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Echopraxia in Schizophrenia

By JAMES CHAPMAN and ANDREW MCGHIE

learns to comprehend his model by acting like
it.

Piaget (i@@i) in a study of play and imitation
in childhood, considered that imitation evolves

through three different stages which inter
relateand overlapwitheach other.

The first stage, occurring in early infancy, is
that of sensori-motor imitation. The imitation
of the model is inseparable from the process of
perceiving it, so that the presence of a concrete
model is required.

At a later stage, from the age of 2 to 7 years,

there is a gradual differentiation of this sensori
motor activity, so that imitation may occur
with an image of the model and be â€œ¿�deferredâ€•
for a considerable time after the absence of the
model. Here the memory image is an integral
part of the imitative behaviour, acting as a
â€œ¿�negativeâ€•for potential future imitations.

In the final stage of development from 8 to
I 2 years, imitation is progressively independent

of perception and becomes a function of con
ceptual thinking. Imitation at this stage differs
from the earlier forms in that it is consciously
discriminative and deliberate, refers to detail
in the model, and is affectively determined.

It is no longer a perceptual-motor activity but
refers to data lying outwith the immediate

perceptualfield.
According to Piaget this transition from

primitive sensori-motor schemas to verbal
schemas underlies the gradual acquisition of
language. The purpose of imitation is to
achieve understanding and facilitate adaptation
to the environment. â€œ¿�Imitationthen, and this is
our essential conclusion, fits into the general
framework of the sensori-motor adaptations

which characterize the construction of in
telligence.â€•

This concept of functional continuity per
taining to different stages in the evolution of

INTRODUCTION

The term echopraxia refers to the automatic
repetition by an individual of visually perceived
actions of others. It has been reported to occur
in a variety of pathological mental states
(Stengel, 1947). Descriptions of the phenomenon
as it occurs in schizophrenia tend to be limited

to a brief reference to its presence in catatonic
patients, and it is not generally recognized to
be a feature of the early stages of the illness.
The purpose of this paper is to make an attempt
to analyse the phenomenon, in discussing the
subjective reports of a number of young
schizophrenic patients who were interviewed
in the early stages of their illness. Before pro
ceeding to these reports it may be useful to
examine briefly echopractic behaviour first as
it is reported in normal development and then
in clinical conditions, particularly chronic
schizophrenia.

Noiu.IAI.DEVELOPMENT

Although the term echopraxia is seldom used
to describe behaviour in normal childhood
development, there are some features of the
motor mimicry displayed by young children
which correspond closely with echopraxia as
defined above. One of the earliest examinations
of imitative behaviour was carried out by
Baldwin (1895,1897),who attemptedto con
struct a complete theory of early development
based on imitation. Baldwin traced the process
through three distinct phases which lead to a
socialized self. In the first â€œ¿�projectiveâ€•phase,
the child passively assimilates impressions from
others. During the second â€œ¿�subjectiveâ€•phase,
the child is â€œ¿�averitable copying machineâ€•,
assuming the movements and attitudes of his

model. In the final â€œ¿�ejectiveâ€•phase, the child
controls the previous involuntary imitation and
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imitative behaviour, which is implied in the
observations of both Piaget and Baldwin, is
closelyin parallelwith theviewsof evolution
of the nervous system expressed by Hughlings
Jackson (1958).This seems worth mentioning
at this point because of the relevance of such
concepts for interpretingthe clinicaldata
dealing with echopraxia in schizophrenia.
Hughlings Jackson pointed out that there was
no antithesis between the terms â€œ¿�voluntaryâ€•
and â€œ¿�automaticâ€•. The term â€œ¿�voluntaryâ€•is a
compound of the psychological and physio
logical. Concerning movements, there are all
degrees in the process of evolution from the
â€œ¿�mostautomaticâ€• to the â€œ¿�leastautomaticâ€•,
which is voluntary, but there is no absolute
distinction between the two. With progressive
disease of the brain it is the least automatic
movements which are first affected, and with
continuing dissolution of the nervous system,
there comes a point when the â€œ¿�mostautomaticâ€•
movements are affected.

Piaget stated that, although in the process of
evolution primitive sensori-motor adaptation is
largely replaced by conceptual thinking, the
former nevertheless remains all through life

the essential tool for perceptive activity
and the indispensable intermediary between
the perceptions and conceptual intelligenceâ€•.
Thus in normal adult behaviour one may still
observe traces of this primitive motor mimicry

in the process of empathy which is also in
tricately linked with the visual perception of
other people's actions.

So far, little experimental work has been
done in this field. However, Sarbin (iq@@), in a
paper on role theory, described an experi
mental study (Sarbin and Hardyck, â€˜¿�953)which
investigated the influence of postural behaviour
(as actions of persons) on role perception. This
work suggested that an individual's perception
of others is more accurate if he empathizes
with them.

