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DISCUSSION
In a medical curriculum where educational contents, 
especially in pre-clinical years are fully loaded with 
basic sciences subjects, the existence of a clinical skills 
program as a vertical theme takes lots of effort and is 
difficult to implement. Our efforts were focused on 
developing an evidence-based clinical skills program 
for the pre-clinical year which would benefit medical 
students to acquire effective psychomotor skills at 
every stage of the medical curriculum. 

There are many advantages of introducing a 
clinical skills program in the early years of the medi-
cal curriculum. One study showed that the early 
introduction of clinical skills in the medical curricu-
lum increases students’ interest and provides 
relevance to their studies12. According to our results, 
more than two-thirds of the class were satisfied with 
the program and the facility provided to them was 
conducive for learning. Wasson described that a 
better learning environment has a great impact on 
student learning and enhances students` prob-
lem-solving skills13. A study by Pande mentioned that 
skills taught practically have a greater impact on 
students` knowledge retention. Most students 
expressed pleasure with the program, but there was 
also a low level of agreement on the opinion that 
this clinical skills training mimics or is equivalent to 
what they learned in a hospital setting with real 
patients14. This argument is partly true as training in 
clinical skill laboratories would never be an alterna-
tive to training on real patients in a real hospital 
setting. Students attending skill labs already have 

the perception that the skill lab settings are artificial, 
not real as in hospitals. But at the same time, training 
in the clinical skills lab has many advantages as it 
improves skills related to communication skills, 
universal precautions, and assessment of skills done 
through the structured checked lists which provide 
objectivity in assessment, though the real effective-
ness of clinical skills programs in preclinical years 
could only be measured if another study is done in 
later years comparing both tradition method with 
training in the clinical skills laboratory15.  However, 
most of the students believed that a clinical skills 
training program helped in the acquisition of knowl-
edge and skills for other subjects in the integrated 
curriculum and provided them with a good context 
of learning. 

Most of the students in this study have consensus 
that the clinical skills laboratory is well equipped and 
its curriculum provides them with a safe learning 
environment to learn procedural skills, it also 
improves their communication skills and teaches 
them to follow universal precautions while doing any 
procedures. 96% of the study participants agreed 
that learning in a clinical skills laboratory creates 
interest and motivates students to learn new things. 
A study done by Zhaalts R and colleagues to investi-
gate the association between motivation and learn-
ing environment has reported a significant correla-
tion between motivation with learning environ-
ment16. Moreover, many clinical skills schools around 
the world have implemented clinical skills program 
as a vertical theme in the curriculum, which means 

the program runs parallel with other subjects of 
basic and clinical sciences, they have incorporated 
many skills like evidence-based medicine, bioethics, 
communication skills, and basic research skills in their 
program and running these programs successfully 17. 

Wright State University School of Medicine has a 
wonderful bioethics program of clinical skills labora-
tory, likewise, Harvard Medical School conducts a 
communication skills module in pre-clinical years 
similarly many other medical colleges are involved 
in conducting research, and evidence-based medi-
cine modules in the clinical skills laboratory in 
fourth-year MBBS program18,19,20. 

Moreover, it can be inferred from our results that a 
small percentage of students think that the clinical 
skills taught in the clinical skills laboratory have a 
limited role and application when it comes to 
replicating on real patients. This view can be 
respected but there is always an advantage to start 
something new and early in the curriculum which 
has clinical relevance and practical application in 
the curriculum. There is strong evidence to support 
this argument that whenever something new is 
introduced in the curriculum, there is always a little 
resistance from faculty and students as they look 
hesitant in this regard21. 

Mixed responses were also observed when students 
gave feedback to instructors; there was a compara-
tively low rating on questions where they were asked 
if instructors were providing content in a structured 
and organized manner. The fact that the program's 
instructors lacked the necessary qualifications to 
offer simulation-based instruction at the outset 
created a major issue. Most of the students believed 
that the program's execution at the instructor level 
needed improvement, hence there is a need for a 
faculty development program for those instructors 
who are participating in skills training that focuses on 
simulation-based learning22. 

There is much to learn and consider as we reevalu-
ate our goals for the clinical skills lab. As time goes 
on, we anticipate that the clinical skills lab will play a 
significant role in medical education for both 
students and faculty and will reap significant bene-
fits from integrating a variety of skills programs that 
are applicable, pertinent, and effective in fostering 
cognitive and psychomotor skills. Programs like 
Evidence-based Medicine, Clinical Research, BLS, 
ACLS, Pediatrics Life support, BLS, First Responders, 
ATLS, Personal Protective Equipment, crash courses 
on clinical skills, communication skills, and bioethics 
modules are a few programs that can be easily 
integrated into the undergraduate curriculum23,24.

CONCLUSION
Students' perceptions and experiences of teaching 
clinical skills were generally positive. Students 

showed overall satisfaction over the motivational 
conducive environment, content taught, gaining 
confidence, learning procedural skills, and adequa-
cy of the educational equipment for learners in the 
newly established CSL at FRPMC. As for future direc-
tions, we aim to evaluate the structure and functions 
of the CSL regular basis for new academic batches.
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ABSTRACT

