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responded favorably to lorazepam, 2 mg/day. For the past
year, he has been receiving treatment with clozapine and
lithium and remains in full remission of catatonic, mood,
and psychotic symptoms, with dramatic improvement in
social, interpersonal, and educational functioning.

Mr. B, an 18-year-old Caucasian man with a history of
cannabis abuse and declining social, vocational, and inter-
personal involvement (but no previous diagnoses of mood
or psychotic disorder), was admitted because he was talk-
ing to himself, had lack of motivation, and was laughing
inappropriately. He exhibited profound mutism, intermit-
tent excitement, posturing, staring, mannerisms, stereo-
typy, perseveration, autonomic abnormality (elevated
blood pressure), automatic obedience, and impulsivity.
His Bush-Francis Catatonia Rating Scale score was 24. His
catatonic signs responded well to lorazepam, 3 mg/day.
Manic symptoms subsequently emerged, and Mr. B was di-
agnosed and treated for bipolar disorder.

Carl, a 17-year-old Caucasian youth who was previously
diagnosed with schizoaffective disorder, was admitted be-
cause of declining self-care, response to internal stimuli,
and bizarre delusions. He displayed facial grimacing that
resolved completely when risperidone, 5 mg/day, was dis-
continued. His Bush-Francis Catatonia Rating Scale score
was 18, and his catatonic signs included immobility, mut-
ism, excitement, posturing, staring, mannerisms, echola-
lia, stereotypy, negativism, gegenhalten, ambitendency,
impulsivity, and combativeness. These signs resolved with
lorazepam treatment, 3 mg/day.

All youths had negative serum toxicology screens upon
admission to the facility and, in the case of Mr. B, for 6
months before admission, as verified through court-or-
dered monitoring. The youths received medical and neu-
rological evaluations, including hematological, metabolic,
toxicological, and CSF analysis, EEGs, and neuroimaging.
All results were normal or lacked positive findings. Prena-
tal and developmental histories were unremarkable, al-
though Abe and Carl had extensive family histories of
mental illness.

There have been several case series and reports of catatonia
occurring in the child and adolescent population (2). Al-
though substantial psychiatric morbidity has been identified
among youths in the juvenile justice system (3), I am unaware
of previous case reports of catatonia occurring among youths
detained within the juvenile justice system. Presumably, the
etiology and risk factors leading to catatonia in adolescents
and young adults in juvenile justice and community settings
is similar, regardless of criminal history. However, the identifi-
cation of this syndrome in male juvenile offenders is espe-
cially important, given the paucity of resources for adoles-
cents and the increasing recognition of the prevalence and
severity of mental illnesses among juvenile offenders (4). In-
carcerated juveniles may exhibit unusual behavioral phe-
nomena, making detection of psychiatric disorders in need of
treatment extremely difficult (5).

Considerable functional improvement was evident in
all three cases after treatment of catatonia, similar to docu-
mented case reports. Also, more youths are entering the
criminal justice system than ever before. With more diverse
clinical treatment settings and declining resources, greater
awareness of the catatonia syndrome, with its well-defined
features and response to treatment (6), may aid in its recogni-
tion and management.
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Overlap Between Alexithymia 
and Asperger’s Syndrome

TO THE EDITOR: It seems to us that there is a significant overlap
between alexithymia and Asperger’s syndrome. The term “al-
exithymia” was coined by Sifneos in 1972. It is derived from
the Greek, with alexi meaning “no words” and thymia mean-
ing “mood or emotion.” Patients with alexithymia have great
difficulty or are unable to describe their feelings and can
have problems making sophisticated differentiation of one
feeling from another. Their communicative style shows
markedly reduced or absent symbolic thinking (1). As Warnes
(2) pointed out, they have “a paucity of fantasies” and “lack
the capacity for introspection.” They are preoccupied with
the “minute detail of external events…[and] are unable to
make connections between events, affective arousal and so-
matic response.” Nonverbally, they are “stiff and wooden.”
They are “mechanical in their object relations.” Alexithymic
individuals give flat, shallow descriptions of others that lack
“psychological counters” (2).

All of these features also fit descriptions of Asperger’s syn-
drome (3), in which the main difficulties are understanding
one’s own and others’ emotions, having problems expressing
oneself with nonverbal behavior and in reading that of others,
and having a propensity for hypochondriacal features. They
also have difficulty with the “theory of mind” and in predict-
ing the cognitions of others. Their imagination is limited.
They tend to have a preoccupation with factual information
and are strong in areas such as mathematics, engineering,
and computers but can have significant problems with inter-
personal relationships.