EciioPI@x1A IN CATATONIC AND OTHER STATES

The classical view that echopraxia is a sign
of â€œ¿�automatic obedienceâ€• is still quoted in
current texts, although this was doubted by

Bleuler and questioned in more recent times
by Stengel (I@7). Bleuler (191 i) considered
that echopraxia in catatonia might result from
a weakening of associations so that the patient
failed to inhibit the perceived movement and
â€œ¿�consequently the imitation is carried outâ€•.
Bleuler also spoke of the sensory impression
becoming predominant and simultaneously
suppressing other associations, or alternatively
the patient might believe that the gesture he
perceived implied a command to imitate it.
Bleuler concluded this brief discussion of
possible mechanisms in echopraxia by stating:
â€œ¿�However, all these conjectures can hardly
satisfy us.â€•

Alternative views have been derived from
psychoanalytical theory. Representative of this
approach is Fenichel's view that echopraxia in
catatonia is a sign of regression to an infantile
level, where the mechanism of primary identi
fications predominates. Fenichel (I@6) attri
buted a restitutive function to the phenomenon,
regarding echopractic behaviour as a primitive
attempt at regaining contact with the environ
ment.

The most recent psychiatric investigation of
echo reactions appears to be that reported by
Stengel in 1947. This was a study of echo
reactions in various clinical states including

catatonic schizophrenia. Stengel referred to
echo phenomena observed in clinical conditions
which he outlined as follows: (i) Aphasia of
the â€œ¿�transcorticalâ€•type and advanced dementia
resulting in a similar speech disorder. (2) Low
grade mental deficiency with incomplete
development of speech. (@) Chronic epilepsy.
(@) States of clouded consciousness of various

origins. (@) Catatonic states. (6) Early period of
speech development in childhood. (7) States of
fatigue and lack of attention in the normal.

In interpreting his clinical observations,
Stengel considered that echopraxia resulted
from an urge to act and an impairment of
incomplete development of spontaneous activity.
He viewed echo reactions generally as an inter
action between an impulse to maintain social
contact and an opposing tendency to extreme
autism. Stengel considered that echo reactions
do not consist of indiscriminate repetition but
depend on personal rapport and that selectivity
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was exhibited by his patients, with regard to
both the person imitated and the action
repeated. Stengel used his clinical data to
argue against the assumption that â€œ¿�automaticâ€•
echo reactions are fundamentally different from
others. Finally, he found that the psychological
mechanism underlying echo reactions was that
of primitive identification and that the con
ditions which the phenomena had in common,
in a variety of different clinical states, included
an urge to act or speak, a tendency to repetition,
and an incomplete development or impairment
in the expression and perception of speech.

A common denominator of these interpreta
tions concerning echopraxia in chronic schizo
phrenia thus appears to be in the nature of an
analogy with the early stage of development,
occurring before the establishment of an
adequate ego boundary when there is no clear
differentiation between the â€œ¿�Iâ€•and the â€œ¿�not
Iâ€•. So far, echopraxia in schizophrenia does
not appear to have been approached from the
standpoint of impaired perceptual functioning.
The basis for such an approach has already
been laid down by the work of Weckowicz and
his colleagues in their experimental studies of
perceptual constancy in schizophrenia. Per
ceptual constancy refers to the ability to perceive
objects as stable structures when viewed from
different angles or from different points in
space. There is now abundant experimental
evidence that perceptual constancy is impaired
in schizophrenia (e.g. Crookes, 1957;
Weckowicz et al., 1957, 1958, 1959, 1960;
Hamilton, 1963). Weckowicz and Sommer
(i 960) carried out several experimental studies

which showed that body image and self
concept (â€œselfâ€•) were impaired in schizo
phrenic patients. These authors reduced these
disorders to a disturbance of perceptual con
stancy occurring in the subject's phenomeno
logical space, which includes both the perceived
physical space and perceived social space.
Weckowicz and Som.mer concluded that:
â€œ¿�thereis a close relationship between the per
ception and knowledge of the external world,
of one's body and of one's self. One influences
the other. All three are affected in schizo
phrenia probably by a disturbance of some
underlying physiological mechanismâ€•. In the
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present paper, echopraxia in schizophrenia is
approached from a similar standpoint.

CuNI@i. DATA

I. Advanced Stages

The â€œ¿�moreautomaticâ€• forms of echopraxia
which can occur in schizophrenia may be
illustrated by a brief description of the behaviour
of two patients who were studied in a group
setting. The group comprised eight male
patients (@ catatonic and 4 hebephrenic) who
were in the advanced stages of the illness and
had remained in hospital many years. None of
these patients was accessible to verbal com
munication and subjective reports of their
echopractic behaviour could not be obtained.
One mute catatonic patient (A.S.), aged 29
years, demonstrated echopraxia more markedly
than any of the others in the group. When this
patient perceived any action or change in
posture of any other group member, he auto
matically moved into an identical position no
matter how complex this may have been. For
example A.S. was sitting rigidly immobile on
the right side of a second patient J.W., looking
at a point on the floor. The latter patient, J.W.,
then moved back in his chair and took up a
slouching posture with his left hand on his chin,
hisleftelbow leaningon thearm ofthe chair
and his right leg crossed over his left. He also
had put his right hand in his trouser pocket
and his whole body was tilted towards the left.
A.S. looked up at this patient as the latter was
moving and then moved from his original
position into one identical with that of J.W.,
including the body tilt. After a brief pause,
A.S. shifted his attention to a third patient in
the group who had just flexed his left knee
upwards clasping it with both hands. A.S.
repeated this newly-perceived action and main
tained this change in posture until about a
minute or so later when he altered his bodily
position to repeat an action deliberately intro
duced by the observer, who had placed both
hands round the back of his neck. The number
of such automatic repetitions of visually per
ceived actions performed by this patient
amounted to between 30 and 40 in any session
of one hour in the group situation. He was also
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observed to behave like this continuously
throughout the day and the total number of
such repetitions was uncountable. The repeti
tions were not limited to changes in bodily
position, but also occurred with actions such
as whistling. The initiation of such automatic
repetition of actions seen appeared to be in
voluntary, but the patient showed frequently

that he was aware of the process just after it
had started by apparently attempting to stop
it. When this occurred he put his arms in front
of his eyes, or more frequently simply closed his
eyes. This interrupted the echopractic activity,
which then did not develop to completion.
However, as soon as he opened his eyes and
perceived another person's actions he at once
resumed this type of behaviour.