Frontotemporal dementia is a clinically and pathologically heterogeneous group of disorders with 
two main phenotypes; the commoner being a disorder of behavior and function. This dementia is 
most common before age 60 with more than half being seen in the age range 45-65 years. We 
report the case of a 27-year-old gentleman who presented with behavioral & personality changes 2 
years before his presentation in our clinic. A neurological examination revealed a restless patient 
with gibberish speech and a positive snout reflex. The rest of the examination was non-focal. MRI 
brain showed significant atrophy of frontal and temporal lobes with intact parietal and occipital 
cortex. Based on clinical and radiological findings, we made the diagnosis of Frontotemporal 
dementia. Our case emphasizes the need to differentiate young-onset dementia from primary 
psychiatric disorders which are relatively more common at a young age. 
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INTRODUCTION
Frontotemporal dementia is characterized by 
personality, behavioral, and cognitive changes due 
to progressive atrophy of the frontal or temporal 
lobes1. 30-50% of the cases have noticeable family 
history2. Many patients who have young-onset 
dementia present with features consistent with 
schizophrenia3. We report the case of a 27-year-old 
gentleman who presented with behavioral and 
personality changes 2 years before presentation in 
our OPD. There was significant cognitive decline 
and his primitive reflexes were positive, this leads us 
to diagnose dementia rather than primary affective 
or psychotic disorder. Our patient meets the diag-
nostic criteria of probable behavioral variant FTD. 

 
CASE PRESENTATION
A 27 years old man, right-handed, residing in 
Afghanistan presented with 2 years history of altered 
behavior. He had symptoms including anger 
outbursts, weeping spells, and difficulty in expressing 
himself. His brother further added that there was a 
lack of inhibition resulting in inappropriate behavior 
such as outbursts, touching unknown persons, public 
micturition, and diminished social understanding. 
They have noticed restlessness, irritability, aggres-
siveness, violent outbursts, and excessive sentimen-
tality. Although his language was fluent but was full 
of paraphasic errors. There was no history of mood, 
anxiety, or auditory or visual hallucinations. Neither 

there was any guilt, self-blame, or suicidal thoughts 
in the beginning. Family history was not significant as 
far as dementia or primary psychiatric illness is 
concerned. He was managed on lines of schizo-
phrenia and his symptoms progressively worsened. 
He received a combination of typical or atypical 
antipsychotics but there was a failure to respond. 
Neurological examination revealed a young boy of 
average height and build, conscious having gibber-
ish speech. He was yelling and crying during 
interviews at the clinic. He had difficulty in following 
commands. Mini-mental state examination was 
limited due to impaired comprehension. He did not 
remember the date/time/year or country/city; on 
repetitive asking. Not able to calculate as well. 
There were full extra-ocular movements in all direc-
tions and no facial asymmetry. Bulk, tone, and 
power were normal and reflexes were intact. Gait 
was normal with no gross ataxia. Plantars were 
flexor. Primitive reflex like the snout reflex was 
positive. Considering a case of medically refractory 
psychiatric illness and progressive cognitive decline 

we proceeded with neuroimaging. MRI brain 
showed significant atrophy of bilateral frontal, ante-
rior temporal lobes, and head of caudate atrophy. 
(Figure 1) TSH and vitamin B12 levels were normal. 
Functional neuroimaging (FDG-PET) and genetic 
studies were not available in our setup. His CSF 
studies, EEG, and autoimmune encephalitis panel 
were normal. Although he was diagnosed as a case 
of primary psychiatric disorder progressive cognitive 
decline, poor response to antipsychotics, and 
atrophy in neuroimaging led us towards a neurode-
generative process. According to the international 
consensus diagnostic criteria of behavioral variant 
of frontotemporal dementia if the patient fulfills the 
three features, then he comes under the heading of 
possible FTD in our case there was behavioral disinhi-
bition, apathy, and loss of sympathy. Further adding 
the significant functional decline in our case with 
atrophy of the frontal and temporal lobe made him 
the case of probable behavioral variant of FTD. So, 
a clinical-radiological diagnosis of probable fronto-
temporal dementia was made.
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DISCUSSION
In a medical curriculum where educational contents, 
especially in pre-clinical years are fully loaded with 
basic sciences subjects, the existence of a clinical skills 
program as a vertical theme takes lots of effort and is 
difficult to implement. Our efforts were focused on 
developing an evidence-based clinical skills program 
for the pre-clinical year which would benefit medical 
students to acquire effective psychomotor skills at 
every stage of the medical curriculum. 

There are many advantages of introducing a 
clinical skills program in the early years of the medi-
cal curriculum. One study showed that the early 
introduction of clinical skills in the medical curricu-
lum increases students’ interest and provides 
relevance to their studies12. According to our results, 
more than two-thirds of the class were satisfied with 
the program and the facility provided to them was 
conducive for learning. Wasson described that a 
better learning environment has a great impact on 
student learning and enhances students` prob-
lem-solving skills13. A study by Pande mentioned that 
skills taught practically have a greater impact on 
students` knowledge retention. Most students 
expressed pleasure with the program, but there was 
also a low level of agreement on the opinion that 
this clinical skills training mimics or is equivalent to 
what they learned in a hospital setting with real 
patients14. This argument is partly true as training in 
clinical skill laboratories would never be an alterna-
tive to training on real patients in a real hospital 
setting. Students attending skill labs already have 

the perception that the skill lab settings are artificial, 
not real as in hospitals. But at the same time, training 
in the clinical skills lab has many advantages as it 
improves skills related to communication skills, 
universal precautions, and assessment of skills done 
through the structured checked lists which provide 
objectivity in assessment, though the real effective-
ness of clinical skills programs in preclinical years 
could only be measured if another study is done in 
later years comparing both tradition method with 
training in the clinical skills laboratory15.  However, 
most of the students believed that a clinical skills 
training program helped in the acquisition of knowl-
edge and skills for other subjects in the integrated 
curriculum and provided them with a good context 
of learning. 

