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Abstract

Catalepsy is a profound neuropsychiatric symptom characterized by a marked suspension of

voluntary motor function and a significant reduction in responsiveness to external stimuli. This state

involves a rigid or semi-rigid body posture that is often maintained indefinitely, reflecting a

suspension of both voluntary and certain involuntary muscle activities. While relatively rare,

catalepsy is not a standalone disease but rather a critical sign frequently associated with severe

underlying neurological disorders, such as Parkinson's disease, or major psychiatric syndromes,

predominantly catatonia and schizophrenia. Recognizing the complexity of its presentation, this

comprehensive review explores the current understanding of catalepsy, detailing its suspected

pathophysiological mechanisms, rigorous diagnostic methodology, and the multifaceted

therapeutic strategies employed, which typically integrate pharmacological interventions, targeted

psychotherapy, and necessary lifestyle adjustments to mitigate episode frequency and severity.

Introduction: Definition and Core Characteristics

The phenomenon of catalepsy represents a unique and often unsettling clinical presentation within

the fields of neurology and psychiatry. Defined primarily by the maintenance of a fixed, immovable

body posture over an extended period, it signifies a temporary but profound disruption in motor

control pathways. Patients experiencing catalepsy exhibit a diminished or abolished capacity for

spontaneous movement, even in response to stimuli that would typically provoke movement or

discomfort, leading to a state often described as waxy flexibility or cerea flexibilitas. This core

characteristic means that if an observer manipulates a limb into an unusual or uncomfortable

position, the patient will passively maintain that posture for an extended duration, sometimes for

hours, resisting gravity without apparent effort or distress. This sustained immobility distinguishes

true catalepsy from mere akinesia or stupor, emphasizing the pathological retention of imposed

physical positions.

The significance of recognizing catalepsy extends beyond its dramatic physical manifestation; it

serves as a critical indicator of severe central nervous system dysfunction. Although historically

linked predominantly to psychiatric conditions, modern understanding confirms its prevalence

across a wide spectrum of disorders. The suspension of muscle activity is so comprehensive that it

encompasses a reduction in both intentional movements and automatic postural adjustments,

contributing to the patient's vulnerability. Because individuals in a cataleptic state are often non-

responsive and unable to protect themselves, the condition poses serious risks, including physical

injuries stemming from falls, prolonged static pressure resulting in skin breakdown, and

complications associated with neglect of basic physical needs such as dehydration or deep vein

thrombosis. Therefore, a swift and accurate diagnosis is essential for initiating life-saving

supportive care and targeted treatment.
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While the term catalepsy is sometimes used interchangeably with catatonia, it is crucial to

understand their precise relationship: catalepsy is a specific motor symptom, whereas catatonia is

a broader syndrome encompassing various motor, behavioral, and affective disturbances, of which

catalepsy is a central and defining feature. The presence of catalepsy necessitates a thorough

investigation into the patient's medical history to differentiate between primary neurological causes,

such as basal ganglia pathology, and primary psychiatric causes, like severe mood disorders or

psychotic illness. The subsequent sections will elaborate on the specific clinical presentations,

underlying etiologies, and the nuanced approaches required for effective diagnosis and

management of this complex neurobehavioral state.

Clinical Manifestations and Symptom Spectrum

The clinical presentation of catalepsy is multifaceted, centered around the cardinal symptom of

maintained posture, often referred to as waxy flexibility. This phenomenon allows the examiner to

position the patient's limbs or body in awkward, gravity-defying positions, which are then held

rigidly. Unlike the typical resistance patterns seen in spasticity or rigidity associated with

extrapyramidal syndromes, the resistance to passive movement in catalepsy is smooth and

continuous, akin to bending a soft wax figure. The degree of cataleptic immobility can vary widely,

ranging from slight stiffness and prolonged maintenance of a posture (e.g., holding an arm

outstretched after a blood pressure measurement) to profound, whole-body immobility, where the

patient appears entirely frozen in place. The duration of this postural retention is a key diagnostic

factor, often lasting minutes to hours, far exceeding the time a non-cataleptic individual could

comfortably maintain such positions.