Echopractic behaviour of this overt kind was
not limited to catatonic patients in the group.
One hebephrenic patient (E.H.) who had no
other catatonic symptoms demonstrated echo
praxia while looking at other people and at
television. On several occasions in the ward he
was observed to repeat a variety of complicated
actions of persons appearing on the screen.
From time to time he showed echopractic
behaviour in the group situation. For example,
he perceived another patient (W.M.) sitting
opposite him rubbing his face and forehead with
his hand. E.H. then automatically performed
the same action three times. When he was asked
one day why he had just repeated the actions
of another person, he said, â€œ¿�I'msitting here
body-snatching. I keep picking up fresh bodies.
Nobody else can make them work.â€• (â€œHow do
you work them?â€•) â€œ¿�Ijust sit in them and they
work.â€• (â€œYou sit?â€•) â€œ¿�Youdon't sit, you
imagine or realize it. You can go in or out of
any mind.â€• On another occasion, when he was
exhibiting echopraxia while watching the
television screen, he was asked if he was
enjoying the programme, and replied, â€œ¿�Yes,
but I don't know which is myself.â€•

II. Early Stages

The schizophrenic patients to whom the
following reports refer were interviewed within
the first two years of their illness. The diagnosis
of schizophrenia was confirmed by two inde

pendent consultants. In the initial examination
all these patients showed evidence of dis
ordered thinking and affect. They also had an
abundance of other symptoms which included
disturbances in the processes of attention, per

ception and motility. They did not exhibit
overt echopraxia to the degree found in chronic
catatonic patients. The fact that these patients
were nevertheless prone to engage in echo
practic behaviour at certain times under
certain conditions was revealed by the patients'
verbal reports, which were gathered in a series
of tape-recorded interviews. It was later
recognized that these patients did have overt
tendencies at times to repeat the actions and
movements of the observer. For the purposes
of this paper, the relevant statements from each
patient have been abstracted from the tape
recording and appended to a brief summary of
the case.

Case z. (K.M.) An intelligent young woman of 19 years.
The duration of illness prior to interview was two years
without remission. The onset of the psychosis occurred in
the spring of 1959, early in her eighteenth year. She
became moody, with transient bouts of depression followed
by sudden hilarious laughter. She became progressively
withdrawn socially, and developed ideas of reference,
passivity feelings and sudden attacks of excitement and
impulsiveness. There was an insidious deterioration in
personality, with thought disorder, incongruity of affect,
delusions, auditory hallucinations and cataleptic signs.
Volition had become steadily impaired from the outset.
She expressed bizarre ideas concerning the function of her
brain and also delusions referring to other people reading
and controlling her thoughts. She also exhibited body
image disturbance and echolalia. When reviewed two
years after the initial interview, there was no significant
improvement in her clinical condition, and she showed
overt echopraxia.

The patient said, â€œ¿�IfFrankie (her boy-friend) was here
â€”¿�ifhe was standing up, I would be apt to think that I
should be standing up too. I used to try and think myself
somebody else. I was thinking too much of the other
person. The way Jean (her sister) spoke, I wanted to
speak. They had control over my mind. If Jean would
walk down the road with an umbrella in her hand, I
would try and walk the same way, even though I didn't
know the step to take.â€•

This patient reported experiencing â€œ¿�blankspellsâ€• in
relation to which her perception of the environment and
of her own body became unstable. She said that other
people's faces kept changing; sometimes she saw only
â€œ¿�halfa faceâ€• (e.g. when the observer sat sideways) and
she had to wait â€œ¿�untilthe two halves came together
againâ€• (when observer turned face to face). She said that
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when she was looking at other people, they often changed
in shape and size quite suddenly.

Case2. (A.H.) A college student, aged 20, who had a
markedly schizoid premorbid personality. The duration
of illness prior to interview was i8 months. He became
progressively unable to communicate coherently with
others, and gradually withdrew into his own fantasy life.
He lost control over his thinking and affective responses,
and developed persecutory ideas that people around him
were beasts who were exploiting him and treating him
like an animal. There was progressive impairment in
volition, and two years after the initial interview he had
deteriorated further and was drifting about the country
in a very solitary fashion, being sporadically employed
for short periods in unskilled labour.