Most of the students in this study have consensus 
that the clinical skills laboratory is well equipped and 
its curriculum provides them with a safe learning 
environment to learn procedural skills, it also 
improves their communication skills and teaches 
them to follow universal precautions while doing any 
procedures. 96% of the study participants agreed 
that learning in a clinical skills laboratory creates 
interest and motivates students to learn new things. 
A study done by Zhaalts R and colleagues to investi-
gate the association between motivation and learn-
ing environment has reported a significant correla-
tion between motivation with learning environ-
ment16. Moreover, many clinical skills schools around 
the world have implemented clinical skills program 
as a vertical theme in the curriculum, which means 

the program runs parallel with other subjects of 
basic and clinical sciences, they have incorporated 
many skills like evidence-based medicine, bioethics, 
communication skills, and basic research skills in their 
program and running these programs successfully 17. 

Wright State University School of Medicine has a 
wonderful bioethics program of clinical skills labora-
tory, likewise, Harvard Medical School conducts a 
communication skills module in pre-clinical years 
similarly many other medical colleges are involved 
in conducting research, and evidence-based medi-
cine modules in the clinical skills laboratory in 
fourth-year MBBS program18,19,20. 

Moreover, it can be inferred from our results that a 
small percentage of students think that the clinical 
skills taught in the clinical skills laboratory have a 
limited role and application when it comes to 
replicating on real patients. This view can be 
respected but there is always an advantage to start 
something new and early in the curriculum which 
has clinical relevance and practical application in 
the curriculum. There is strong evidence to support 
this argument that whenever something new is 
introduced in the curriculum, there is always a little 
resistance from faculty and students as they look 
hesitant in this regard21. 

Mixed responses were also observed when students 
gave feedback to instructors; there was a compara-
tively low rating on questions where they were asked 
if instructors were providing content in a structured 
and organized manner. The fact that the program's 
instructors lacked the necessary qualifications to 
offer simulation-based instruction at the outset 
created a major issue. Most of the students believed 
that the program's execution at the instructor level 
needed improvement, hence there is a need for a 
faculty development program for those instructors 
who are participating in skills training that focuses on 
simulation-based learning22. 

There is much to learn and consider as we reevalu-
ate our goals for the clinical skills lab. As time goes 
on, we anticipate that the clinical skills lab will play a 
significant role in medical education for both 
students and faculty and will reap significant bene-
fits from integrating a variety of skills programs that 
are applicable, pertinent, and effective in fostering 
cognitive and psychomotor skills. Programs like 
Evidence-based Medicine, Clinical Research, BLS, 
ACLS, Pediatrics Life support, BLS, First Responders, 
ATLS, Personal Protective Equipment, crash courses 
on clinical skills, communication skills, and bioethics 
modules are a few programs that can be easily 
integrated into the undergraduate curriculum23,24.

CONCLUSION
Students' perceptions and experiences of teaching 
clinical skills were generally positive. Students 

showed overall satisfaction over the motivational 
conducive environment, content taught, gaining 
confidence, learning procedural skills, and adequa-
cy of the educational equipment for learners in the 
newly established CSL at FRPMC. As for future direc-
tions, we aim to evaluate the structure and functions 
of the CSL regular basis for new academic batches.
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INTRODUCTION
Frontotemporal dementia is characterized by 
personality, behavioral, and cognitive changes due 
to progressive atrophy of the frontal or temporal 
lobes1. 30-50% of the cases have noticeable family 
history2. Many patients who have young-onset 
dementia present with features consistent with 
schizophrenia3. We report the case of a 27-year-old 
gentleman who presented with behavioral and 
personality changes 2 years before presentation in 
our OPD. There was significant cognitive decline 
and his primitive reflexes were positive, this leads us 
to diagnose dementia rather than primary affective 
or psychotic disorder. Our patient meets the diag-
nostic criteria of probable behavioral variant FTD. 

 
CASE PRESENTATION
A 27 years old man, right-handed, residing in 
Afghanistan presented with 2 years history of altered 
behavior. He had symptoms including anger 
outbursts, weeping spells, and difficulty in expressing 
himself. His brother further added that there was a 
lack of inhibition resulting in inappropriate behavior 
such as outbursts, touching unknown persons, public 
micturition, and diminished social understanding. 
They have noticed restlessness, irritability, aggres-
siveness, violent outbursts, and excessive sentimen-
tality. Although his language was fluent but was full 
of paraphasic errors. There was no history of mood, 
anxiety, or auditory or visual hallucinations. Neither 

there was any guilt, self-blame, or suicidal thoughts 
in the beginning. Family history was not significant as 
far as dementia or primary psychiatric illness is 
concerned. He was managed on lines of schizo-
phrenia and his symptoms progressively worsened. 
He received a combination of typical or atypical 
antipsychotics but there was a failure to respond. 
Neurological examination revealed a young boy of 
average height and build, conscious having gibber-
ish speech. He was yelling and crying during 
interviews at the clinic. He had difficulty in following 
commands. Mini-mental state examination was 
limited due to impaired comprehension. He did not 
remember the date/time/year or country/city; on 
repetitive asking. Not able to calculate as well. 
There were full extra-ocular movements in all direc-
tions and no facial asymmetry. Bulk, tone, and 
power were normal and reflexes were intact. Gait 
was normal with no gross ataxia. Plantars were 
flexor. Primitive reflex like the snout reflex was 
positive. Considering a case of medically refractory 
psychiatric illness and progressive cognitive decline 