Beyond the characteristic motor freezing, catalepsy is frequently accompanied by other related

symptoms that solidify the diagnosis and underscore the severity of the underlying pathology.

These associated features often include mutism, where the patient refuses or is unable to speak;

negativism, characterized by an apparently motiveless resistance to instructions or attempts to

move them; and staring or reduced eye contact, suggesting profound withdrawal or detachment

from the external environment. Although voluntary muscle activity is suspended, certain basic vital

functions, such as breathing and heart rate, generally persist, albeit often at an altered or

depressed rate. The combination of sustained posture, unresponsiveness, and these associated

symptoms creates a picture of severe psychomotor disturbance that demands immediate clinical

attention.

It is important to differentiate the cataleptic state from other forms of stupor or coma. While a

cataleptic patient appears unresponsive, they may retain some level of conscious awareness or

internal processing, a feature that distinguishes it from true unconsciousness. Furthermore, the

presence of waxy flexibility is highly specific to catalepsy and catatonia, providing a crucial

diagnostic marker. The intensity and duration of these episodes are unpredictable; they may last
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from minutes to days, significantly impacting the patient's daily functioning and necessitating

intensive monitoring. Due to the inherent danger of prolonged immobility, particularly the risks of

deep vein thrombosis, aspiration, and dehydration, the severity of the clinical manifestations

demands immediate medical assessment and therapeutic intervention to ensure patient safety and

rapid resolution of the episode.

Neurological and Psychiatric Etiologies

The underlying causes of catalepsy are diverse, spanning both the neurological and psychiatric

domains, suggesting a final common pathway involving specific neurotransmitter systems and

brain regions responsible for motor initiation and execution. In the neurological context, catalepsy

is frequently observed in disorders that affect the basal ganglia, the complex network of

subcortical nuclei critical for motor control (1). Conditions such as Parkinson's disease and

atypical parkinsonian syndromes, characterized by dopamine depletion and structural changes,

have been documented to present with cataleptic features, particularly during periods of

medication fluctuation or disease exacerbation. Similarly, other neurodegenerative diseases,

including severe manifestations of multiple sclerosis or specific autoimmune encephalopathies,

may occasionally present with this symptom, reflecting widespread neurological insult and

disruption of corticostriatal-thalamocortical circuits.

From a psychiatric perspective, catalepsy is perhaps most famously associated with catatonia, a

syndrome that can occur across various mental illnesses but is most common in schizophrenia

and severe mood disorders (2). In catatonic schizophrenia, catalepsy is a hallmark feature,

reflecting a severe disturbance in psychomotor activity linked to hypothesized dysregulation in

gamma-aminobutyric acid (GABA) and glutamate pathways, in addition to dopamine system

abnormalities. The severity of catatonia, including the presence of catalepsy, often correlates with

the overall prognosis of the underlying psychiatric illness. Understanding whether the catalepsy

stems primarily from a neurodegenerative process or a functional psychiatric disturbance is

fundamental, as the treatment protocols for these two major etiological categories diverge

significantly, requiring either optimization of dopaminergic pathways or acute GABAergic

enhancement.

In both neurological and psychiatric etiologies, research points toward an imbalance in key

neurotransmitters, particularly within the fronto-striatal circuits that regulate movement initiation

and cessation. Dopamine, GABA, and glutamate are strongly implicated in regulating the transition

between movement and immobility. It is theorized that an excessive inhibitory influence on motor

pathways, perhaps mediated by aberrant GABAergic activity or specific dopamine receptor

blockade, leads to the frozen state characteristic of catalepsy. Furthermore, conditions causing

severe metabolic derangement, infectious encephalitis, or brain inflammation, although less

common, must also be considered in the differential diagnosis, highlighting the necessity for a
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comprehensive biological workup to isolate the specific causal mechanism in each patient and

ensure appropriate, targeted therapy.