This patient reported, â€œ¿�Isometimes doubt myself as a
person. When I'm mixing with people my own personality
goes; it gets scattered. I am reflecting parts of them, just
to try to be someone among them. I lose myself and
become a mirror of them. If they laugh, I must laugh and
they do something, I do it. It's got to be coincident, in
complete sympathy. If I could assert myself as a person
into the situation, it would be much better for all of us.
I've got to make the landscape acceptable to the person,
the landscape being me. If! am walking along the street
and somebody is walking ahead of me and I think about
it, I get afraid I will take up the same step.â€•

As with the other patients in this study, this patient
showed and experienced great variation in the functions
of attention and perception. At one time he could be
attending to and perceiving accurately certain aspects
of his environment, while, at other times, these functions
were so disrupted that the patient ceased to attend to any
form of sensory stimulation. On these occasions, the
patient did not appear to have any effective perceptual
contact with his environment. He referred to thesechanges
in subjective experience as â€œ¿�trancesâ€•and produced the
followingaccount:

â€œ¿�Iget less and less conscious of what people are saying
and my senseswithdraw completely. My mind just comes
to a stop, and then I don't pay attention to anything. I
don't want to go into a trance, for I am nothing if I
haven't got contact with the outside world. People disturb
me in bringing this on by stopping and talking. I get a
terrible excitement with butterflies and all hot and then
everything flashes with emotion in your ears and eyes and
everywhere. At these times when I go into a trance,
everything in the past, all my experiences, knowledge,
everything I have learned, things that should have been
put to me at the time in dealing with the situation are
not there. I don't have the ability at the time to use it.
Everything goes and afterwards you can think about it.â€•

Case 3. (J.H.) A student of high intelligence, aged 20
years, whose psychosis became manifest six months prior
to his admission to hospital. He lost interest in his promis
ing career, took to philosophical and religious specu
lation and gradually became preoccupied with his own
fantasies.As wellasdisorderedthinkingandaffect,he
had symptoms of disordered motility, and he frequently
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experienced a transient loss of identity in relation to
changes in mental function which he called â€œ¿�trancesâ€•.

This patient stated that by concentrating visually on a
person he could temporarily â€œ¿�becomeâ€•that person. He
reported to the effect that if the other person moved, the
condition of being â€œ¿�atone with himâ€•was disturbed and
he had to alter his own body position in order to accom
modate to the changes he perceived in the other person.
Each time this happened, he felt that he was somehow
different : â€œ¿�Youare dying from moment to moment and
living from moment to moment and you are different
each time.â€•

The patient went on to give an account of his mental
state at the times when he behaved in this fashion.
â€œ¿�Youlook at the object and concentrate on it so that
you become the object. There's nothing else to hold
the mind other than the object. The mind being concen
trated on the objectâ€”this is the state of going into a
tranceâ€”the mind loses the capabilities of receiving any
messages from any other objects. The messages give us a
sense of existence. When the mind concentrates on one
particular object only, that one object is the only one to
react to, and the mind becomes one with the object, the
object is the mind. You lose the sense of the object's
separate identity. While you're with it, you're not with it.
It's the same with people. When I meet a person there is a
sudden confusion for a moment.â€•

At these times, he found that he could not utilize his
memory resources in order to express his ideas, and he also
failed to comprehend speech. On numerous occasions he
found that if he did not make an effort to adapt to changes
in the other person he then perceived them in a grossly
distorted fashion, relating to size, shape and distance from
him. Thus, on these occasions he perceived the other
person as getting bigger and smaller alternately and
â€œ¿�comingcloser to me so that I had to shrink backâ€•.

Case @i.(A.M.) An intelligent man of 28 years of age,
whose illness of one year's duration prior to interview,
had been ushered in by a sudden display of bizarre
behaviour at work. He had dropped his tools and stood
motionless, staring into space with his arms outstretched
to the side. He became progressively isolated socially and
impaired in his volitional performance. He showed
disorder in thinking and affect. In the second year of
his illness he developed other symptoms, which included
unorganized paranoid delusions, auditory hallucinations,
ideas of reference and a disturbance in body image and
motility. The following is a spontaneous communication
from the patient directed towards the observer at the
recorded interview:

â€œ¿�Yousit there and you don't move much at all and you
don't appear to change much. If you move noticeably, the
person you are talking to might get distracted and lose
track. One time I was sitting with a friend, and suddenly
he changed and I told him â€˜¿�don'tmove or I'll have to
move too'. You have not changed much here because you
have remained static, but sometimes it does affect me.
Somebody moves or crosses his knees [as the observer had
just done, and which the patient repeated]. I feel I have
to move at the same time. It is a matter of timeâ€”like the
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two minds getting attuned, for it makes it easier to under
stand the person's thoughtsâ€”reading the other person's
mind. The problem is to differentiate myself from other
people. I might have to impersonate somebody, playing a
role or being an actor for a short period. I know you can't
change yourself and become another person completely,
that is obviously impossible, but you can play the part
for a time. I say to myself â€˜¿�Whowill I be today?' You
take in more of a person, you get acquainted and you
gradually build up the person.â€•

Frequently at interviews with this patient, verbal
communication tended to break down, and the patient's
attention was taken up by minor irrelevant actions on the
part of the observer. At these times, such irrelevant move
ments were perceived as meaningful â€œ¿�signalsâ€•by the
patient. For example, on one occasion the observer
removed his hand from his pocket. The patient suddenly
stopped talking and after a short pause said â€œ¿�I'velost
my concentration now. I thought you wanted me to stop
talking, and I knew it was a deliberate gesture. You had
control in your mind and you sent out a signal. You held
up your hand and it interrupted my thoughts.â€•

Quite often, the dynamic changes in attention and
perception just described would be immediately followed
by a brief period in which the patient appeared to lose his
perceptual contact with the environment. This patient's
account of these â€œ¿�blankspellsâ€• is as follows:

â€œ¿�It'slike a temporary blackout with my brain not
working properly, like being in a vacuum. I just get cut
off from outside things and go into another world. This
happens when the tension starts to mount until it bursts
in my brain. It has to do with what is going on around
meâ€”taking in too much of my surroundingsâ€”vital not
to miss anything. I can't shut things out of my mind and
everything closes in on me. It stops me thinking and then
the mind goes a blank and everything gets switched off.â€•

Case 5. (J.McD.) A 28-year-old labourer of less than
average intelligence whose psychosis was of two years'
duration without remission. This patient's symptoms in
cluded the rapid development of auditory and later
visual hallucinations and poorly systematized paranoid
delusions of being poisoned and being made radioactive.
He said that he could communicate telepathically with
other persons and also with cats, dogs and birds. He was
convinced that other people, even those appearing on
television, could read his thoughts. He expressed bizarre
delusional ideas, for example that a ventilator in the room
was attempting to have sexual relationships with him.
He was convinced that other people were controlling his
mind, inserting dirty ideas into his own thoughts and
sending messages to him by moving different parts of their
bodies. This patient's thinking disorder was so gross that
his report is less coherent than some of the others but
nevertheless it does follow the same trend.

â€œ¿�Icould be my brother's sort of mind or my other
brother's sort of mind. More or less when I'm facing him
it makes me think he is just speaking to himself. If! have
time to think about the other person you sit and study the
person, you try and copy the way he reads or the way he
speaks. That's how you imitate the other person. There's

not many people you can imitate. You can do it by
thinking hard enough to get a vision, make your mind a
blank. When you have him in your mind and then you can
try and express what he is saying, the way he reacts.â€•

This patient produced much more material ofthis kind,
all ofwhich indicated a confusion ofidentity. â€œ¿�Yourmind
gets trained to this person, and when you see this person
doing all these reactions, speaking and maybe moving
about, you can sometimesâ€”you can actually feelâ€”I move
in the same way as they were, but I don't know if the
person feels whether I am in his sort of mind. Sometimes
it makes me think I am taking an impression of his body.
You would think I have taken an impression of his mind.
I feel it coming on but I just can't do anything about it.
I just have to work along with it.â€•

This patient further described how, while sitting
listening to a radio programme, he recalled seeing certain
statues of Christ and saints in the church which he
attended. In this process of recall from memory he
appeared to assume the same bodily position of the
particular statue or image which was in his mind at the
time:

â€œ¿�Ihave seen the saints in my mind and when I can
visualize it very clearly, I find my fingers and my hands
going into the same position as the statue of the saint,
and I'm standing the way he was standing.â€•

Case 6. (C.G.) A clerk, aged 27 years. The duration of
illness was nine months. As well as disorders of thinking
and affect, this patient had auditory hallucinations,
delusions of reference and disordered motility. He stated
that he had telepathic powers and that he could com
municate with other persons, at great distances, by
moving his toe or other parts of the body. He engaged in
conversation with his own thumb which he claimed could
speak back to him.

During the recorded interview, this patient suddenly
brought spontaneously to mind certain experiences he had
had while in hospital. â€œ¿�Oh,I have never talked about this
before. When I was in that other wardâ€”there was
sometimes the action of people. There was a Willie T.
He used to walk about lighting his pipe. It may be the
case that I was walking about and the image came into
my mind of his walking about. It was almost as if I was
he. I was doing the same things as he was doing. Some
others too. I knew I was walking about and I felt it was the
same actionâ€”doing the same things as he didâ€”the same
way he walked. I think it was just memory.â€•

This patient appeared to be engaging in echopractic
behaviour while perceiving memory images of other
persons. He also reported to the effect that while he was
perceiving an image of a girl, he felt that he had assumed
a female body and began to walk and act like a female.
However, the patient's motor behaviour was also in
fluenced by direct visual perception of other people's
actions. He said, â€œ¿�Ifound people could speak to me by
their actions. If they were standing with their arms folded.
I found my arms and shoulders moving.â€• This patient
not only passively assimilated the movements of other
persons and equated these movements with thoughts, but
at times engaged in a â€œ¿�conversation of gesturesâ€•. In
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relation to this he saidâ€”â€•It's like casting your mind

over to the other person, it's thought you're passing over.â€•

Case 7. (G.H.) An apprentice slater, aged 21, with a
hebephrenic illness of sixteen months' duration prior to
admission. During this period his personality had under
gone a rapid, progressive and persisting deterioration.
Thought disorder and incongruity of affect were pro
nounced. He had numerous bizarre ideas (e.g. he had
swallowed a fork which was travelling around inside his
body), auditory hallucinations and unorganized paranoid
delusions. He showed a marked distortion of body image
and also defects in visual and auditory perception. He
also exhibited stereotypies of behaviour, some minor
catatonic symptoms and marked echolalia. When re
viewed three years after this interview, his clinical state
was one of dementia. This patient stated when he came
to interview:

â€œ¿�Idon't know if I'm George today.â€• When asked to
explain this, he replied to the effect that he had just been
in the company of another person and had copied his
actions. â€œ¿�Ifelt I was better, a man grown up. I just
thought I could use any name. I can use any kind of
name that goes with my mind. I feel like I am everybody.
When I'm talking I feel I just want to do what they are
doing and be everybody and copy them to be what they
are. It helps me to understand everybody and what they
are and how they feel.â€•

