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Abstract
Background
Effective communication between patients and their health care
providers is recognized as critically important to improve the
quality of health services for individuals with epilepsy. We aimed to
describe in-office neurologist–patient conversations about epilepsy
and focus on disease identification, shared decision-making, and
care planning.

Methods
Transcripts and audio recordings of conversations between
patients and neurologists in the United States, Spain, and
Germany were analyzed linguistically in the topic areas of epilepsy
identification and diagnosis, disease education, treatments, and care
planning. Analyses included word-level assessments, topic switching, strategies of information
elicitation, identification of topics discussed, quantification of questions asked, and assessment
of types of questions asked.

Results
Conversations of 17 neurologists in the United States, 12 in Spain, and 6 in Germany,
with 50, 20, and 16 patients, respectively, were analyzed. Neurologists tended to utilize
an event-based, patient-friendly vocabulary to refer to seizures, and in the United
States, they avoided using the term “epilepsy.” Regardless of who initiated the treatment
discussion, the neurologists in all 3 countries were unilaterally responsible for the treatment
decision and choice of medication. When describing a new medication, neurologists
most often discussed potential side effects but did not review potential benefits. Neurol-
ogists rarely defined seizure control and did not ask patients what seizure control meant to
them.

Conclusions
We identified opportunities related to vocabulary, decision-making, and treatment goal setting
that could be targeted to improve neurologist–patient communication about epilepsy, and
ultimately, the overall treatment experience and outcomes for patients.
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Epilepsy is a common neurologic disorder associated with
economic, social, and emotional costs for individuals and
their families.1 The need for patient-centered care, with
a focus on the patient, family, and effective communication,
has been emphasized in epilepsy care. Improving commu-
nication between patients and their health care providers is
fundamental to enhancing the quality of health services for
individuals with epilepsy.1,2 Communication skills are as
important as diagnostic skills.3 Taking into consideration
how patients communicate about their seizures can help
neurologists differentiate between epilepsy and nonepileptic
seizures,4 as well as identify and rank treatment goals.

Limitations in the communication about epilepsy between
neurologists and patients in the United States have been
identified.5,6 There is no agreement between patients’ per-
ceptions and neurologist-documented counseling, especially
regarding epilepsy syndrome, etiology, or seizure type, and
reproductive counseling.5 Similarly, an in-office linguistic
study showed that even though patients and neurologists
spend 23% of their time during the office visit discussing the
side effects of antiepileptic drugs, 33% of neurologist–patient
pairs disagreed postvisit on the side effects that the patient
was experiencing.6 The aim of the current study was twofold:
to broadly describe and compare in-office conversations
about epilepsy between neurologists and patients in the
United States, Spain, and Germany, and to focus on aspects
of neurologist–patient communication that had not been
studied previously, especially disease identification, shared
decision-making, and care planning.

Methods
Participant recruitment
Letters of invitation were mailed or faxed to 20 board-
certified neurologists in the United States, 12 in Spain, and 6
in Germany, who had previously agreed to participate in the
Verilogue research program. Typically, physicians partici-
pating in the Verilogue research program are generalists who
treat patients with many different conditions within their
specialty. All neurologists agreed to participate in the current
research. The neurologists were compensated for their par-
ticipation based on fair market value for in-facility focus
group research, but none was made aware of the study
sponsor or data analysis plan. Patients who had regularly
scheduled visits during which they were likely to discuss
epilepsy were invited to participate in the study by the office
staff. Patients were informed that the aim of the study was to
improve communication between health care providers and
patients.

Standard protocol approvals, registrations,
and patient consents
Informed and written consent was obtained from all patients
and neurologists. The consent obtained from the US par-
ticipants complied with the Health Insurance Portability and
Accountability Act of 1996.

Data collection
Neurologists recorded their conversations with patients
using a proprietary smartphone application or a digital re-
cording device between February 2014 and January 2016.
One conversation was recorded for each participating pa-
tient. Recordings of 2 to 3 conversations per neurologist per
month were uploaded to a secure database along with limited
patient chart information. Based on more than 10 years
of experience in dialogue research,7,8 we determined that
a sample size of 50 conversations in the United States, 20 in
Spain, and 16 in Germany was sufficient for an in-depth,
accurate analysis.

Analysis
Neurologist–patient conversations were de-identified and
transcribed into the language in which they were recorded. The
most relevant and representative conversations recorded with
patients ≥16 years old were selected for the analysis. Relevant
conversations were defined as those in which at least 1 of the
following 4 conversation topics of interest was discussed:
identification and diagnosis of epilepsy, disease education,
treatments (i.e., selection, titration, addition, and change of
medication), and care planning. Very short conversations
(≤4minutes) were less likely to be selected because brief, check-
in visits usually provide little information to analyze. Similarly,
conversations with patients with well-controlled seizures during
which little discussion of seizures, side effects, or possible
treatment change took place were also less likely to be selected.