Pharmacological and Substance-Induced Catalepsy

An increasingly recognized cause of catalepsy involves exogenous factors, specifically the

administration or withdrawal of certain medications (3). Drug-induced catalepsy is a significant

clinical concern, particularly in psychiatric settings where powerful psychotropic agents are

routinely used. The most prominent culprits are medications that exert a potent blocking effect on

dopamine D2 receptors, primarily antipsychotics (neuroleptics). High-potency typical

antipsychotics, such as haloperidol, are well-known to induce extrapyramidal symptoms, and in

susceptible individuals, this can manifest as severe catalepsy, often framed as part of a drug-

induced catatonic state or a component of Neuroleptic Malignant Syndrome (NMS). This

mechanism strongly reinforces the hypothesis regarding dopamine system involvement in motor

regulation, as the therapeutic efficacy of these drugs hinges on their ability to modulate

dopaminergic pathways, sometimes resulting in adverse motor side effects.

Beyond antipsychotics, several other classes of drugs have been implicated in the induction of

cataleptic states. These include certain anticonvulsants, particularly at high doses or during

abrupt changes in dosage, as these agents heavily influence GABAergic and glutamatergic

signaling, potentially destabilizing the delicate balance required for normal motor function.

Additionally, agents used in general anesthesia, such as dissociative anesthetics, or certain

substances acting on opioid or cannabinoid receptors can, in rare instances, precipitate cataleptic

phenomena. The dose-dependent nature of pharmacological catalepsy is often exploited in animal

models used for research, where the degree of catalepsy induced by a substance is used as a

quantitative measure of its potential impact on human motor pathways and its extrapyramidal

liability.

The recognition of pharmacological catalepsy is clinically vital because the treatment involves

immediate identification and often cessation or modification of the offending agent, rather than

focusing solely on the underlying primary diagnosis. If the catalepsy is part of a complex and life-

threatening syndrome like NMS, immediate intensive care is required, often involving muscle

relaxants, dopamine agonists, or aggressive supportive measures far beyond those required for

typical psychiatric catalepsy. Therefore, a meticulous review of the patient's medication regimen,

including over-the-counter supplements and recent changes, is a non-negotiable step in the

diagnostic pathway for any patient presenting with acute cataleptic symptoms.

Diagnostic Procedures and Differential Considerations

The diagnosis of catalepsy relies primarily on meticulous clinical observation, a detailed medical
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and psychiatric history, and targeted physical examination (4). The cornerstone of the physical

assessment is the demonstration of waxy flexibility, confirming the sustained, passively imposed

posturing. The examining physician must actively test the patient's limbs and torso to ascertain the

degree of resistance and the duration for which the altered posture is maintained. Furthermore, the

diagnostic process necessitates ruling out other conditions that present with severe immobility or

non-responsiveness, as misdiagnosis can lead to inappropriate and potentially harmful treatment.

Several conditions must be considered in the differential diagnosis to ensure accurate treatment

planning. These include akinetic mutism, where the patient lacks the motivation to move but does

not exhibit waxy flexibility; severe depressive stupor; nonconvulsive status epilepticus, which can

present as profound unresponsiveness; and psychogenic (dissociative) stupor, which typically

lacks the consistent physiological motor signs of catalepsy. Distinguishing catalepsy associated

with catatonia requires the use of standardized instruments, such as the Bush-Francis Catatonia

Rating Scale, which systematically scores the presence and severity of various catatonic signs,

including catalepsy itself. A high score on such scales strongly supports the diagnosis of catatonia,

regardless of the underlying primary illness (e.g., whether it is due to bipolar disorder or

schizophrenia).

To rule out primary neurological or metabolic causes, ancillary diagnostic tests are mandatory (4).

