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Cases That Test Your Skills

How would you 
handle this case?
Answer the challenge 
questions throughout 
this article

A depressed adolescent who won’t eat 
and reacts slowly
Shephali Sharma, MD, and Julie Alonso-Katzowitz, MD

CASE  A fainting spell
Ms. A, age 13, is admitted to a pediatric unit 
after fainting and losing consciousness for  
5 minutes in the shower, during which time she 
was non-responsive. She reports feeling nause-
ated and having blurry vision before dropping 
to the floor. 

Ms. A reports intentional self-restriction of 
calories, self-induced vomiting, and other purg-
ing behaviors, such as laxative abuse and exces-
sive exercising.

During the mental status examination,  
Ms. A is lying in bed wearing hospital clothes, 
legs flexed at the knee, hands on her side, and 
a fixed gaze at the ceiling with poor eye con-
tact. She is of slender stature and tall, seems 
slightly older than her stated age, and is poorly 
groomed. 

Throughout the interview, Ms. A has sig-
nificant psychomotor retardation, reports her 
mood as tired, and has a blunted affect. She 
speaks at a low volume and has poverty of 
speech; she takes deep sighs before answer-
ing questions. Her thought process is linear 
and she cooperates with the interview. She has 
poor recall, including delayed 3-minute recall 
and poor sustained attention. Her abstraction 
capacity is fair and her intellect is average and 
comparable with her age group. Ms. A is pre-
occupied that eating will cause weight gain. 
She denies hallucinations but reports passive 
death wishes with self-harm by scratching.

What is the differential diagnosis to explain 
Ms. A’s presentation?

a) syncope
b) seizures
c) dehydration
d) hypotension

HISTORY  Preoccupied with weight
Ms. A reports vomiting twice a day, while show-
ering and at night when no one is around, every 
day for 2 months. She stopped eating and taking 
in fluids 3 days before admission to the medical 
unit. Also, she reports restricting her diet to 700 to 
1,000 calories a day, skipping lunch at school, and 
eating minimally at night. Ms. A uses raspberry 
ketones and green coffee beans, which are adver-
tised to aid weight loss, and laxative pills from 
her mother’s medicine cabinet once or twice a 
week when her throat is sore from vomiting. She 
reports exercising excessively, which includes 
running, crunches, and lifting weights. She has 
lost approximately 30 lb in the last 2 months. 

Ms. A says she fears gaining weight and 
feels increased guilt after eating a meal. She 

Ms. A, age 13, faints after not eating or drinking for 3 days because 
she fears getting ‘bigger.’ She has poor recall, difficulty concentrating, 
and psychomotor retardation. How would you proceed?
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said that looking at food induced “anxiety 
attack” symptoms of increased heart rate, 
sweaty palms, feeling of choking, nervousness, 
and shakiness. She adds that she does not want 
to be “bigger” than her classmates. Her under-
standing of the consequences of not eating is, 
“It will get worse, I will shut down and die. I do 
not fear death, I only fear getting bigger than 
others.” 

She reports that her fixation on avoiding 
food started when she realized that she was 
the tallest girl in her class and the only girl in 
her class running on the track team, after which 
she quit athletics. She reports that depression 
symptoms pre-dated her eating disorder symp-
toms; onset of significant depression likely was 
precipitated by her grandfather’s death a year 
earlier, and then exacerbated by the recent 
death of a family pet. 

Ms. A’s depressive symptoms are described 
as anhedonia (avoiding being outside and 
not enjoying drawing anymore), decreased 
energy, tearfulness, sadness, decreased con-
centration, and passive suicidal thoughts. 
Her mother is supportive and motivates her 
daughter to “get better.” Ms. A denies any 
symptoms of psychosis, other anxiety symp-
toms, other mood disorder symptoms, sub-
stance abuse, or homicidality. 

Ms. A’s mother says she felt that, recently, 
her daughter has been having some difficulty 
with confused thoughts and significantly 
delayed responses. However, the mother 
reports that her daughter always had some-
what delayed responses from what she felt is 
typical. Her mother adds that Ms. A’s suicidal 
thoughts have worsened since her daughter 
started restricting her diet.