we proceeded with neuroimaging. MRI brain 
showed significant atrophy of bilateral frontal, ante-
rior temporal lobes, and head of caudate atrophy. 
(Figure 1) TSH and vitamin B12 levels were normal. 
Functional neuroimaging (FDG-PET) and genetic 
studies were not available in our setup. His CSF 
studies, EEG, and autoimmune encephalitis panel 
were normal. Although he was diagnosed as a case 
of primary psychiatric disorder progressive cognitive 
decline, poor response to antipsychotics, and 
atrophy in neuroimaging led us towards a neurode-
generative process. According to the international 
consensus diagnostic criteria of behavioral variant 
of frontotemporal dementia if the patient fulfills the 
three features, then he comes under the heading of 
possible FTD in our case there was behavioral disinhi-
bition, apathy, and loss of sympathy. Further adding 
the significant functional decline in our case with 
atrophy of the frontal and temporal lobe made him 
the case of probable behavioral variant of FTD. So, 
a clinical-radiological diagnosis of probable fronto-
temporal dementia was made.

Figure 1: MRI brain FLAIR & T1 axial sequence showing significant atrophy of bilateral frontal, anterior temporal
lobes, and head of caudate atrophy.

DISCUSSION
Frontotemporal dementia is a leading cause of 
young onset dementia, with about 5–17% of cases 
diagnosed on biopsy presented under the age of 
70. It can present as a consolidation of clinical 
features, varying from behavioral alteration to signif-
icant language dysfunction. Research conducted 
on the prevalence of young onset dementia 
showed youngest individual in their cohort had FTD 
symptoms at age 20 years and was found to have 
MAPT (microtubule-associated protein tau) muta-
tion. Three causes of young-onset dementia are 
hereditary, sporadic, or multifactorial. (4)6.

Young-onset FTD includes cases before the age of 

30, they usually present with frequent abrupt mood 
changes, increased agitation, and aggression, 
disinhibition, loss of empathy, and decline in working 
memory. There are three clinical types of FTD: 
behavioral variant (bv FTD) and two forms of primary 
progressive aphasia, which include non-fluent or 
fluent aphasia. In addition, FTD can combine with 
another neurodegenerative diseases like Cortico-
basal degeneration, progressive supranuclear palsy, 
and amyotrophic lateral sclerosis (ALS). Approxi-
mately 30–50% of FTD cases have some family history 
of dementia, Parkinsonism, or ALS, and 10–20% have 
a genetic cause. A positive family history of demen-
tia/parkinsonism/ALS classically shows a pattern of 
Autosomal Dominance with high penetrance, with 

at least one first-degree relative being affected 4.

There is a substantial relation between behavioral 
variants of frontotemporal dementia and psychiat-
ric disorders owing to symptoms such as apathy, 
disinhibition, and stereotyped behavior5. Primary 
psychiatric disorder had been diagnosed in a large 
number of patients presenting earlier than the 
identification of frontotemporal dementia6. Patients 
with dementia are usually diagnosed with psychiat-
ric illness either because their symptoms might start 
with psychiatric complaints or because these symp-
toms of dementia are mistakenly taken as those of a 
primary affective disorder. Psychiatric misdiagnosis is 
moderately common in dementias, particularly the 
FTD. Frontotemporal dementia consists of various 
clinical syndromes including behavioral variant 
frontotemporal dementia, semantic dementia, and 
progressive non-fluent aphasia. Behavioral variant 
FTD is defined by persistent alteration in behavior, 
mood, and personality. Behavioral changes may 
include unconstrained, oppression, lack of insight, 
social improperness, excessive playfulness, and 
overeating. Patients' construct weakens ethical 
decisions and usually shows unsocial behaviors like 
obscene exposure, turbulent driving, and wrongdo-
ing. Mood disturbances including passivity, exhilara-
tion, and annoyance are common; and personality 
changes include a lack of communal friendliness, 
compassion, self-confidence, and forwardness. 
Because of these clinical presentations, patients 
with behavioral variant FTD usually receive diagno-
ses of depressive disorder, bipolar affective disorder, 
or schizophrenia. A literature review showed that in 
252 patients with different types of dementia, 28.2% 
were labeled with a primary psychiatric disorder 
before dementia. The percentage of previous 
psychiatric diagnosis varies from <12% in patients 
with progressive nonfluent aphasia, corticobasal 
degeneration, or amyotrophic lateral sclerosis to 
24.3% in Semantic dementia, 23.1% in Alzheimer’s 
disease and 50.7% in behavior variant FTD7. 

Definitive diagnosis of neurodegenerative disorders 
usually requires histopathology, functional neuroim-
aging like FDG-PET scans, and specific genetic 
studies related to young onset dementia. Living in a 
developing country with limited diagnostic facilities 
we can rely more on the clinical presentation, 
specific neurological findings, and then structural 
neuroimaging. We can rule out the other possible 
differentials on CSF studies and autoimmune 
antibodies, as in the above-mentioned case. Our 
case fulfilled the defined international consensus 
diagnostic criteria of probable FTD as mentioned 
above.  Being a well-known entity of neurodegener-
ative disorder, there are limitations to what we can 
offer to patients suffering from frontotemporal 
dementia. The particular dementia treatment like 
Memantine and Rivastigmine can be thought about 

in such cases although Donepezil worsens behavior-
al symptoms in some cases. Even though antipsy-
chotics carry risks as well, we usually consider atypi-
cal antipsychotics and SSRIs to control agitation. 
Trazodone can be given for sleep disturbance. 