An Electroencephalogram (EEG) is essential to exclude nonconvulsive seizures, which can

sometimes mimic stupor or immobility. Magnetic Resonance Imaging (MRI) of the brain may be

utilized to identify structural lesions, such as tumors, strokes, or evidence of severe

neurodegeneration, particularly those involving the basal ganglia, thalamus, or frontal lobes.

Laboratory tests, including comprehensive metabolic panels, toxicology screens, and thyroid

function tests, help exclude systemic causes, infections, or substance abuse as contributors to the

cataleptic state. Only after a thorough exclusion of organic and structural pathology can the

diagnosis lean definitively towards a primary psychiatric or functional etiology.

Primary Pharmacological Treatment Approaches

The immediate and often life-saving treatment for catalepsy, particularly when associated with

acute catatonia, involves the use of GABAergic agents, specifically the high-potency

benzodiazepines (5). Lorazepam is the drug of choice in most clinical settings due to its rapid

onset of action, predictable pharmacokinetic profile, and high efficacy in reversing catatonic

symptoms, including catalepsy. Benzodiazepines are hypothesized to work by enhancing

GABAergic neurotransmission, thereby normalizing the inhibitory/excitatory balance in motor

control circuits that is acutely disrupted in catalepsy. The profound success of benzodiazepines in

treating catatonia strongly supports the hypothesis that GABAergic hypofunction or dysregulation

underlies the condition.
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The administration of lorazepam is typically initiated at a modest dose (e.g., 1-2 mg intravenously

or intramuscularly), often followed by repeated doses if no response is observed, in what is known

as the "lorazepam challenge." A positive response, characterized by a rapid and often dramatic

reduction in the cataleptic symptoms and restoration of motor function, not only confirms the

catatonic nature of the catalepsy but also guides ongoing management, often involving a tapering

course of the benzodiazepine alongside treatment for the underlying psychiatric disorder. If

benzodiazepines prove ineffective or if the catalepsy is resistant to initial pharmacological efforts--

termed refractory catatonia--a second-line treatment, Electroconvulsive Therapy (ECT), is highly

effective and often rapidly resolves the cataleptic state, demonstrating efficacy even in cases

resistant to medication. ECT is considered a robust and essential intervention for severe, life-

threatening catatonia.

When catalepsy is primarily linked to specific neurological conditions, such as Parkinson's disease,

treatment focuses on optimizing the management of the underlying disorder, often involving

adjustments to dopaminergic replacement therapy (e.g., levodopa). Conversely, if the catalepsy is

clearly drug-induced, the immediate focus shifts to discontinuing or significantly reducing the

dosage of the causative agent (e.g., antipsychotics). It is crucial to manage the underlying

psychiatric condition cautiously, avoiding medications known to exacerbate catatonia, such as

typical antipsychotics, while the cataleptic symptoms are active. Amantadine or memantine may

also be considered in refractory cases, targeting NMDA receptor modulation to restore motor

function.

Adjunctive Therapies and Lifestyle Management

While pharmacological interventions address the acute symptoms of catalepsy, comprehensive

management requires adjunctive therapies and significant attention to psychosocial and lifestyle

factors to prevent relapse and manage chronic manifestations (6). Psychotherapy plays a critical

role, particularly once the acute cataleptic episode has resolved and the patient is stable enough to

engage. Psychotherapeutic modalities, often cognitive behavioral therapy (CBT) or supportive

therapy, help the individual manage the underlying anxiety, stress, or psychotic symptoms that

may precipitate catatonic or cataleptic episodes (6). Furthermore, therapy assists patients in

coping with the psychological distress associated with having experienced a period of profound

physical helplessness and loss of control.

