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Catatonia is a psychomotor state disorder where movements, speech, and behaviour are disorganised and comes with psychiatric or other medical disorder (Hirjak et al., 2024). Traditionally, the description of catatonia was counted as a sub-category of schizophrenia, but modern from classification systems has developed catatonia as a transdiagnostic syndrome. DSM-5 and DSM-5-TR The Diagnostic and Statistical Manual of Mental Disorders identifies catatonia not in its own right but as a specifier that can be observed in combination with other mental conditions, as well as medical disorders or as unspecified. In the eleventh edition of the International Classification of Diseases (ICD-11), the nature of catatonia is better elaborated with a conceptual approach of considering catatonia as a syndrome that may be conferred to other conditions or people as a residual category (Lenka et al., 2024). Interdependence between DSM and ICD systems is important to EU clinical, research and policy sectors (Rief et al., 2023). The following report critically discusses catatonia within the framework of the ICD-11 manual, but in reference to the DSM-5 manual, which includes the discussions of classification, diagnosis, treatment, rehabilitation, and modern debates. Having evaluated both domains the report makes recommendations that could be implemented to enhance accuracy, access, and care. In this manner, the report seeks to provide a comprehensive and updated analysis based on current and fresh body of literature and available classification systems.
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[bookmark: _Toc210895078]Classification and Diagnosis
In ICD-11, catatonia is classified under Chapter 6: Mental, Behavioural, or Neurodevelopmental Disorders, not as a standalone disorder but as a syndrome (or condition) that can occur in several contexts. The ICD-11 offers four diagnostic categories, catatonia associated with another mental disorder, catatonia induced by substances or medications, secondary catatonia syndrome (due to a medical condition), and catatonia, unspecified (Nickl-Jockschat et al., 2025). These categories allow evaluators to attach the catatonic syndrome to psychiatric, substance, or medical etiologies, or leave it unspecified when causation is unclear. ICD-11 emphasises a unifying clinical phenotype of catatonia across contexts. The classification language tends to use “catatonia” as a condition or syndrome rather than labelling it exclusively a “disorder,” which may help reduce stigma and reflect its secondary nature in many cases.
By contrast, DSM-5 (and DSM-5-TR) does not treat catatonia as its own disorder. Rather it lists “catatonia associated with another mental disorder,” “catatonia due to another medical condition,” and “unspecified catatonia.” The DSM-5 requires the presence of at least three of twelve psychomotor signs, such as stupor, mutism, posturing, waxy flexibility, negativism, mannerism, stereotypy, agitation, grimacing, echolalia, echopraxia, and verbigeration (Nazir et al., 2025). DSM-5 excludes catatonia in the presence of delirium, a rule that has been contested in contemporary literature. The DSM’s approach frames catatonia as a specifier within broader diagnoses rather than a primary entity.
Diagnostic criteria in ICD-11 require at least three clinical features drawn from decreased, increased, or abnormal psychomotor activity. Only one feature from the increased category may count toward the threshold. The possible features include stupor, mutism, negativism, posturing, rigidity, stereotypy, echolalia, echopraxia, grimacing, catalepsy, and waxy flexibility, among others. Symptoms must last for at least several hours and should cause functional impairment or risk of medical complications. Importantly, ICD-11 no longer excludes catatonia when delirium is present, provided catatonic features are not fully explained by the delirium (Lesko et al., 2022). ICD-11 also allows for acute and chronic courses and does not specify a strict minimum duration due to which these changes aim to increase flexibility and clinical applicability.
Challenges remain and the threshold of three signs is debated as potentially overinclusive or insensitive. Clinicians may lack training to detect subtle signs such as ambitendency or verbigeration. Tools such as the Bush–Francis Catatonia Rating Scale (BFCRS) remain widely used to standardise assessment, although their alignment with DSM and ICD criteria differs (Zingela et al., 2021). Moreover, the overlap of catatonia with severe depression, neurodevelopmental conditions (e.g. autism spectrum disorder), or movement disorders complicates differentiation. Thus, ICD-11 offers more refined classification and diagnostic flexibility than earlier systems, but accurate diagnosis still depends heavily on clinical judgment and awareness.