It appears to us that from a clinical perspective a diagnosis
of Asperger’s syndrome should be considered in patients with
alexithymia.
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Franz Alexander

TO THE EDITOR: I would like to comment on the article by Judd
Marmor, M.D., that appeared recently in Images in Psychiatry
(1). Dr. Marmor wrote that Franz Alexander “was invited in
1930 by Robert Hutchins, then President of the University of
Chicago, to become its Visiting Professor of Psychoanalysis—
the first University Chair of Psychoanalysis in history.”

Dr. Marmor’s statement is true from a practical point of
view since Alexander was the first functioning head or chair of
psychoanalysis in history. However, the historical truth is that
the first psychoanalyst who was appointed to be a professor
of psychoanalysis was Sándor Ferenczi (2). He received this ti-
tle at the University of Budapest in 1919 by the short-lived
communist regime. After the change in regime, Ferenczi’s ap-
pointment as the newly founded chair was not confirmed, so
he lost the appointment before he was be able to begin to
function as a university professor of psychoanalysis.
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Anorexia Nervosa and Gastrointestinal Tumors

TO THE EDITOR: As pointed out by Katherine A. Halmi, M.D.,
and Gladys Frankel, Ph.D., (1), the process of differential diag-
nosis between anorexia nervosa and anorexia due to gas-
trointestinal stromal tumors is sometimes problematic. The
authors emphasized the importance of making a diagnosis
based on positive criteria.

Nevertheless, even if the diagnosis of anorexia nervosa is
evident in the case reported in their article, because the de-
velopment of progressive malnutrition or cachexia is frequent
in patients with gastrointestinal cancer, it still raises certain
questions.

Cachexia syndrome is characterized by an involuntary
weight loss of more than 5% of premorbid weight occurring
within 6 months and often associated with anorexia and fa-
tigue. Moreover, anorexia has been reported in patients with
gastrointestinal stromal tumors, but unlike anorexia nervosa,
it was not associated with voluntary weight loss and binge-
ing/purging behavior but was frequently associated with the
presence of fever.

In this case, the negative criteria should also be considered,
notably the absence of fever, fatigue, cachexia syndrome, and
nausea and abdominal pain, which may have induced inten-
tional anorectic behavior in the early onset of the disease.

Anorexia nervosa and cachexia are two distinct syndromes
that may have synergistic effects in patients. Moreover, the

occurrence of metastasis in the case report might have in-
creased weight loss or, as pointed out by the authors, it might
have been preceded by weight loss, which may lead to a per-
petual cycle of maintaining weight loss and malnutrition. As
the authors stated, when the tumor became a large mass, it
could have created an early experience of satiety, and a highly
restrictive diet might have been reinforced by undetected gas-
trointestinal stromal tumors.

Hence, this case report is an interesting and exceptional
case of anorexia due to comorbid diagnoses. From a psycho-
neuroendocrinoimmunological point of view, this case de-
serves further attention.

Several studies in anorectic patients have found increased
levels of pro-inflammatory cytokines, such as interleukin (IL)
IL-1, IL-6, and tumor necrosis factor alpha (known for their
anorexigenic effects), indicating autoimmune activation (2).
Pathophysiological parallels have been drawn between the
role of cytokines in cancerous cachexia and their putative in-
volvement in the undernourished states observed in anorexia
nervosa (3, 4). Tumor necrosis factor alpha, IL-1, IL-6, and in-
terferon γ have been proposed as mediators of the cachectic
process. It has been shown that the levels of these cytokines
correlate with the progression of the tumors (5).

Therefore, it is not unreasonable to consider that the assay
of pro-inflammatory cytokines, such as tumor necrosis factor
alpha, in this case might have been a good marker of the
course of the disease and might have helped to disentangle
the evolution and the contribution of the two disorders to
weight loss when we considered serum levels of this cytokine.
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Drs. Halmi and Frankel Reply

TO THE EDITOR: We agree with Dr. Guilbaud and his associates
that measurement of pro-inflammatory cytokines may be
helpful in following the progression of gastrointestinal stro-
mal tumors. In fact, most patients with anorexia nervosa do
not have elevated cytokine levels; thus, an increase in these