Lifestyle changes are integral to relapse prevention, focusing on identifying and reducing known

environmental and physiological triggers (7). Patients are often advised to maintain strict

adherence to their medication schedule, as abrupt cessation or missed doses of prescribed

treatments can destabilize the underlying illness and trigger catalepsy. Avoiding known

pharmacological triggers, such as non-essential antipsychotics or substances of abuse, is

paramount. Furthermore, managing stress through effective coping mechanisms, establishing

ARABPSYCHOLOGY.C
OM

https://encyclopedia.arabpsychology.com/?p=6090
https://encyclopedia.arabpsychology.com
https://encyclopedia.arabpsychology.com


CATALEPSY 8

Encyclopedia of psychology encyclopedia.arabpsychology.com

regular sleep hygiene, and ensuring adequate nutrition and hydration are critical supportive

measures, especially considering the physical vulnerability associated with the condition and the

general tendency toward self-neglect during periods of psychiatric instability.

Physical rehabilitation and meticulous supportive care are also essential components of

management. Due to prolonged immobility, patients may experience muscle weakness, joint

stiffness, and associated physical complications (e.g., pressure ulcers, contractures). Physical

therapy is often required post-episode to restore strength and full range of motion. During the

cataleptic period, intensive nursing care is mandatory to ensure patient safety, including regular

passive range-of-motion exercises, monitoring vital signs, and ensuring adequate nutritional intake,

often via enteral routes if the patient is unable to swallow or feed themselves due to the severity of

immobility and mutism.

Prognosis and Impact on Quality of Life

The prognosis for individuals experiencing catalepsy is highly dependent upon the etiology and the

rapidity of therapeutic intervention. If the catalepsy is part of an acute catatonic syndrome that

responds well to benzodiazepines or ECT, the immediate prognosis is generally favorable, with

symptoms often resolving quickly and completely. However, the long-term prognosis is intrinsically

linked to the underlying primary disorder--whether it is a chronic, relapsing psychiatric illness like

schizophrenia or bipolar disorder, or a progressive neurodegenerative condition like Parkinson's

disease. Recurrence rates can be high if the underlying condition is poorly controlled or if the

patient is exposed to known pharmacological or psychological triggers.

Catalepsy significantly impacts the patient's quality of life (QoL) and functional status. During

acute episodes, the inability to move, communicate, or self-care leads to total dependency and

acute social isolation. Even after recovery, the memory of the episode, coupled with the potential

for cognitive deficits and the stigma associated with a severe, potentially recurring condition, can

lead to severe psychological distress, anxiety, and avoidance behaviors. Vocational and social

functioning are often severely impaired, necessitating long-term supportive services, psychosocial

rehabilitation efforts, and community integration programs designed to mitigate the cumulative

effects of the illness.

Effective management requires a multidisciplinary approach involving psychiatrists, neurologists,

internists, and physical therapists to address both the physical symptoms and the psychological

sequelae. Early identification and aggressive treatment of the first cataleptic episode are critical to

preventing subsequent occurrences and minimizing the cumulative neurological and psychological

damage. Continuous psychoeducation of the patient and family regarding triggers, recognition of

early warning signs, and adherence to maintenance therapy is essential for maximizing functional

recovery and improving overall quality of life.

ARABPSYCHOLOGY.C
OM

https://encyclopedia.arabpsychology.com/?p=6090
https://encyclopedia.arabpsychology.com
https://encyclopedia.arabpsychology.com


CATALEPSY 9

Encyclopedia of psychology encyclopedia.arabpsychology.com

Conclusion

Catalepsy is a dramatic and potentially dangerous neurobehavioral symptom defined by the

sustained suspension of muscle activity and the pathological retention of imposed postures (waxy

flexibility). While rare, its presence signals severe dysregulation within the central motor control

pathways, often associated with major neurological diseases, especially those affecting the basal

ganglia, or severe psychiatric conditions, most notably catatonia linked to schizophrenia.

Diagnosis relies on meticulous clinical observation and exclusion of organic causes via

neuroimaging and specialized tests like EEG. Treatment is typically multimodal, prioritizing

immediate pharmacological intervention with high-potency benzodiazepines or ECT for acute

reversal, coupled with ongoing management of the underlying disease through targeted

medications, rigorous psychotherapy, and essential lifestyle modifications aimed at trigger

avoidance and improved physical well-being.
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