acutely ill psychiatric
inpatients, estimates of catatonia ranging between
5 and 20% may still be reported [10]. However,
reports of long-standing chronic catatonia are
rare to find. Catatonic schizophrenia in particular
for a duration as long as 3 years is not reported
in the literature in recent times as per the best of
our knowledge. In a case reported in 2013 [11],
a 41-year-old Asian woman with schizophrenia
with intermittent catatonic symptoms of 12 years’
duration was treated successfully with ECTs, the
symptoms however were intermittent. Our case,
however, had unremitting catatonic symptoms

Patient
started
showing
gradual
improvement in her catatonic features after 15-20
days. All abnormal blood reports were gradually
normalized. Serum creatinine phosphokinase
(CPK) levels gradually decreased during her ward
stay to 118 IU/L on day 18. Contractures were
partially relieved after physical exercises. After
4 weeks, RT was removed and oral feeds were
started. She started ambulating. Occupational
therapy was sought for rehabilitation. She was
discharged after 50 days with tablet risperidone
(4 mg), and trihexyphenidyl (4 mg) with 40-50%
improvement in her behavioral symptoms.
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which led to development of serious medical
complications.
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Devi S. et al. [12], 2011 reported case of
chronic catatonia with physical complications
involving meta-carpophalangeal joints treated by
ECT. Our patient, due to immobility for a long
duration, had developed extensive contractures
of most of the small and large joints. Flexion
contracture of vertebral column was to such an
extent that she had developed truncal deformity.
This posed potential risk for short general
anesthesia needed for electroconvulsive therapy
(ECT) and hence ECTs could not be offered. As
noted by van der Heijden FM et al. [13], 2005
diagnosis of catatonic schizophrenia dropped
from 7.8% in 1980-89 to 1.3% in 1990-2001.
They also noted that more patients actually fulfill
the criteria for diagnosis of catatonia but they are
underdiagnosed. Thus, the discussion that this
case unveils is many folds. Firstly, the nosological
irregularities of catatonia as a clinical occurrence
is leading to its probable under-reporting. The lack
of consensus while defining chronicity of catatonia
and diagnostic classification based on etiology
(affective catatonia, organic catatonia etc) may be
leading to faulty reporting. Hence this unattended
case of chronic catatonia due to schizophrenia may
alert all medical professionals to be vigilant of
mental health in general and catatonic schizophrenia
in particular.
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