[bookmark: _Toc210895079]Treatment and Rehabilitation
Treatment of catatonia follows a stepped, evidence-informed approach. The first-line intervention is benzodiazepine therapy, most commonly intravenous or high-dose oral lorazepam, which works via potentiation of gamma-aminobutyric acid (GABA) neurotransmission (Dubovsky and Marshall, 2022). A positive response to a lorazepam “challenge” (an observed reduction in catatonic signs) may support diagnosis and guide continued treatment. Some clinicians reserve trial of lorazepam for diagnostic as well as therapeutic purposes. For those who do not respond to benzodiazepines, electroconvulsive therapy (ECT) is the established next step (Lupke et al., 2023). Numerous reviews suggest that ECT is highly effective across various subtypes of catatonia and age groups, with response rates ranging from 42 % to nearly 100 %, though the quality of evidence is limited by case reports and observational designs.
Alternative or adjunctive treatments have been explored in which catatonia associated with psychotic disorders, second-generation antipsychotics may sometimes be used after benzodiazepine trials; however, their benefits are inconsistent, and some agents (especially first-generation antipsychotics) may aggravate symptoms or precipitate neuroleptic malignant syndrome. A systematic review noted that antipsychotic use was beneficial in about 60 % of trials in psychotic catatonia but harmful in roughly 10.9 % (Redon et al., 2025). Additional methods such as transcranial magnetic stimulation (rTMS), noninvasive brain stimulation, and sodium oxybate are being trialled, though evidence remains preliminary. A small rTMS case series showed some improvement in 58 % of patients, but larger trials are lacking.
Rehabilitation begins once acute catatonic symptoms diminish and the ICD-11 suggests that comprehensive care should include medical monitoring, nutritional support, physiotherapy, and psychological intervention. In practice, multidisciplinary teams involving psychiatry, neurology, physical therapy, occupational therapy, and speech therapy may support recovery of mobility, communication, self-care, and social engagement (Goldman et al., 2024). Psychological therapies help patients process traumatic or emotional sequelae and reintegrate into daily life. Maintenance ECT or ongoing benzodiazepine therapy may be considered in recurrent cases. Despite success stories, limitations persist benzodiazepines carry risks of sedation, dependency, and cognitive side effects. ECT accessibility is limited in many settings by cost, legal restrictions, or stigma, some patients who do not respond to ECT remain refractory. Moreover, there is no unified rehabilitation protocol or robust evidence base for post-catatonia recovery strategies. Neuroimaging advances suggest that structural white matter changes may underlie catatonic episodes, hinting at future neuromodulatory rehabilitation, but translation to practice is nascent (Mohammadi et al., 2025). Hence, while existing treatment and rehabilitation strategies are generally effective, their implementation and tailoring remain uneven across contexts.
[bookmark: _Toc210895080]Current Debates and Emerging Issues
Principal controversies have been on the issue of whether catatonia is to be accorded primary disorder or just a secondary syndrome. Advocates state that catatonia is a primary disorder and has a coherent clinical picture, a common neurobiology, and ought to be examined as an independent unit (Rogers, 2023). Critics posit that it risks excessive pathologising of processes in such a translation that they are subject to mood, psychotic, or medical conditions. ICD-11 is headed in the wrong direction, making catatonia a symptom applicable to any etiology, yet remaining asymptomatic when genuine causation is unknown.
The second dynamic question entails the relationship between catatonia and neurodivergence. Others suggest that catatonic behaviors may co-disorder or even overlap with autism spectrum disorders or motion disorders, in individuals with no normal neurology. Such overlaps disrupt the conventional psychiatric/neurological dichotomy and propose ways of reading them that are more concerned with biological diversity as opposed to unmingled pathology (Rajpal, 2025). In case catatonia is theorised as falling somewhere within the continuum of neurodivergent manifestations, diagnosis and therapy may gain greater sensitivity and specificity.
Empirical studies demonstrating co-occurrence of catatonia and delirium have, in turn, disputed the earlier systems of being left out of the delirium in the DSM toys. The exclusion on default proposed by DSM-5 is becoming too hard. The elimination of that exclusion in ICD-11 has been met with criticism, it is believed by some clinicians that the merging of over-lapping groups tends to diminish specificity, although others believe it ought to harden the specific picture of reality. Other issues such as culture and ethics are also debatable: catatonia is sometimes mistaken by attempts in a particular setting to enter the state of possession or spirituality and only postpones medical attention (Saccaro et al., 2025). Coercive treatments (involuntary ECT as one example) have some ethical implications to consent and human rights (particularly when the persons in question are nonresponsive).
