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Abstract

In the beginning of the 1900s, the prevalence of catatonia in inpatient samples was
reported to be between 19.5% and 50%. From the mid-1900s, most clinicians
thought that catatonia was disappearing. Advances in medical sciences, partic-
ularly in the field of neurology, may have reduced the incidence of neurological
diseases that present with catatonic features or mitigated their severity. More
active pharmacological and psychosocial treatment methods may have either
eliminated or moderated catatonic phenomena. Moreover, the relatively narrow
descriptive features in modern classifications compared with classical texts and
ascribing catatonic signs and symptoms to antipsychotic-induced motor
symptoms may have contributed to an apparent decline in the incidence of
catatonia. The application of catatonia rating scales introduced in the 1990s
revealed significantly more symptoms than routine clinical interviews, and within
a few years, the notion of the disappearance of catatonia gave way to its un-
expected resurgence. Several systematic investigations have found that, on
average, 10% of acute psychotic patients present with catatonic features. In this
editorial, the changes in the incidence of catatonia and the possible underlying
causes are reviewed.
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Core Tip: Although the prevalence of catatonia was reported to be between 19.5% and 50% in the early
1900s, most clinicians thought that catatonia was disappearing by mid-century, However, more recent
systematic investigations have found that catatonia continues to be a common clinical disorder with an
average prevalence of 10%. The apparent historical changes in the prevalence of catatonia reflects shifts in
the socio-cultural context of psychiatry, the type of service, diagnostic criteria, research methods, and
advances in treatment and clinical practice. We propose the establishment of an international society and
journal dedicated to the study of catatonia to facilitate understanding and research.
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INTRODUCTION

During most of the last century, in line with the prevailing Kraepelinian tradition, catatonia essentially
was used to refer to catatonic schizophrenia, although a careful reading of Kraepelin's textbook shows a
more sophisticated view of catatonia[1-4]. In the two authoritative classical textbooks, the prevalence of
catatonia in inpatient samples is reported to be between 19.5%[1] and 50%[5], whereas it was 35.4%
according to the Wernicke-Kleist-Leonhard school[6]. However, from the mid-1900s, there was a
growing consensus among clinicians that catatonia was becoming nearly extinct, as Mahendra[7]
famously asked, “Where have all the catatonics gone?”. Such clinical impressions were supported by a
few, although not all[8,9], epidemiological studies that attempted the nearly impossible task of
determining the changes in the real prevalence of catatonia across several years or decades against the
background of shifts in the socio-cultural context of psychiatry, the type of service (inpatient, outpatient,
and community), diagnostic criteria, research methods, and advances in treatment and clinical practice
in general.

DISCUSSION

Relatively comparable, albeit not necessarily reliable, rough estimates of the changes in the frequency of
catatonia can be made by focusing on single sites when comparing two time periods. For example,
between 1850 and 1950, the rate of first admissions for catatonia decreased from 6% to 0.5% in the
Bethlem royal hospital, a leading hospital and academic center in London, United Kingdom[10].
Another example from Finland showed a decline in the frequency of admissions for catatonic schizo-
phrenia from 40.1% to 11% over just 20 years from 1933-1935 to 1953-1955[11]. In two Polish hospitals,
where catatonia was diagnosed very conservatively, the frequency of catatonic schizophrenia diagnoses
decreased 190-fold from 1924-1929 to 1994-1999 and 36-fold from 1958-1963 to 1994-1999[12]. From
1964 to 1984, catatonic schizophrenia nearly disappeared entirely in a university hospital in Santiago,
Chile[13]. In a Belgian academic center, based on a chart review of 19309 admissions, the diagnosis of
catatonic schizophrenia decreased from 7.8% to 1.3% in the two consecutive decades of 1980-1989 and
1990-2000[14].

Several plausible reasons have been proposed for the decline in the rate of catatonia observed in the
second part of the last century. Advances in medical sciences, particularly in the field of neurology, may
have reduced the incidence of neurological diseases that present with catatonic features or mitigated
their severity[7]. More active pharmacological and psychosocial treatment methods may have either
eliminated or moderated catatonic phenomena. Moreover, the relatively narrow descriptive features in
modern classifications compared with classical texts and ascribing catatonic signs and symptoms to
antipsychotic-induced motor symptoms may have contributed to the reduced incidence of catatonia[15,
16]. The application of catatonia rating scales introduced in the 1990s[17] revealed significantly more
symptoms than routine clinical interview, suggesting that insufficient diagnostic practices were
responsible for the under-recognition of catatonia[14].