We need to discuss the caregivers regarding their 
role in patient management and end of the life 
decisions as well. To handle patients like these, we 
need to spread awareness to imply non-pharmaco-
logical strategies, such as; the identification of 
triggers for agitated behavior, relaxation therapies 
including music and, in our culture, religious poetry, 
massage, and keeping them clean with extreme 
dietary care to fulfill their caloric needs. With the 
progression of the disease process, these people 
lack social insight which is; recognition of family 
members and wandering outside, givers should 
place a bracelet or a card in their pocket as a mark 
of identification. 

CONCLUSION
FTD is one of the familiar causes of young-onset 
dementia and is often presented as a psychiatric 
illness like depression, schizophrenia, obsessions, 
compulsive thoughts, or bipolar disorder. The rapid 
decline in socio-emotional and language – two 
characteristic human abilities – is devastating, 
particularly when onset of the dementia is in late 
middle age. Awareness regarding the variability in 
possible presentation associated with FTD can aid in 
early and accurate identification. Differentiation of 
dementia among the young, from that of primary 
psychiatric disorder, is difficult at times and it requires 
detailed history, and clinical and radiological 
evidence to reach a consensus. This case report 
highlights this fact. 
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DISCUSSION
In a medical curriculum where educational contents, 
especially in pre-clinical years are fully loaded with 
basic sciences subjects, the existence of a clinical skills 
program as a vertical theme takes lots of effort and is 
difficult to implement. Our efforts were focused on 
developing an evidence-based clinical skills program 
for the pre-clinical year which would benefit medical 
students to acquire effective psychomotor skills at 
every stage of the medical curriculum. 

There are many advantages of introducing a 
clinical skills program in the early years of the medi-
cal curriculum. One study showed that the early 
introduction of clinical skills in the medical curricu-
lum increases students’ interest and provides 
relevance to their studies12. According to our results, 
more than two-thirds of the class were satisfied with 
the program and the facility provided to them was 
conducive for learning. Wasson described that a 
better learning environment has a great impact on 
student learning and enhances students` prob-
lem-solving skills13. A study by Pande mentioned that 
skills taught practically have a greater impact on 
students` knowledge retention. Most students 
expressed pleasure with the program, but there was 
also a low level of agreement on the opinion that 
this clinical skills training mimics or is equivalent to 
what they learned in a hospital setting with real 
patients14. This argument is partly true as training in 
clinical skill laboratories would never be an alterna-
tive to training on real patients in a real hospital 
setting. Students attending skill labs already have 

the perception that the skill lab settings are artificial, 
not real as in hospitals. But at the same time, training 
in the clinical skills lab has many advantages as it 
improves skills related to communication skills, 
universal precautions, and assessment of skills done 
through the structured checked lists which provide 
objectivity in assessment, though the real effective-
ness of clinical skills programs in preclinical years 
could only be measured if another study is done in 
later years comparing both tradition method with 
training in the clinical skills laboratory15.  However, 
most of the students believed that a clinical skills 
training program helped in the acquisition of knowl-
edge and skills for other subjects in the integrated 
curriculum and provided them with a good context 
of learning. 

Most of the students in this study have consensus 
that the clinical skills laboratory is well equipped and 
its curriculum provides them with a safe learning 
environment to learn procedural skills, it also 
improves their communication skills and teaches 
them to follow universal precautions while doing any 
procedures. 96% of the study participants agreed 
that learning in a clinical skills laboratory creates 
interest and motivates students to learn new things. 
A study done by Zhaalts R and colleagues to investi-
gate the association between motivation and learn-
ing environment has reported a significant correla-
tion between motivation with learning environ-
ment16. Moreover, many clinical skills schools around 
the world have implemented clinical skills program 
as a vertical theme in the curriculum, which means 

the program runs parallel with other subjects of 
basic and clinical sciences, they have incorporated 
many skills like evidence-based medicine, bioethics, 
communication skills, and basic research skills in their 
program and running these programs successfully 17. 

Wright State University School of Medicine has a 
wonderful bioethics program of clinical skills labora-
tory, likewise, Harvard Medical School conducts a 
communication skills module in pre-clinical years 
similarly many other medical colleges are involved 
in conducting research, and evidence-based medi-
cine modules in the clinical skills laboratory in 
fourth-year MBBS program18,19,20. 

Moreover, it can be inferred from our results that a 
small percentage of students think that the clinical 
skills taught in the clinical skills laboratory have a 
limited role and application when it comes to 
replicating on real patients. This view can be 
respected but there is always an advantage to start 
something new and early in the curriculum which 
has clinical relevance and practical application in 
the curriculum. There is strong evidence to support 
this argument that whenever something new is 
introduced in the curriculum, there is always a little 
resistance from faculty and students as they look 
hesitant in this regard21. 

Mixed responses were also observed when students 
gave feedback to instructors; there was a compara-
tively low rating on questions where they were asked 
if instructors were providing content in a structured 
and organized manner. The fact that the program's 
instructors lacked the necessary qualifications to 
offer simulation-based instruction at the outset 
created a major issue. Most of the students believed 
that the program's execution at the instructor level 
needed improvement, hence there is a need for a 
faculty development program for those instructors 
who are participating in skills training that focuses on 
simulation-based learning22. 

There is much to learn and consider as we reevalu-
ate our goals for the clinical skills lab. As time goes 
on, we anticipate that the clinical skills lab will play a 
significant role in medical education for both 
students and faculty and will reap significant bene-
fits from integrating a variety of skills programs that 
are applicable, pertinent, and effective in fostering 
cognitive and psychomotor skills. Programs like 
Evidence-based Medicine, Clinical Research, BLS, 
ACLS, Pediatrics Life support, BLS, First Responders, 
ATLS, Personal Protective Equipment, crash courses 
on clinical skills, communication skills, and bioethics 
modules are a few programs that can be easily 
integrated into the undergraduate curriculum23,24.