Transcripts and audio recordings of conversations were analyzed
in the language of the recording based on validated socio-
linguistic practices of discourse analysis and conversation analysis
as characterized by Gumperz.9,10 Briefly, the transcripts and
audio recordings were reviewed qualitatively line by line, and the
results of various analyses (e.g., frame analysis, discourse mark-
ers, stance, mental models, genre, and intertextuality) were
cataloged. These linguistic analyses were applied in the topic
areas of identification and diagnosis of epilepsy, disease educa-
tion, treatments, and care planning. Analyses included word-
level assessments, topic switching, strategies of information
elicitation (including closed- and open-ended lines of ques-
tioning), identification of topics discussed, quantification of
questions asked, and assessment of types of questions asked.
Trained linguists whowere native speakers of the language of the
recorded conversation and who were residents of the country in
which the conversation was recorded conducted these analyses
to ensure that cultural and linguistic nuances were identified and
understood. Transcripts of conversations recorded in Spanish
and German were also translated into English. Quantitative
comparison of results from the 3 countries was not performed.

Results
Participant characteristics
Twenty neurologists in the United States, 12 in Spain, and 6
in Germany submitted recordings of 245, 125, and 62
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conversations with their patients, respectively. Conversations
submitted by 3 neurologists in the United States were ex-
cluded because they did not meet the relevance criteria. A
total of 50 conversations in the United States, 20 in Spain,
and 16 in Germany were included in the analysis. The ma-
jority of neurologists (88%) included in the United States
were based in a private practice, whereas in Spain themajority
of neurologists (83%) were based in a community hospital
or clinic, and in Germany 50% of neurologists were based
in a private practice and 50% in a hospital (table 1). Most
neurologists were general neurologists, except for 2 epi-
leptologists in the United States and 7 movement disorder
specialists in Spain. In the United States, 13 conversations
with newly or recently diagnosed patients were recorded, as
well as 9 conversations in Spain and 9 in Germany (table 2).
Eight patients in the United States, 2 in Spain, and 6 in
Germany initiated antiepileptic therapy for the first time.

Neurologist–patient dialogue
The median duration of visits in the United States was
6 minutes 40 seconds (range, 2 minutes 12 seconds to
42 minutes 37 seconds), 8 minutes 37 seconds in Spain
(range, 2 minutes 13 seconds to 19 minutes 53 seconds), and
13 minutes 24 seconds in Germany (range, 7 minutes 28
seconds to 32 minutes 16 seconds). For the conversations
excluded from the analysis, the median duration of visits was
7 minutes 51 seconds in the United States (range, 1 minute
32 seconds to 72 minutes 34 seconds; n = 195), 7 minutes
29 seconds in Spain (range, 2 minutes 8 seconds to 24 minutes

13 seconds; n = 105), and 11 minutes 40 seconds in Germany
(range, 6 minutes 49 seconds to 42 minutes 30 seconds; n =
46). The conversational flow during the analyzed visits did not
vary greatly from country to country, although neurologists in
Spain spent less time discussing patients’ current treatment
and neurologists in Germany spent more time discussing
possible pregnancy as it relates to potential future treatments
with female patients (figure).

Comparison of neurologist–patient
communication in the United States, Spain,
and Germany
Symptom discussion
In all 3 countries, neurologists used open- and closed-ended
questions to discuss patients’ seizures. Neurologists and pa-
tients referenced caregivers’ accounts to understand seizures,
and they used event-based language to describe seizures.
Neurologists utilized patient-friendly vocabulary to refer
to generalized and focal seizures, for example, the terms

Table 1 Neurologist characteristics

Characteristics

Neurologists

United States (n = 17)a Spain (n = 12) Germany (n = 6) All (n = 35)

Male, n (%) 14 (82) 5 (42) 6 (100) 25 (71)

Years in practice, n (%)

0–4 2 (12) 0 (0) 0 (0) 2 (6)

5–9 0 (0) 2 (17) 0 (0) 2 (6)

10–14 1 (6) 2 (17) 2 (33) 5 (14)

15–20 5 (29) 3 (25) 0 (0) 8 (23)

21–25 5 (29) 4 (33) 4 (67) 13 (37)

26–30 4 (24) 1 (8) 0 (0) 5 (14)

Primary practice setting, n (%)

Community hospital/clinic 2 (12) 10 (83) 1 (17) 13 (37)

Group private practice, office-based 10 (59)b 1 (8) 2 (33) 13 (37)b

Individual private practice, office-based 5 (29) 0 (0) 1 (17) 6 (17)

Teaching/academic hospital 1 (6)b 1 (8) 2 (33) 4 (11)b

a Twenty neurologists recorded conversations with their patients with epilepsy. Conversations submitted by 3 neurologists did not meet the relevance cutoff
and were not included in the analysis.
b One US neurologist reported 2 primary practice settings: group private practice and teaching/academic hospital.