WJP | https://www.wjgnet.com 133 May 19,2023 | Volume13 | Issue5 |


https://www.wjgnet.com/2220-3206/full/v13/i5/131.htm
https://dx.doi.org/10.5498/wjp.v13.i5.131

Jaishideng®

Ungvari GS et al. Catatonia

From the 1990s, the situation changed, and within a few years, the notion of the disappearance of
catatonia gave way to its unexpected resurgence[18,19] (Figure 1). Several systematic investigations
have found that, on average, 10% of acute psychotic patients present with catatonic features[20], with a
wide range of frequencies from 1% in Nigeria[21], 3.7% in Mexico[22] to 38% in Greece[23], 50% in
Belgium[24] and 68% in the United States[25]. The corresponding figures reached 20% for depression
[26], 31% for mania[27], and almost 100% for the chronically hospitalized psychotic population[28].
Awareness has also broadened to encompass catatonia occurring in the context of general medical
conditions[16,18]. Since the 1990s, interest in the epidemiological[16], clinical[29,30] and neurobiological
[31,32] aspects of catatonia has continued unabated, stimulated by its semi-independent place in the
Diagnostic and Statistical Manual of Mental Disorders, fifth edition[33,34] and in addition to secondary
catatonia occurring in the context a wide range of psychiatric and medical conditions also appeared as
an independent diagnostic category in the International Classification of Diseases, 11* revision[35].

The apparent disappearance of catatonia from psychiatric practice and research for decades and its
recent re-discovery raises serious questions. The intriguing fact is that a well-known and easily
observable motor phenomena, which has been reported in such a high proportion in acute psychiatric
admissions over the past two decades, was declared to be essentially extinct for approximately four
decades in the second part of the last century. The logical argument is that, if catatonia had temporarily
become extinct, there must have been a very significant environmental and/or neurobiological change
responsible for this, which went unnoticed for a while and then stopped. However, there has been no
suggestion that such panoramic environmental or biological changes affecting motor symptoms in
psychiatric patients have occurred. However, if catatonia did not actually disappear, which is the likely
scenario, the question remains how mainstream psychiatry missed an important aspect of mental
disorders for decades. A possible answer to this puzzling question may provide important information
about the nature of catatonia and psychiatric diagnostic practice. However, this is a complex issue and
reaching a firm conclusion is unlikely as the available studies on catatonia are fraught with major
methodological flaws that make it difficult to make comparisons between studies across time[16].

We posit that catatonia may have been modified in its manifestations and may have lessened in
intensity and frequency due to advances in treatment of schizophrenia and mood disorders, but never
disappeared entirely[15]. Rather, it was not given adequate attention by clinicians, particularly in the
internationally dominant Anglo-American psychiatry with pockets of exceptions in Europe, such as at
the Wernicke-Kleist-Leonhard school of psychiatry[6,36]. There are also indications that catatonia never
disappeared in developing countries[37], but has occurred at a similar or even higher frequency and
severity to those in Western settings[38] albeit possibly with a different symptom profile[39]. Over the
past three decades, several Indian studies examined the phenomenology[40,41] and the frequency of
catatonia in acute inpatient admissions that ranged from 4.8%[40] to 10.3%[41], 16.3%[42] and 37.2%[43].

In the following section, we outline some of the factors that support our view that the disappearance
of catatonia was apparent, but not real. From a broader perspective, the temporary disappearance of
catatonia in psychiatric research and practice during the middle decades of the 20™ century is the logical
consequence of the development of psychiatry in the last century.

In the second part of the 20™ century, the whole fabric of psychiatric practice moved away from
traditional stand-alone institutions that existed at the fringes of society to a more community and office-
based model focused on outpatient therapy. From the 1920s, psychodynamic psychiatry, based on
psychoanalysis and its versions, had an increasingly large impact on mainstream psychiatry, mainly in
the United States and to a lesser degree in other Western countries, although isolated examples of
biologically-oriented descriptive psychiatry, such as the Wernicke-Kleist-Leonhard school or French
neuropsychiatry[44] never ceased to exist in continental Europe. As psychodynamic psychiatry focuses
on the inner psychic life of the patients and not the observation of patients” manifest behavior or motor
symptoms, catatonia lost its significance in English-language psychiatry, and its signs and symptoms
were glossed over in diagnostic practice.

Diagnostic practices have also undergone profound changes from the 1960s with the introduction of
objective rating scales[45] and then operationalized diagnostic criteria in the 1970s[46]. The original
psychopathological descriptions, including those for catatonia, were made by psychiatrists who had the
opportunity to observe their patients every day in different situations over several weeks, months, or
years. Many of these psychiatrists actually lived in the institutions and had fewer commitments outside
of their clinical work than their modern counterparts. The democratization and decentralization of
psychiatric practice, coupled with the widespread introduction of simplified cross-sectional diagnosis,
as in the Diagnostic and Statistical Manual of Mental Disorders third edition[47], greatly altered the
relationship between patients and psychiatrists and the diagnostic process.

