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Background Clinical Course

Catatonia is a neuropsychiatric syndrome characterized
by altered movements and behavior that can arise from
medical and neurological etiologies.

Consultation-Liaison (C-L) Psychiatrists are well-versed in

Psychiatry consulted for

Transferred to ICU after management of agitation
experiencing cardiac arrest. after extubated on
Intubated on fentanyl and | precedex, fentanyl, and

propofol. On empiric clonidine. Recommended
antibiotics for meningitis. olanzapine with concerns
for delirium.

Patient fluctuating as less
Interactive then agitated |E—
and crying.

recognizing and treating catatonia.

However, management of catatonia in terminally ill
patients can pose a clinical, ethical, and philosophical
challenge.

There is need to weigh symptomatic benefit and quality of
life over clinical improvement in catatonia.

In this case, we will highlight some of the challenges
faced by our team in providing whole care to a terminally
Il young cancer patient with treatment-refractory
catatonia.

Case Presentation

25-year old female with a history of mitochondrial
disease, heart transplant due to non-ischemic dilated
cardiomyopathy, central nervous system (CNS)
lymphoma, and prior posterior reversible encephalopathy
(PRES) syndrome complicated by catatonia that resolved
with lorazepam.

Presented with fevers, nausea, and vomiting in setting of
receiving induction chemotherapy for planned CAR-T
therapy.

There were initial concerns for CNS infection and PRES.
Psychiatry initially consulted for management of agitation.

Hospital course
complicated by fevers and
seizures. Eventually
transitioned to
chlorpromazine.

Repeat MRI brain scan
revealed concerns for
progression of disease — in
occipital horns and right
greater than left centrum
semiovale.

More than a month after
initial hospitalization, scored
17 on Bush-Francis
(immobility, staring, mutism,
rigidity, withdrawal, muscle
resistance, autonomic
instability)

Started on Lorazepam 0.5mg
I\ every 8 hours.
Chlorpromazine

discontinued.

With gradual titration of
lorazepam, improvement
was seen in posturing and
negativism.

Treatment stalled when
Neurology had concerns

about sedation and
hypotension from
lorazepam.

Lorazepam was drastically
tapered.

Neurology believed
neuropsychiatric symptoms
were from progression of
lymphoma and not
psychiatric etiology.

After tumor board

discussion, elected to treat
with rituximab and ibrutinib.

With drastic taper of
lorazepam, had skin
breakdown, dental issues,
constipation, and
deconditioning.

Incredibly distressing to her
family despite her
unresponsiveness.

With persistent psycho-
education, lorazepam
Increased and memantine
added with symptomatic
Improvement.

However, her clinical status

did not improve despite
treatment of CNS
lymphoma and catatonia.

She was transitioned to
hospice and lorazepam was
continued for her comfort.

Figure 1. Brain Magnetic Resonance Imaging (MRI) — T2 Flair

Discussion

» C-L psychiatrists recognize the need for multidisciplinary

care for catatonia in medically ill patients.

However, there Is limited discussion on managing
catatonia in terminally ill cancer patients with a palliative
focus.

One case report documents the use of electroconvulsive
therapy (ECT) as a palliative measure for a patient with
terminally ill cancer and catatonia with partial response to
medications (Mahajan et al., 2024).

Our options were constrained due to the absence of an
inpatient ECT service and her medical instability.
Escalating lorazepam doses to provide symptomatic relief
resulted in sedation.

More cancer centers may benefit from offering limited
ECT services for palliative catatonia treatment.
Recognizing the need for a shift to palliative care In
treatment-resistant catatonia for terminally ill cancer
patients Is crucial.

C-L psychiatrists are adept at navigating these dilemmas
and collaborating with medical/surgical teams.
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