Which diagnosis likely accounts for Ms. A’s 
presentation?

a) major depressive disorder (MDD)
b)  eating disorder, not otherwise specified 

(NOS)
c) anorexia nervosa, purging type
d) catatonia, unspecified
e) anxiety disorder NOS
f) cognitive disorder
g) psychosis NOS

The authors’ observations

There are many reported causes of catatonia 
in children and adolescents, including those 
that are psychiatric, medical, or neurological, 
as well as drugs (Table 1).1,2 Affective disor-
ders have been associated with catatonia in 
adults, but has not been widely reported in 
children and adolescents.1,3 Organic and neu-
rologic causes, such as neurological tumors 
and cerebral hemorrhage, should be ruled 
out first because, although rare, they can  
be fatal (Table 2).2 If the cause of catatonia 
is not recognized quickly (Figure,1,2 page 56) 
effective treatment could be delayed.4

Catatonia involves psychomotor abnor-
malities, which are listed in Table 3 (page 57).1,4
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Table 1

Possible causes of catatonia  
in adolescents

General medical conditions

Autoimmune disorders

Genetic disorders: Inborn error of metabolism, 
storage disease, Wilson’s disease, Huntington’s 
disease, Prader-Willi syndrome, Tay-Sachs 
disease, fatal familial insomnia

Infectious disorder: Viral encephalitis, infectious 
mononucleosis, fever of unknown etiology, 
typhoid

Neurological disorders: Paraneoplastic 
encephalitis, venous cortical thrombosis, 
neuropsychiatric lupus, PANDAS

Toxic states, medication- or substance-
induced

Psychiatric disorders

Affective disorders: Dysthymia, major 
depressive disorder, bipolar disorder

Autism, childhood disintegrative disorder

Drugs or medications

Eating disorders

Psychotic disorders

Tics and Tourette syndrome

PANDAS: pediatric autoimmune neuropsychiatric 
disorders associated with streptococcal infections 

Source: References 1,2
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Presentation in adults and adolescents is 
similar. 

An eating disorder could be comorbid 
with another psychiatric disorder, such as 
MDD, dysthymia, or panic disorder.5 Ms. 
A’s report of depression before she began 
restricting food favored a primary diagnosis 
of MDD. Her depressive symptoms of low 
appetite or low self-worth could have led to 
her preoccupation with body image. 

There has been evidence that negative 
self-image and eating disorders are associ-
ated, but data are limited and the connection 
remains unclear.6 Ms. A’s self-esteem was 
very low. Her fixation on restricting food 
could have been perpetuated by her self-
criticism and by being excluded from her 
peer group in school. Her weight loss could 
have brought anxiety symptoms to the fore-
front because of physiologic changes that 
accompany extreme weight loss.

The treatment team was concerned 
about her delayed responses, which could 
be explained by the catatonic features that 
reflected the severity of her depression. She 
had no obvious symptoms of psychosis, but 
her intrusive thoughts and obsessions with 
avoiding food did not completely rule out 
psychosis. 

Childhood-onset schizophrenia, although 
rare, has been associated with catatonia; fol-
lowing up with a catatonia rating scale, such 
as the Catatonia Rating Scale or the Bush-
Francis Catatonia Rating Scale (BFCRS), 
would be useful for tracking symptom prog-
ress. In Ms. A’s case, her mood disorder was 
primary, but did not rule out psychosis-like 
prodromal symptoms.7

Ms. A is diagnosed with MDD, single 
episode, severe, with catatonic features, 
and without psychosis, and eating disorder, 
NOS.

EVALUATION  Mostly normal
Ms. A does not have a history of mental ill-
ness and was not seeing a psychiatrist or 
therapist, nor did she have any prior psychi-

atric admissions. She denies suicide attempts, 
but reports self-injurious behavior involving 
scratching her skin, which started during the 
current mood episode. She has never taken 
any psychotropic medications. Ms. A lives at 
home with her biological mother and father 
and 17-year-old brother. She attends middle 
school with average grades and has no his-
tory of disciplinary actions. She has no his-
tory of bullying or teasing, although she did 
report some previous difficulty with relational 
aggression toward her peers in the 5th grade. 
Her mother has a history of anorexia nervosa 
that began when she was a teenager, but 
these symptoms are stable and under control. 
There is additionally a family history of bipolar 
disorder. 

Ms. A has a family history of coronary 
artery disease and diabetes in the mother and 
maternal relatives. Her grandfather died from 
liver cancer. She was allergic to sulfa drugs and 
was taking a multivitamin and minocycline for 
acne.

Physical examination reveals some super-
ficial scratches but otherwise was within 
normal limits. Initial lab results reveal a nor-
mal complete blood count and differential. 
Thyroid-stimulating hormone is 1.29 mIU/L 
and free T4 is 0.96 mg/dL, both within normal 
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Table 2

Recommended screening for 
medical conditions in patients 
with symptoms of catatonia

Basic laboratory testing: Hemoglobin, blood 
cell count, blood chemistry (electrolytes, 
glucose, creatinine, blood urea, calcium, 
phosphate, magnesium level, liver function 
tests), erythrocyte sedimentation rate

Metabolic: Ammoniemia, homocysteinemia

Autoimmune: Antinuclear antibodies

Genetic: Genetic study

Toxicological: Urine drug screen

Neurological: Encephalic MRI, EEG, 
cerebrospinal fluid analysis (if fever)

Source: Adapted from reference 2
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limits. Urinalysis is within normal limits and 
urine pregnancy test is negative. A compre-
hensive metabolic panel shows mild elevation 
in aspartate aminotransferase (AST) at 60 U/L 
and alanine aminotransferase (ALT) at 92 U/L, 
respectively. Phosphorus level is within nor-
mal limits. Prealbumin level is slightly low at 
15.1 mg/dL.