Conflict with the law the deployment of ECT in jurisdictions where its use or application is prohibited can have an adverse effect on patient outcomes. The neurobiological and imaging studies are remedying argument, such as the recent examination of white matter microstructure has indicated that catatonia can comprise disconnection in brain circuits, developing a conceptual transformation towards behavioural signs to neuropathology (Northoff and Hirjak, 2024). These understandings can be a challenge to purely descriptive classification and can be an impetus towards biomarker-based nosologies. These controversies, at the end, highlight the necessity of a balance between scientific accuracy, moral sensitivity, and clinical malleability in treating catatonia.
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In order to enhance better classification, diagnosis, treatment, and rehabilitation of catatonia, a number of measures are suggested. Firstly, the revisions of ICD and DSM models made in the future must be focused on more harmonisation. The flexible syndrome model presented in ICD-11 is progress, yet more obvious division into primary and secondary catatonia, with subtypes or biomarkers, would decrease the ambiguity level (Lenka et al., 2024). To define biologically informed subtypes, the neurobiological markers that have been validated include imaging correlates or even connectivity signature.
Secondly, there is a need to increase education and training of clinicians, as there are numerous cases of catatonia that are still not diagnosed because they are not aware of the slight symptoms. Training programmes should include modules on psychomotor phenomena, use of rating scales like the BFCRS, and lorazepam challenge techniques (Luccarelli et al., 2024). Particular emphasis should be placed in general hospital and medical settings where psychiatric consultation is less routine. Thirdly, treatment access must be expanded and policies should support the availability of safe ECT, remove legal or regulatory barriers, and allocate funding for ECT infrastructure. In low-resource settings, telepsychiatry consultation or mobile ECT teams may bridge gaps (Khan et al., 2025). Parallel investment is needed in research of alternative treatments such as rTMS, noninvasive stimulation, or novel pharmacological agents like sodium oxybate, with well-designed trials.
Fourthly, rehabilitation services should be standardised and embedded in catatonia care pathways. Post-acute protocols integrating physical, cognitive, and social rehabilitation must be developed, tested, and disseminated. Continuity of care with outpatient support, peer groups, vocational rehabilitation, and community reintegration is essential to reduce relapse and promote recovery (Day et al., 2025). Maintenance treatments (such as periodic ECT or benzodiazepine tapering) should be guided by longitudinal monitoring and risk stratification.
Fifthly, research agendas must emphasise longitudinal, multicentre, and high-quality studies. A critical gap is randomised controlled trials of ECT versus alternatives, and systematic investigations of neuromodulation techniques. Data sharing and registries could facilitate phenotype–biomarker correlation research. Ethical and cultural research should explore patient experience, consent issues, and cross-cultural interpretations of catatonia (Cuevas-Esteban et al., 2025). Policymakers should support funding priorities in catatonia research and create frameworks for safe, rights-based care.
Lastly, integrating neurodivergence perspectives into catatonia discourse is prudent. Clinicians and classification systems should avoid pathologising movement or communication traits that overlap with developmental or neurological conditions (World Health Organisation, 2024). Instead, a dimensional model acknowledging variability may produce more person-centred diagnosis and interventions. Overall, improvements in classification, clinician capacity, access, and evidence can yield more accurate, humane, and effective catatonia care across diverse settings.
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Catatonia is no longer a fringe or very demarcated subtype; the definite one clinically relevant syndrome that crosses the field of psychiatry, medicine, or neurobiology. The tendency of ICD-11, to not treat the idea of catatonia as a disease but as a flexible syndrome, combined with the specifier model used by DSM-5, has come a long way. However, there still exist difficulties in the clarity of the diagnoses, underrepresentation, and overlaps with delirium or neurodivergent conditions. The approaches to treatment based on benzodiazepines and ECT continue to be more effective in numerous situations, yet access limitations, side effects, and refractory settings require radiology novelty in neuromodulation and alternative pharmacotherapy. In most clinical practice sites, rehabilitation is a poorly developed area, in spite of its essential contribution towards returning skills and avoiding relapse. Recent arguments on categorisation, neurodiversity, ethical uses of coercive treatment, and neuroimaging developments represent that catatonia is an area of development. The dilemma on defining the preciseness of the description and personal complexity remains vehement. The proposals highlighted in this report should help enhance classification systems, capacity of clinicians, availability of evidence-based treatment, standardisation of rehabilitation and rigorous research. When such steps are undertaken, working with the victims of catatonia can be more precise, sensitive, and attentive to the personhood. Every effort by clinicians, researchers and policymakers should be continued to catapult to a day where catatonia is well comprehended and treated.
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