This patient also made a spontaneous report at inter
view which seemed to be a projection of his own echo
practic experience on to the observer with the development
of an associated delusion of supernatural power. On this
occasion the observer touched a paper on his desk and the
patient said, â€œ¿�Ican make you move just now, doctor. I
can make you touch a table.â€• (How can you do that?)
â€œ¿�Youdid it. I pointed my finger there and you pointed
yours. I moved my finger just now and you were looking
at my finger and studying it and the brain came from my
finger and you put your finger down there just now as if
I was guiding it. I was guiding it because my finger went
that way and yours did the very same.â€•

This patient had experienced â€œ¿�blankspellsâ€• frequently
from the onset of his illness. During these episodes the
patient suffered a severe impairment of perceptual
constancy in relation to his own body and the environ
ment. He said that at these times his body was â€œ¿�breaking
up into bitsâ€•. He had to remain still during the episode,
otherwise his body might move forward but â€œ¿�leavemy
feet behind meâ€•. If this patient moved his head and eyes,
stationary objects were perceived to move accordingly.
Objects in the interview room, such as the table, ashtray,
telephone, were perceived to be changing in size and
shape and moving closer or farther away from him. When
looking at another person he said he saw â€œ¿�onepicture one
moment and another picture the nextâ€•. When out
walking, he perceived the sun to be falling out of the sky
towards him. â€œ¿�Ifollowed the sun and it seemed to drive
me along. The sun seemed too big for me and it was
coming closer. Everything else seemed to be coming
closer and bigger all the time.â€•

DISCUSSION

The reports of these schizophrenic patients
appear to indicatethat subjectiveawareness
of echopraxia may precede its overt clinical
manifestation by a very considerable period of
time. Thus, specific enquiry for this symptom
may lead to early recognition of its presence in
the clinical picture in hebephrenic as well as
catatonic states. Although echopraxia in chronic
schizophrenic patients may persistfor long
periods of time as illustrated above, in the early
stages it appears to occur only at certain times
under certain conditions. The echopraxia
reportedby these patientschieflyoccurred
when they were lookingat and attempting
active communication with another person.
To some extent, this bears out Stengel's view
that echo reactions are dependent on personal
rapport. Another feature suggested by the
present study was that echopractic behaviour
most frequently occurred when verbal com
munication was in process of breaking down,
albeit transiently. This too is in agreement with
Stengel's observation that echo reactions are
associated with impairment of the expressive
and perceptive aspects of speech. Further
examination suggested that at these times the
patients were unable to utilize their immediate
memory resources for the purposes of expressing
ideas and were at the same time failing to per
ceive speech in an organized fashion. With this

latter change in subjective experience, verbal
conversation became for one patient (A.M.):
â€œ¿�justa babble of noiseâ€• or as another patient
(G.H.) put itâ€”â€•words in the airâ€•. These
particular difficulties that schizophrenic patients
have in the perception of speech have been
reported in previous clinical and experimental
studies(McGhie and Chapman, 1961, 1964;
Lawson, McGhie and Chapman, 1964). In
addition, some of the experimental findings in
these studies (Chapman and McGhie, 1962)
suggested that in schizophrenia there is a
breakdown in selective attention, which may,
in certain conditions, lead to an overloading of
short-term memory with irrelevant sensory
data. It is probable that this breakdown is
related to the impairment in perceptual
functioning which may give rise to a wide
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variety of symptoms in schizophrenia, as
described by Weckowicz and Sommer (196o).

The echopraxia, described by the patients
in this study, appears to have a close relation
ship in time with other subjective changes in
perceptual experience which the patients report
to develop during the episodic â€œ¿�blankspellsâ€•.
There appears to be a point of time when the
patient is so overwhelmed by a flood of sensory
impressions that it is impossible to assimilate
them, or to select any of them for integration
with past experience. We would very tentatively
suggest from our observations, that it is at this
point of time during the transition from active
attention to a condition of inattention that
perceptual constancy becomes disturbed in
relationtothebody,selfand environment,and
that echopraxia may develop.
Although we have said that echopraxia

chiefly occurred when the patients were looking
at another person, this was not always so, as
illustrated by the reports of two patients (Cases
5 and 6) who behaved in a similar fashion while
perceiving a memory image of another person.
Also, apart from observationsmade in this
study, echopraxia of a gross degree in relation
to television images has been previously
reported (Hay, 1955). Since similar behaviour
can arise from three quite different sources, it
would seem that the source of perceptual
stimulation is not such an essential feature
of echopraxia as the way in which the sensory
impressions are perceived and assimilated. If
we accept this type of motor mimicry, in
response to indirect sources of stimulation, as
being no different from that which occurs in
the face-to-face situation, then it may be
possible to broaden our previous definition of
echopraxia to include all forms of mimetic
motor behaviour which arise simultaneously
with the perception of any sensory data per
taining to the actions of another person. This
definition of echopraxia would then correspond
more closely with that of imitation in childhood
development as described by Piaget.