In the developed world, this situation emerged starting in the 1960s with the arrival of de-institution-
alization; the establishment of short-term acute psychiatric wards in general hospitals; community
outpatient psychiatry evolving to brief 15-min “med checks”; and the collaborative role of allied mental
health professionals providing psychiatric services, just to mention a few important factors. As a result,
psychiatrists began spending less and less time in direct contact with their patients in the modern era,
which may have reduced the likelihood of detecting catatonic symptoms. For instance, restructuring a
regional psychiatric service in the United Kingdom resulted in psychiatrists having access to “less than
20% of the total case-load” [48].
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Figure 1 Published articles on catatonia based on PubMed broken down by 5 years.
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Another aspect of contemporary psychiatric practice that may have hindered the easy detection of
catatonia is exemplified by a landmark study conducted at the Institute of Psychiatry in London, one of
the leading academic psychiatric centers in the world that have provided the scientific foundation to
sanction diagnostic practices in the modern era[49]. In a series of diagnostic exercises, 28 psychiatrists
with at least 4 years of clinical experience were asked to diagnose patients during the same 5-min
diagnostic interviews based on either a video of the patients during the interview, a soundtrack
recording of the interview, or only written transcripts. Surprisingly, the diagnostic accuracy measured
against the final hospital discharge diagnoses was essentially identical in these three different diagnostic
situations. Kendell came to the important conclusion that observing the patients” behavior did not
improve diagnostic accuracy, indicating that behavioral or motor symptoms had no, or negligible,
currency in the diagnostic process although this academic center stressed the importance of behavioral
symptoms and careful observations. Kendell also found that diagnostic accuracy did not increase after 4
years spent in psychiatric practice, thereby questioning the value of accumulated experience and the
power of observation developed during this experience in making a diagnosis. Furthermore, based on
the diagnostic accuracy of 70% reached after 5 min in each rating situation, the author suggested
significantly shortening the standard 1-hour diagnostic interview. The implications of these findings on
the under-recognition of catatonia are obvious.

It is well known from classical textbooks that the frequency and intensity of catatonic episodes
fluctuate over time[1,5,6] and that they may not manifest at the time of cross-sectional assessment,
which is how modern catatonia rating scales are conducted, resulting in a potential failure to detect the
whole scope of catatonic symptomatology, particularly in chronically ill patients. For example, the
Bush-Francis Catatonia Rating Scale (BFCRS)[17], the most widely used rating instrument, requires only
5-10 min to complete, although raters are encouraged to consult their medical notes covering the
previous 24-h period, albeit only for the items of “withdrawal” and “autonomic abnormality.” The
BFCRS has been shown to be adequate for assessing acute catatonic episodes[17], but it may not be
entirely sufficient for persistent or periodic catatonia in patients with chronic illness[50], as previously
suggested[51]. A study comparing the number and severity of catatonic signs and symptoms covered by
the BFCRS, rated by skilled clinicians, with the “gold standard” of extended, unobtrusive observations
by an experienced clinician found that the latter method yielded significantly higher ratings[52]. Signs
and symptoms that were most frequently missed by cross-sectional assessment, but captured by longit-
udinal clinical observations were mannerisms, stereotypy, grimacing, perseveration, and apparently
purposeless impulsivity[52].

Following the widespread introduction of antipsychotic drugs in psychiatric practice in the mid-
1950s, it took about a decade to recognize the full spectrum and significance of drug-induced motor
symptoms and syndromes referred to as extrapyramidal side effects (EPS). The importance of EPS in
psychiatry may have overshadowed catatonic and other illness-related motor symptoms in clinical
practice. Catatonic signs and symptoms may have been obscured by and ascribed to drug-induced EPS

WJP | https://www.wjgnet.com 135 May 19,2023 | Volume13 | Issue5 |



Jaishideng®

Ungvari GS et al. Catatonia

[15]. EPS-like motor symptoms have been consistently reported in drug-naive patients since the 1990s,
raising the possibility that, in many instances, catatonia may have been indeed misdiagnosed as EPS
[53]. Even if this were not the case, the recognition of motor symptoms in drug-naive patients helped
refocus attention to catatonia.

CONCLUSION

We believe that the growing number of publications on catatonia and the number of clinicians and
researchers displaying a keen interest in this subject have reached the level that warrants the
establishment of an international society and a journal dedicated to the study of catatonia, to bring
together interested parties, promote and coordinate research, and disseminate relevant knowledge to
the broader mental health community. This may be one the avenues to further facilitate a greater
understanding of catatonia, thereby improving the lives of patients with catatonia.
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