Which treatment plan would you recommend 
for Ms. A?

a)  discharge with outpatient psychiatric 
treatment

b)  recommend medical stabilization with 
follow-up from the psychosomatic team 
and then outpatient psychiatric follow-up

c)  admit her to the psychiatric acute inpa-
tient hospital with psychiatric outpatient 
discharge follow-up plan

d)  discharge her home with follow-up with 
her primary care physician 

e)  recommend follow-up from the psycho-
somatic team while on medical floor with 
acute inpatient admission and psychiatric 
outpatient follow-up at discharge

The authors’ observations

Scarcity of data and reporting of cases of ado-
lescent catatonia limits guidance for diagno-
sis and treatment.8 There are several rating 
scales with variability in definition, but that 
overall provide a guiding tool for detecting 
catatonia. The Brief Cognitive Rating Scale 
is considered the most versatile because it is 
more valid, reliable, and requires less time to 
complete than other rating scales.9 

Ms. A’s symptoms were a combination of 
depressive symptoms with severity defined 
by catatonic features, eating disorder with 
worsening course, anxiety symptoms, and 
genetic loading of eating disorder in her 
mother. The challenge of this case was 
making an accurate diagnosis and treating 
Ms. A, which required continuous obser-
vation following an eating disorder proto-
col, resolution of her catatonia, resuming a 
normal diet, and decreasing her suicidality. 
Retrospectively, her scores on the BFCRS 
were high on screening items 1 to 14, which 
measure presence or absence and severity 
of symptoms. 
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ECT: electroconvulsive therapy

Source: Adapted from references 1,2

Evaluating catatonia

Figure

Use clinical judgement 
and rating scales and 
diagnose catatonia

Identify primary and comorbid 
psychiatric illness

Treat eating disorder or mood 
disorder or psychosis (watch  

for malignant catatonia)

Admit patient to inpatient 
psychiatry unit

Find the  
cause of 
catatonia

Rule out organic causes  
of catatonia (do necessary  

labs/imaging)

Admit medical unit and start 
treatment as necessary

Treat autoimmune or toxic statesStart benzodiazepines 
as first-line treatment

If resistant, consider 
ECT (state regulated) or 

alternative treatment
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The best option was to admit Ms. A to 
an inpatient psychiatric facility after she is 
cleared medically with outpatient services 
to follow up.

How would you treat Ms. A’s symptoms?
a) aggressively treat catatonia
b) address her eating disorder
c) work to resolve her depression

The authors’ observations

The challenge was to choose the psycho-
tropic medication that would target her 
depression, obsessive, rigid thoughts, and 
catatonia. Administering an antidepressant 
with an antipsychotic would have relieved 
her depressive and obsessive symptoms 
but would not have improved her catato-
nia. The psychosomatic medicine team rec-
ommended starting a selective serotonin 
reuptake inhibitor and a benzodiazepine 
to target both the depression and the cata-
tonic symptoms. Ms. A received sertraline,  
12.5 mg/d, which was increased to 25 mg/d 
on the third day. IV lorazepam, 1 mg, 3 times 
a day, was recommended but the pediatric 
team prescribed an oral formulation. The 
hospital’s eating disorder protocol was insti-
tuted on the day of admission.

Treatment options for catatonia
Benzodiazepines are the first line of treat-
ment for catatonia and other neurolep-
tics, specifically antipsychotics, have been 
considered dangerous.10 Benzodiazepine-
resistant catatonia, which is sometimes seen 
in patients with autism, might respond to 
electroconvulsive therapy (ECT),11 although 
in some states it cannot be administered to 
children age <18.12 Benzodiazepines have 
shown dramatic improvement within hours, 
as has ECT.8,13 Additionally, if patients do not 
respond to a benzodiazepine or ECT, con-
sider other options such as zolpidem, olan-
zapine,14 or sensory integration system (in 
adolescents with autism).15 

Ms. A did not need ECT or an alternative 
treatment because she responded well to  
3 doses of oral lorazepam. Her amotivation, 
negativism, and rigidity with prolonged 
posturing improved. Her psychomotor 
retardation improved overall, although she 
reported some dizziness and had some pos-
tural hypotension, which was attributed to 
her eating issues and dehydration. 