The clinical findings in the present study
confirm that the patients identify in a primitive
way with the other person when they engage in
echopractic behaviour. However, the dynamic
conditions in which echopraxia occurs appear

to be more complicated than this. The identifi
cations experienced by these patients appeared
to be of a secondary and transient nature and
at the time of interview, none of them suffered
a persisting loss of identity. The duration of
these fleeting identifications appeared to co
incide with the time taken for the visual
perception of the other person to be assimilated
in consciousness. In other words, a change in
the perception of the patient's â€œ¿�socialspaceâ€•
was associatedwitha correspondingchange in
identification. The patients found that they
could prevent both these fleeting identifications
and the development of echopraxia by looking
away from the other person. For example the
patient C.G. (Case 6) saidâ€”â€•They make move
ments first and I contact back. They have a
certain control over my mind and body, so I
look away. I cannot look at a person when this
comes on for all these peculiar sensations will
come over me.â€• (It is worth while noting at this
point that echopraxia may be associated with
delusions of influence.) The chronic catatonic
patient (A.S.) tended to combat these experi
ences by closing or covering his eyes. Thus all
the patients in the study were subjectively
aware of their tendencies towards identifying
with and imitating others. As far as one could
observe, the identifications did not precede the
echopraxia. Both phenomena appeared to
occur simultaneously as the patient's perceptual
contact with his environment was being dis
rupted asdescribedabove. Some ofthe patients'
reports suggest that sensory data from internal
sources, memory, proprioception, etc., were
disruptedatthesame time.

Thus, this tentative theoretical approach to
echopraxia in schizophrenia is similar to that
followed by Weckowicz and Sommer in order to
account for disorders of body image and self.
concept in schizophrenia. We would suggest,
then, that echopraxia may develop as the result
of a disturbance in perceptual constancy which
affects the perception of the environment, one's
body and one's self@

With this approach one can trace different
degrees of echopraxia in schizophrenia which
seem to bear a resemblance to Piaget's three
developmental stages of imitation. In one
extreme, echopraxia in schizophrenia can be

https://doi.org/10.1192/bjp.110.466.365 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.110.466.365


1964]

almost completely â€œ¿�automaticâ€•or â€œ¿�involun
taryâ€•, even in the early stages, and in the other
extreme it may be a more â€œ¿�voluntaryâ€•con@
scions act. At certain times the patients had
very little control over their echo reactions.
On the other hand, the patient A.M. (Case 4)
who talked of playing roles and said to himself
â€œ¿�Whowill I be today?â€•â€”appeared to be
exercising conscious discrimination in this
respect. Echopraxia in relation to memory
images appears to lie somewhere between these
extremes. This form of echopraxia is still
â€œ¿�automaticâ€•in the sense that it appears to be
an integral part of the perceptual activity, but
there would seem to be some degree of dis
crimination involved. â€œ¿�Voluntaryâ€•echopraxia
appears to occur when the patient's cognitive
function and perceptual processes are least
disturbed. With progressive dissolution of
mental function, whether this be transient as
in the early stages, or more persistent as in
the chronic catatonic states, echopraxia may
become more automatic.

If this comparison with genetic psychology
is valid, it may be possible to obtain a better
understanding of the significance of echopraxia
in schizophrenia. We could then consider a
functionalcontinuityto existbetween the
primitive sensori-motor activity represented in
the â€œ¿�automaticâ€•echopraxia of the chronic
catatonic and the â€œ¿�voluntaryâ€•form, nearer to
the process of empathy in normal persons,
exhibited by less deteriorated patients. Echo
praxia in relation to memory images would be
intermediate in this transition, corresponding
with Piaget's stage of deferred imitation; all
three stages of echopraxia could similarly be
related to corresponding levels of language
development. In other words, the degree of
â€œ¿�automaticityâ€• in echopraxia can possibly be
utilized as a measure of impairment in thinking
and language ability. Echopraxia in schizo
phrenia would be regarded as a sensori
motor adaptation which may vary in degree,
facilitating understanding and adaptation, and
in an interpersonal situation serving as a primi
tive form of sensori-motor communication.

Returning to the concept of evolution and
dissolution of the nervous system, we might
conclude at this point that one of the earliest
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changes in schizophrenic experience involves
impairment of the process of empathy with
other persons. Without this abilityâ€”â€•the
essential tool for perceptive activityâ€•â€”or as
the disease progresses, without more overt
echopraxia,theschizophrenic'sperceptionand
understanding of the outside world becomes
subject to increasing degrees of distortion.

The phenomenon of echopraxia in relation
to memory images seems worthy of elaboration,
since it has not been hitherto reported in the
psychopathology of schizophrenia. The reports
of the patients who engaged in this behaviour
suggested that the dynamics of the process were
similar to those described by Piaget in his
â€œ¿�deferredimitationâ€•inchildhood.That is,the
visual perception of the image is not dissociated
from the accompanying motor activity, but is
inherent in it. The visual or memory image is the
â€œ¿�negativeâ€•which is continued as a â€œ¿�positiveâ€•
in the imitation. This form of echopraxia is thus
a perceptual-motor activity, the imitated action
being an integral part of the perception of the
image itself. Consequently, the duration of the
activity does not outlast the perception of the
image. If this is true for schizophrenia, its
implications for bizarre behavioural changes in
this disease are considerable. Thus, if a schizo
phrenic is engaged in the perception of an
image of Christ being crucified, he is likely to
â€œ¿�actoutâ€• this perception by appropriate
modification of his motor behaviour. However,
one could conceive such perceptual-motor
schemas as having a content potentially more
dangerous than this, and it is possible that echo
praxia to memory images, especially in the
acute cases, could be the source of homicidal
or suicidal acts of an â€œ¿�automaticâ€•nature.