CONCLUSION
Students' perceptions and experiences of teaching 
clinical skills were generally positive. Students 

showed overall satisfaction over the motivational 
conducive environment, content taught, gaining 
confidence, learning procedural skills, and adequa-
cy of the educational equipment for learners in the 
newly established CSL at FRPMC. As for future direc-
tions, we aim to evaluate the structure and functions 
of the CSL regular basis for new academic batches.
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DISCUSSION
Frontotemporal dementia is a leading cause of 
young onset dementia, with about 5–17% of cases 
diagnosed on biopsy presented under the age of 
70. It can present as a consolidation of clinical 
features, varying from behavioral alteration to signif-
icant language dysfunction. Research conducted 
on the prevalence of young onset dementia 
showed youngest individual in their cohort had FTD 
symptoms at age 20 years and was found to have 
MAPT (microtubule-associated protein tau) muta-
tion. Three causes of young-onset dementia are 
hereditary, sporadic, or multifactorial. (4)6.

Young-onset FTD includes cases before the age of 

30, they usually present with frequent abrupt mood 
changes, increased agitation, and aggression, 
disinhibition, loss of empathy, and decline in working 
memory. There are three clinical types of FTD: 
behavioral variant (bv FTD) and two forms of primary 
progressive aphasia, which include non-fluent or 
fluent aphasia. In addition, FTD can combine with 
another neurodegenerative diseases like Cortico-
basal degeneration, progressive supranuclear palsy, 
and amyotrophic lateral sclerosis (ALS). Approxi-
mately 30–50% of FTD cases have some family history 
of dementia, Parkinsonism, or ALS, and 10–20% have 
a genetic cause. A positive family history of demen-
tia/parkinsonism/ALS classically shows a pattern of 
Autosomal Dominance with high penetrance, with 

at least one first-degree relative being affected 4.

There is a substantial relation between behavioral 
variants of frontotemporal dementia and psychiat-
ric disorders owing to symptoms such as apathy, 
disinhibition, and stereotyped behavior5. Primary 
psychiatric disorder had been diagnosed in a large 
number of patients presenting earlier than the 
identification of frontotemporal dementia6. Patients 
with dementia are usually diagnosed with psychiat-
ric illness either because their symptoms might start 
with psychiatric complaints or because these symp-
toms of dementia are mistakenly taken as those of a 
primary affective disorder. Psychiatric misdiagnosis is 
moderately common in dementias, particularly the 
FTD. Frontotemporal dementia consists of various 
clinical syndromes including behavioral variant 
frontotemporal dementia, semantic dementia, and 
progressive non-fluent aphasia. Behavioral variant 
FTD is defined by persistent alteration in behavior, 
mood, and personality. Behavioral changes may 
include unconstrained, oppression, lack of insight, 
social improperness, excessive playfulness, and 
overeating. Patients' construct weakens ethical 
decisions and usually shows unsocial behaviors like 
obscene exposure, turbulent driving, and wrongdo-
ing. Mood disturbances including passivity, exhilara-
tion, and annoyance are common; and personality 
changes include a lack of communal friendliness, 
compassion, self-confidence, and forwardness. 
Because of these clinical presentations, patients 
with behavioral variant FTD usually receive diagno-
ses of depressive disorder, bipolar affective disorder, 
or schizophrenia. A literature review showed that in 
252 patients with different types of dementia, 28.2% 
were labeled with a primary psychiatric disorder 
before dementia. The percentage of previous 
psychiatric diagnosis varies from <12% in patients 
with progressive nonfluent aphasia, corticobasal 
degeneration, or amyotrophic lateral sclerosis to 
24.3% in Semantic dementia, 23.1% in Alzheimer’s 
disease and 50.7% in behavior variant FTD7. 

Definitive diagnosis of neurodegenerative disorders 
usually requires histopathology, functional neuroim-
aging like FDG-PET scans, and specific genetic 
studies related to young onset dementia. Living in a 
developing country with limited diagnostic facilities 
we can rely more on the clinical presentation, 
specific neurological findings, and then structural 
neuroimaging. We can rule out the other possible 
differentials on CSF studies and autoimmune 
antibodies, as in the above-mentioned case. Our 
case fulfilled the defined international consensus 
diagnostic criteria of probable FTD as mentioned 
above.  Being a well-known entity of neurodegener-
ative disorder, there are limitations to what we can 
offer to patients suffering from frontotemporal 
dementia. The particular dementia treatment like 
Memantine and Rivastigmine can be thought about 

in such cases although Donepezil worsens behavior-
al symptoms in some cases. Even though antipsy-
chotics carry risks as well, we usually consider atypi-
cal antipsychotics and SSRIs to control agitation. 
Trazodone can be given for sleep disturbance. 

We need to discuss the caregivers regarding their 
role in patient management and end of the life 
decisions as well. To handle patients like these, we 
need to spread awareness to imply non-pharmaco-
logical strategies, such as; the identification of 
triggers for agitated behavior, relaxation therapies 
including music and, in our culture, religious poetry, 
massage, and keeping them clean with extreme 
dietary care to fulfill their caloric needs. With the 
progression of the disease process, these people 
lack social insight which is; recognition of family 
members and wandering outside, givers should 
place a bracelet or a card in their pocket as a mark 
of identification. 