OUTCOME  Feeling motivated
Ms. A is transferred to psychiatric inpatient 
unit. She tolerates sertraline, which is titrated 
to 50 mg/d. She is placed on the hospital’s 
standard eating disorder protocol. She con-
tinues to eat well with adequate intake of 
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Table 3

Symptoms of catatonia  
in adolescents

Incontinence

Mannerism

Muscular rigidity

Mutism

Posturing or grimacing

Refusal to eat

Staring

Stupor

Waxy flexibility

Source: Adapted from references 1,4

NEXT MONTH IN
CASES THAT TEST YOUR SKILLS

Her tongue rolls after she 
changes medications
Clinicians notice that Ms. X, age 65, has 
significant tongue rolling and lip smacking 
10 days after switching from aripiprazole to 
quetiapine. How would you manage her?

Follow this case in  
the September 2015  
issue of 
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solids and liquid and exhibits only some anxi-
ety associated with meals. During the course 
of hospitalization, she attends group therapy 
and her catatonic symptoms completely 
resolve. She says she thinks that her thoughts 
are improving and that she is not longer feel-
ing confused. She reports being motivated 
to continue to improve her eating disorder 
symptoms. 

The treatment team holds a family session 
during which family dynamic issues that are 
stressful to Ms. A are discussed, such as some 
conflict with her parents as well as some nega-
tive interactions between Ms. A and her father. 
Repeat comprehensive metabolic panel on 
admission to the inpatient psychiatric hospital 
reveals persistent elevation of AST at 92 U/L 
and ALT at 143 U/L. Ms. A is discharged home 
with follow-up with a psychiatrist and a thera-
pist. The treatment team also recommends 
that she follow up in a program that special-
izes in eating disorders. 

4-month follow-up. Ms. A returns to inpa-
tient psychiatric hospital after overdose of ser-
traline and aripiprazole, which were started by 
an outpatient psychiatrist. She reports severe 
depressive symptoms because of school 
stressors. She denies any problems eating 
and did not show any symptoms of catato-
nia. In her chart, there is a mention of “cloudy 
thoughts” and quietness. At this admission, 
her ALT is 17 U/L and AST is 19 U/L. Sertraline 
is increased to 150 mg/d and aripiprazole is 
reduced to 2 mg/d and then later increased 
to 5 mg/d, after which she is discharged home 
with an outpatient psychiatric follow-up.

1-year follow-up. Ms. A has been follow-
ing up with an outpatient psychiatrist and is 
receiving sertraline, 150 mg/d, aripiprazole, 
2.5 mg/d, and extended-release methylphe-
nidate, 36 mg/d, along with L-methylfolate, 
multivitamins, and omega-3 fish oil as adju-
vants for her depressive symptoms. Ms. A does 
not show symptoms of an eating disorder or 
catatonia, and her depression and psychomo-
tor activity have improved, with better overall 
functionality, after adding the stimulant and 
adjunctives to the antidepressant.

The authors’ observations

The importance of including catatonia NOS 
with its various specifiers, such as medi-
cal, metabolic, toxic, affective, etc., has been 
discussed.16,17 In Ms. A’s case, instead of 
treating the specific symptoms—affective 
or eating disorder or obsessive quality of 
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Related Resources
•  Roberto AJ, Pinnaka S, Mohan A, et al. Adolescent catatonia 

successfully treated with lorazepam and aripiprazole. Case Rep 
Psychiatry. 2014;2014:309517. doi: 10.1155/2014/309517.

•  Raffin M, Zugaj-Bensaou L, Bodeau N, et al. Treatment use in a 
prospective naturalistic cohort of children and adolescents with 
catatonia. Eur Child Adolesc Psychiatry. 2015;24(4):441-449. 

Drug Brand Names

Aripiprazole • Abilify Minocycline • Minocin
L-methylfolate • Deplin   Olanzapine • Zyprexa
Lorazepam • Ativan Sertraline • Zoloft
Methylphenidate • Ritalin,  Zolpidem • Ambien, 
   Concerta    Intermezzo

Bottom Line
Catatonia in adolescents should be addressed early, when it is treatable and the 
outcome is favorable. It is important to recognize catatonia in an emergency 
department or inpatient medical unit setting in a hospital because it is often 
underdiagnosed or misdiagnosed. The presentation of catatonia is similar in 
adolescents and adults. Benzodiazepines are first-line treatment for catatonia; 
consider electroconvulsive therapy if patients do not respond to drug therapy.
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thought content, mimicking psychotic-like 
symptoms—addressing the catatonia ini-
tially had a better outcome. More studies 
related to chronic and acute catatonia in 
adolescents are needed because of the risk of 
increased morbidity and premature death.18 
Early recognition of catatonia is needed19 
because it often is underdiagnosed.20

Eating disorders often become worse over 
the first 5 years, and close monitoring and 
assessment is needed for adolescents.21 Also, 
prodromal psychotic symptoms require 
follow-up because techniques for early 
detection and intervention for children and 
adolescents are still in their infancy.22 
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