It is tempting to compare echopraxia as
described above with similar patterns of
behaviour in childhood and in particular to
Piaget's three developmental stages of imita
tion. However, it would seem important not
to attempt to link echopraxia in adult schizo
phrenic patients with any one stage of infantile
development, because the process appears to
be a very dynamic one and at different times
in the same patient one may observe behaviour
which bears some resemblance to all three
stages of development.

4
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Sui,@.py

The evolution of imitative behaviour in the
early stages of normal development is briefly
examined, with particular attention being paid
to Piaget's three levels of motor mimicry. The
observations of previous workers who have
studied echopractic behaviour in advanced
schizophrenic patients are discussed, and a few
illustrationsof thistype of imitativebehaviour
are cited from our own observations of a group
of chronic schizophrenic patients. An examina
tion of the subjective reports of young schizo
phrenic patients suggests that echopraxia also
occurs in the early stages of a schizophrenic
illness, although in a more transient and con
trolled form. Here echopractic tendencies in
young schizophrenic patients are interpreted
as resulting from the general breakdown in
perceptual constancy which appears to be a
feature of the early stages of the illness. Finally
an attempt is made to relate the different forms
of echopractic behaviour observed in schizo
phrenic patients to the developmental stages of
imitative behaviour outlined by Piaget.

ACKNOWLEDGMENTS

We should like to acknowledge the helpful advice given
by Professor I. R. C. Batchelor, Professor of Psychiatry,
University of St. Andrews, and Dr. P. G. Aungle,
Physician Superintendent, Royal Dundee Luff Hospital.

REFERENCES

BALDWIN, J. M. (1895). Mental Development in the Child and
in the Race. New York: Macmillan.
(1897). Socid and Ethical Interpretations in Mental

Development.New York: Macmillan.

BLEULER, E. (â€˜9â€•). Dementia Praecox or the Group of
Schizophrenia.c. New York: Int. Univ. Press. â€˜¿�950.

CMAP@eAN,J., and McGMIE, A. (i 962). â€œ¿�Acomparative
study of disordered attention in schizophreniaâ€•,
3. Ment. Sci., io8, 487â€”500.

â€”¿� (i96@). â€œ¿�An approach to the psychotherapy of

cognitive dysfunction in schizophreniaâ€•, Brit. 3. Med.
Psychol., @6,253â€”260.

Caooicr.s, T. G. (i957). â€œ¿�Sizeconstancy and literalness
in Rorschach Testâ€•, ibid., 30, 99.

FENIcHEL, 0. (i@6). The P@hoanalytic Theo!y of Neurosis.
New York: Norton.

HAMILTON, V. (1963). â€œ¿�Size constancy and cue respon

siveness in psychosisâ€•, Brit. 3. Psychol., 54, 25â€”39.
H@x, C.@ â€œ¿�Command-automatism and echopraxia

to the televisionâ€•, Amer. 3. Psychiat., 112, i, 65.
JACKSON, J. H. (1958). Selected Writings II. (Ed.: James

Taylor.) London: Staples Press.
LAWSON, J., McGMIE, A., and CHAPMAN, J. (z96@).

â€œ¿�Perceptionof speech in schizophreniaâ€•, Brit. 3.
Psychiat., 110, 375â€”380.

McGmz, A., and CHAPMAN, J. (ig6i). â€œ¿�Disordersof
attention and perception in early schizophreniaâ€•,
Brit. 3. Med. Psychol., 34, 103-I i6.

PIAGET, J. (i@si). Play, Dreams and Imitation in Childhood.
London: Heinemann.

SAP.rnN, T. R. (i@). â€œ¿�Roletheoryâ€•, in: Handbook of
Social Psychology, I, 230-232. Cambridge, Mass.:
Addison-Wesley.

â€”¿� and HARDYCK, C.@ â€œ¿�Contributions to role

taking theory: role-perception on the ba.'.isof postural
cues.â€•(Unpublished manuscript.)

STENGEL, E. (i@'). â€œ¿�Aclinical and psychological study

of echo reactionsâ€•. 3. Ment. Sn., 93, 598â€”612.
WEcKowIcz, T. E. (@@â€˜). â€œ¿�Sizeconstancy in schizo

phrenic patientsâ€•, 3. Ment. Sci., 103, 475â€”486.
and BLEWETr, D. B. (i@@g). â€˜¿�@Sizeconstancy and

abstract thinking in schizophrenic patients.â€• Ibid.,
105, 909-934.

â€”¿� and SOMMER, R. (i96o). â€œ¿�Body image and self

concept in schizophreniaâ€•, Ibid., io6, 17â€”39.
â€”¿�, â€”¿� and HALL, R. (1958). â€œ¿�Distance constancy in

schizophrenic patientsâ€•, Ibid., 104, 437â€”000.

James Chapman, M.B., Ch.B., D.P.M., Research Assistant, Department of Psychiatry, University of St.
Andrews, Queen's College, Dundee (supported by a Medical Research Council Grant)

Andrew McGhie, M.A., Ph.D., Prznczpal Psychologist and Lecturer in Clinical Psychology
From the Royal Dundee L!ff Hospital and the Department of Psychiatry, University of St. Andrews

https://doi.org/10.1192/bjp.110.466.365 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.110.466.365