CONCLUSION
FTD is one of the familiar causes of young-onset 
dementia and is often presented as a psychiatric 
illness like depression, schizophrenia, obsessions, 
compulsive thoughts, or bipolar disorder. The rapid 
decline in socio-emotional and language – two 
characteristic human abilities – is devastating, 
particularly when onset of the dementia is in late 
middle age. Awareness regarding the variability in 
possible presentation associated with FTD can aid in 
early and accurate identification. Differentiation of 
dementia among the young, from that of primary 
psychiatric disorder, is difficult at times and it requires 
detailed history, and clinical and radiological 
evidence to reach a consensus. This case report 
highlights this fact. 
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DISCUSSION
In a medical curriculum where educational contents, 
especially in pre-clinical years are fully loaded with 
basic sciences subjects, the existence of a clinical skills 
program as a vertical theme takes lots of effort and is 
difficult to implement. Our efforts were focused on 
developing an evidence-based clinical skills program 
for the pre-clinical year which would benefit medical 
students to acquire effective psychomotor skills at 
every stage of the medical curriculum. 

There are many advantages of introducing a 
clinical skills program in the early years of the medi-
cal curriculum. One study showed that the early 
introduction of clinical skills in the medical curricu-
lum increases students’ interest and provides 
relevance to their studies12. According to our results, 
more than two-thirds of the class were satisfied with 
the program and the facility provided to them was 
conducive for learning. Wasson described that a 
better learning environment has a great impact on 
student learning and enhances students` prob-
lem-solving skills13. A study by Pande mentioned that 
skills taught practically have a greater impact on 
students` knowledge retention. Most students 
expressed pleasure with the program, but there was 
also a low level of agreement on the opinion that 
this clinical skills training mimics or is equivalent to 
what they learned in a hospital setting with real 
patients14. This argument is partly true as training in 
clinical skill laboratories would never be an alterna-
tive to training on real patients in a real hospital 
setting. Students attending skill labs already have 

the perception that the skill lab settings are artificial, 
not real as in hospitals. But at the same time, training 
in the clinical skills lab has many advantages as it 
improves skills related to communication skills, 
universal precautions, and assessment of skills done 
through the structured checked lists which provide 
objectivity in assessment, though the real effective-
ness of clinical skills programs in preclinical years 
could only be measured if another study is done in 
later years comparing both tradition method with 
training in the clinical skills laboratory15.  However, 
most of the students believed that a clinical skills 
training program helped in the acquisition of knowl-
edge and skills for other subjects in the integrated 
curriculum and provided them with a good context 
of learning. 

Most of the students in this study have consensus 
that the clinical skills laboratory is well equipped and 
its curriculum provides them with a safe learning 
environment to learn procedural skills, it also 
improves their communication skills and teaches 
them to follow universal precautions while doing any 
procedures. 96% of the study participants agreed 
that learning in a clinical skills laboratory creates 
interest and motivates students to learn new things. 
A study done by Zhaalts R and colleagues to investi-
gate the association between motivation and learn-
ing environment has reported a significant correla-
tion between motivation with learning environ-
ment16. Moreover, many clinical skills schools around 
the world have implemented clinical skills program 
as a vertical theme in the curriculum, which means 

the program runs parallel with other subjects of 
basic and clinical sciences, they have incorporated 
many skills like evidence-based medicine, bioethics, 
communication skills, and basic research skills in their 
program and running these programs successfully 17. 

Wright State University School of Medicine has a 
wonderful bioethics program of clinical skills labora-
tory, likewise, Harvard Medical School conducts a 
communication skills module in pre-clinical years 
similarly many other medical colleges are involved 
in conducting research, and evidence-based medi-
cine modules in the clinical skills laboratory in 
fourth-year MBBS program18,19,20. 

Moreover, it can be inferred from our results that a 
small percentage of students think that the clinical 
skills taught in the clinical skills laboratory have a 
limited role and application when it comes to 
replicating on real patients. This view can be 
respected but there is always an advantage to start 
something new and early in the curriculum which 
has clinical relevance and practical application in 
the curriculum. There is strong evidence to support 
this argument that whenever something new is 
introduced in the curriculum, there is always a little 
resistance from faculty and students as they look 
hesitant in this regard21. 

Mixed responses were also observed when students 
gave feedback to instructors; there was a compara-
tively low rating on questions where they were asked 
if instructors were providing content in a structured 
and organized manner. The fact that the program's 
instructors lacked the necessary qualifications to 
offer simulation-based instruction at the outset 
created a major issue. Most of the students believed 
that the program's execution at the instructor level 
needed improvement, hence there is a need for a 
faculty development program for those instructors 
who are participating in skills training that focuses on 
simulation-based learning22. 

There is much to learn and consider as we reevalu-
ate our goals for the clinical skills lab. As time goes 
on, we anticipate that the clinical skills lab will play a 
significant role in medical education for both 
students and faculty and will reap significant bene-
fits from integrating a variety of skills programs that 
are applicable, pertinent, and effective in fostering 
cognitive and psychomotor skills. Programs like 
Evidence-based Medicine, Clinical Research, BLS, 
ACLS, Pediatrics Life support, BLS, First Responders, 
ATLS, Personal Protective Equipment, crash courses 
on clinical skills, communication skills, and bioethics 
modules are a few programs that can be easily 
integrated into the undergraduate curriculum23,24.

