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While the lifetime prevalence of 
bipolar affective disorder (at 

0.6%)1 is lower than many other 
mental disorders, the striking clini-
cal presentation of mania makes it 
easily recognisable.
 Mania has a long list of differen-
tial diagnoses.1 One of the less 
prominent ones is frontotemporal 
dementia (FTD) – a group of 
organic mental disorders that are 
fairly heterogeneous in terms of 
pathology and clinical presentation. 
 A ‘behavioural variant’ of FTD is 
recognised, which usually presents 
subtly and affects volition, inhibi-
tion and executive function.2 The 
case we will be discussing in this 
article is different, and was charac-
terised by a more acute presenta-
tion that was clinically similar to a 
manic episode.

Acute presentation
The patient was a 76-year-old gentle-
man with no personal or family his-
tory of mental disorder or substance 

use. He presented to his local emer-
gency department (ED), following 
an altercation when he was alleg-
edly assaulted.
 A collateral history from the 
patient’s wife suggested that his 
behaviour had been erratic for the 
previous two weeks. He was irrita-
ble and intimidating, and had 
punched her in the arm on one 
occasion. He could not sleep at 
night – wandering out and return-
ing home in the small hours. He 
made grandiose claims regarding 
his social status and finances. He 
had impulsively bought various 
unnecessary items, including a 
used car. 
 A review by the ED team identi-
fied no acute physical health abnor-
malities but a fairly abnormal 
mental state.
 When reviewed by the mental 
health liaison team, the patient pre-
sented as irritable and used ample 
profanity. His speech was pressured, 
with loosening of associations. He 
claimed that he ‘owned’ the village 
where he resided, that he was able 
to predict the future and that he 
was a millionaire. He denied expe-
riencing hallucinations and was not 
observed to be responding to 
unseen stimuli. 
 He was fully oriented, but strug-
gled when recall was tested. A full 
Mini-Mental State Examination 
(MMSE) was impossible to com-
plete due to his distractibility.
 An urgent computed tomogra-
phy (CT) brain scan revealed signif-
icant atrophy involving the frontal 
and temporal lobes. A working 

diagnosis of frontotemporal demen-
tia was therefore formulated. 
 The patient would not accept 
that he suffered from any illness, 
physical or mental, and requested 
to leave hospital. In view of his pres-
entation and risk profile, he was 
assessed under the Mental Health 
Act, detained and admitted to a 
ward for older people with organic 
mental disorders.

Inpatient presentation
The  pa t ient ’s  pre senta t ion 
remained unchanged through the 
first few days of his admission. He 
was fairly disruptive on the ward, 
due to his grandiosity and disinhib-
ited behaviour. 
 He was initially treated with 
memantine and low-dose risperi-
done. This combination only 
brought marginal improvement in 
his mental state but it did allow an 
Addenbrooke’s Cognitive Examina-
tion (ACE-R) to be undertaken. 
 The overall ACE-R score was 
69/100, with clear deficits identi-
fied in verbal fluency, visuospatial 
function and delayed recall. He 
scored 30/30 in the MMSE, which 
was a striking reminder of the limi-
tations of MMSE when it comes  
to deficits caused by frontotempo-
ral dementias.3

Response to treatment
The patient’s poor response to ini-
tial treatment led to a change of 
antipsychotic from risperidone to 
olanzapine. The latter was signifi-
cantly more effective in managing  
his disinhibition and chaotic 
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behaviour. Within a few weeks of 
treatment, his engagement with 
staff and peers had improved sig-
nificantly. He was able to attend 
ward activities and utilise commun-
ity leave.
 His mental state continued to 
improve, and following careful dis-
charge planning and a period of 
trial home leave, he was discharged 
back home with a suitable package 
of care. 

Follow up
On follow up, there was no resid-
ual evidence of overactivity and 
dis inhibition. The patient’s men-
tal state was more typical of FTD, 
with diminished volition and 
increased reliance on his wife and 
carers for planning and instruc-
tion regarding activities of daily 
living. His memory remained fairly 
well preserved.

Discussion
The case detailed above highlights 
the importance of excluding an 
organic cause for any acute psychi-
atric presentation in an older adult. 
 The patient had presented with 
clear features of mania, both psy-
chological and biological. A work-
ing diagnosis of bipolar affective 
disorder would have not been 
unreasonable, but for the patient’s 
lack of previous psychiatric history.
 Cognitive testing may have 
helped the diagnostic process, but 
the patient’s mental state at the 
time of his first assessment did not 
allow it. Furthermore, the pres-
ence of cognitive deficits would 
not have necessarily excluded a 
diagnosis of mania.4

 Our patient’s illness was associ-
ated with gross structural changes 
that were clearly visible on CT. Had 
this not been the case, we would 
have used magnetic resonance imag-
ing (MRI), a powerful diagnostic 
tool that also allows differentiation 

of FTD from other neuro degen era-
tive conditions.
 Had MRI been inconclusive, cur-
rent guidance suggests perfusion 
hexamethylpropyleneamine oxime 
single-photon emission computed 
tomography (HMPAO-SPECT) and 
2-[18F]fluoro-2-deoxy-d-glucose pos-
itron emission tomography (FDG-
PET) as alternatives.5 
 Neuroimaging in frontotemp-
oral dementia remains an area of 
active research,  which now focuses 
on the differentiation among sub-
types of FTD.6,7 
 In terms of treatment, there are 
currently no evidence-based  treat-
ments that can delay the progress of 
FTD. Prescribing is therefore tar-
geted to symptom control.2,8

 There is some evidence in sup-
port of the prescription of meman-
tine,8,9 but our patient’s response to 
this treatment was unremarkable.
 The use of an antipsychotic was 
deemed necessary, after careful 
consideration of the  patient’s risk 
profile as well as the current evi-
dence and guidance.5,8,10 Risperi-
done was initially chosen, but was 
only partially effective in manag-
ing the patient’s chaotic behav-
iour. A switch to olanzapine 
proved successful and eventually 
allowed his discharge back to his 
home address.

Conclusion
The behavioural variant of fronto-
temporal dementia can present 
with marked changes in a patient’s 
personality and behaviour. The case 
discussed above suggests that the 
illness can present in an acute man-
ner that mimics a manic episode.
 The current international con-
sensus diagnostic criteria confirm 
that clinical diagnosis of FTD can be 
challenging and that imaging is of 
major diagnostic importance.11

 Treatment remains symptomatic, 
with antipsychotic medication being 

a reasonable choice,8 as evidenced 
by our patient’s progress.
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