CONCLUSION
Students' perceptions and experiences of teaching 
clinical skills were generally positive. Students 

showed overall satisfaction over the motivational 
conducive environment, content taught, gaining 
confidence, learning procedural skills, and adequa-
cy of the educational equipment for learners in the 
newly established CSL at FRPMC. As for future direc-
tions, we aim to evaluate the structure and functions 
of the CSL regular basis for new academic batches.
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DISCUSSION
Frontotemporal dementia is a leading cause of 
young onset dementia, with about 5–17% of cases 
diagnosed on biopsy presented under the age of 
70. It can present as a consolidation of clinical 
features, varying from behavioral alteration to signif-
icant language dysfunction. Research conducted 
on the prevalence of young onset dementia 
showed youngest individual in their cohort had FTD 
symptoms at age 20 years and was found to have 
MAPT (microtubule-associated protein tau) muta-
tion. Three causes of young-onset dementia are 
hereditary, sporadic, or multifactorial. (4)6.

Young-onset FTD includes cases before the age of 

30, they usually present with frequent abrupt mood 
changes, increased agitation, and aggression, 
disinhibition, loss of empathy, and decline in working 
memory. There are three clinical types of FTD: 
behavioral variant (bv FTD) and two forms of primary 
progressive aphasia, which include non-fluent or 
fluent aphasia. In addition, FTD can combine with 
another neurodegenerative diseases like Cortico-
basal degeneration, progressive supranuclear palsy, 
and amyotrophic lateral sclerosis (ALS). Approxi-
mately 30–50% of FTD cases have some family history 
of dementia, Parkinsonism, or ALS, and 10–20% have 
a genetic cause. A positive family history of demen-
tia/parkinsonism/ALS classically shows a pattern of 
Autosomal Dominance with high penetrance, with 

at least one first-degree relative being affected 4.

There is a substantial relation between behavioral 
variants of frontotemporal dementia and psychiat-
ric disorders owing to symptoms such as apathy, 
disinhibition, and stereotyped behavior5. Primary 
psychiatric disorder had been diagnosed in a large 
number of patients presenting earlier than the 
identification of frontotemporal dementia6. Patients 
with dementia are usually diagnosed with psychiat-
ric illness either because their symptoms might start 
with psychiatric complaints or because these symp-
toms of dementia are mistakenly taken as those of a 
primary affective disorder. Psychiatric misdiagnosis is 
moderately common in dementias, particularly the 
FTD. Frontotemporal dementia consists of various 
clinical syndromes including behavioral variant 
frontotemporal dementia, semantic dementia, and 
progressive non-fluent aphasia. Behavioral variant 
FTD is defined by persistent alteration in behavior, 
mood, and personality. Behavioral changes may 
include unconstrained, oppression, lack of insight, 
social improperness, excessive playfulness, and 
overeating. Patients' construct weakens ethical 
decisions and usually shows unsocial behaviors like 
obscene exposure, turbulent driving, and wrongdo-
ing. Mood disturbances including passivity, exhilara-
tion, and annoyance are common; and personality 
changes include a lack of communal friendliness, 
compassion, self-confidence, and forwardness. 
Because of these clinical presentations, patients 
with behavioral variant FTD usually receive diagno-
ses of depressive disorder, bipolar affective disorder, 
or schizophrenia. A literature review showed that in 
252 patients with different types of dementia, 28.2% 
were labeled with a primary psychiatric disorder 
before dementia. The percentage of previous 
psychiatric diagnosis varies from <12% in patients 
with progressive nonfluent aphasia, corticobasal 
degeneration, or amyotrophic lateral sclerosis to 
24.3% in Semantic dementia, 23.1% in Alzheimer’s 
disease and 50.7% in behavior variant FTD7. 

Definitive diagnosis of neurodegenerative disorders 
usually requires histopathology, functional neuroim-
aging like FDG-PET scans, and specific genetic 
studies related to young onset dementia. Living in a 
developing country with limited diagnostic facilities 
we can rely more on the clinical presentation, 
specific neurological findings, and then structural 
neuroimaging. We can rule out the other possible 
differentials on CSF studies and autoimmune 
antibodies, as in the above-mentioned case. Our 
case fulfilled the defined international consensus 
diagnostic criteria of probable FTD as mentioned 
above.  Being a well-known entity of neurodegener-
ative disorder, there are limitations to what we can 
offer to patients suffering from frontotemporal 
dementia. The particular dementia treatment like 
Memantine and Rivastigmine can be thought about 

in such cases although Donepezil worsens behavior-
al symptoms in some cases. Even though antipsy-
chotics carry risks as well, we usually consider atypi-
cal antipsychotics and SSRIs to control agitation. 
Trazodone can be given for sleep disturbance. 

We need to discuss the caregivers regarding their 
role in patient management and end of the life 
decisions as well. To handle patients like these, we 
need to spread awareness to imply non-pharmaco-
logical strategies, such as; the identification of 
triggers for agitated behavior, relaxation therapies 
including music and, in our culture, religious poetry, 
massage, and keeping them clean with extreme 
dietary care to fulfill their caloric needs. With the 
progression of the disease process, these people 
lack social insight which is; recognition of family 
members and wandering outside, givers should 
place a bracelet or a card in their pocket as a mark 
of identification. 

CONCLUSION
FTD is one of the familiar causes of young-onset 
dementia and is often presented as a psychiatric 
illness like depression, schizophrenia, obsessions, 
compulsive thoughts, or bipolar disorder. The rapid 
decline in socio-emotional and language – two 
characteristic human abilities – is devastating, 
particularly when onset of the dementia is in late 
middle age. Awareness regarding the variability in 
possible presentation associated with FTD can aid in 
early and accurate identification. Differentiation of 
dementia among the young, from that of primary 
psychiatric disorder, is difficult at times and it requires 
detailed history, and clinical and radiological 
evidence to reach a consensus. This case report 
highlights this fact. 
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