Neurologists often had to probe

deeply to uncover symptoms of focal-

onset seizures and convince patients

that these are in fact seizures and

require treatment.
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“attacks,” “episodes,” or “events” (used in addition to the term
seizures; table 3, insight A). Patients did not always recognize
that they had a focal seizure and described having focal
seizures as being “out of it,” “disoriented,” or “not all there.”
Neurologists often had to probe deeply to uncover symptoms
of focal seizures and convince patients that these are in fact
seizures and require treatment.

Use of the term epilepsy
In the United States, 7 neurologists used the term “epilepsy,”
but often not in the context of diagnosis, and one of the neu-
rologists stated, “we don’t treat seizures, we treat epilepsy.”
Instead, almost all neurologists focused on individual seizure
events and understanding the details of each event, and referred
to the condition as seizures, not epilepsy, regardless of seizure

Table 2 Patient characteristics

Characteristics

Patients

United States (n = 50) Spain (n = 20) Germany (n = 16) All (n = 86)

Male, n (%) 23 (46) 12 (60) 8 (50) 53 (61)

Average age (range), y 41 (18–79) 41 (16–72) 43 (19–77) 41 (16–79)

Time since diagnosis, y, n (%)

0–1a 16 (32) 10 (50) 10 (63) 36 (42)

1–5 23 (46) 3 (15) 2 (12) 28 (32)

>5 10 (20) 7 (35) 4 (25) 21 (25)

Unknown 1 (2) 0 (0) 0 (0) 1 (1)

Visits to theneurologistwithin the lastyear,n (%)

0 20 (40) 4 (20) 5 (31) 29 (34)

1–4 23 (46) 14 (70) 10 (63) 47 (55)

5–12 7 (14) 2 (10) 1 (6) 10 (11)

Treatment, n (%)

Monotherapy 26 (52) 10 (50) 10 (62) 46 (53)

Adjunctive therapy 24 (48) 10 (50) 5 (31) 39 (45)

Unknown 0 (0) 0 (0) 1 (6) 1 (1)

a This includes conversations during which the patient was diagnosed with epilepsy.

Figure Neurologist–patient conversation flow

Conversation elements that differentiate conversations in Spain and Germany from conversations in the United States are outlined in bold.
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Table 3 Key communication insights and select quotes from patients (P), caregivers (C), and neurologists (N)

Insight United States Germany Spain

(A) Patients and neurologists used
patient-friendly vocabulary to
describe focal seizures

N: “And during that time you would
stay awake, but you were not there”

N: “Tell me exactly again, how
that, hmm, how it went from your
point of view”

N: “Do you become paralyzed?”

C: “Eyes roll backwards and blank
smile”

P: “Yes, I sat at the computer at
work and then, my right hand, is,
uh, became a little bit numb”

P: “Well, I don’t know exactly”

N: “Looking blank, what have they
told you? Because it surely”

P: “They’ve toldme that I fall down,
I fall . . . I’m standing and suddenly
I fall”

(B) In the United States, neurologists
avoided using the term “epilepsy”; in
Spain and Germany, they used the
term “epilepsy” and referred to it as
a chronic condition

N: “You reported having been
diagnosed with seizures. . . [I] want to
put youbackon the seizuremedicine. . .
because you were having the spells
recently pretty often”

N: “There is a genetically
determined epilepsy”

N: “Epilepsy is like almost all the
diseases. Therearemany types. . . .
They are chronic diseases that
you try to reduce it with the
medication or, if you can, remove
the crisis”

(C) Neurologists focused on side
effects when describing a new
medication

N: “The reasons I would have to switch
are that your medication X long term
can havemore side effects than some
of the newer medicines can . . . the
other thing is the newer ones you
don’t really need bloodwork with
them. [They are] cleanermedications”

N: “You will have to slowly
increase the dose, or else it might
give you eczema”

N: “We don’t want to stop the
seizure completely, if that’s going
to alter your normal daily life
[because of side effects], okay?”

(D) Neurologists recommended one
specific medication to the patient

N: “There [are] about a dozen
different medications. The one I want
to start you on is called X”

N: “Wewould like to begin straight
away and give a drug called X.
You’ve probably never heard of it.
It is an antiepileptic. X is the
substance that you take as
a tablet just once a day”

N: “[Current medication X] is not
enough but it’s the best drug and
this one is doing you good. So,
better than switching it, X is
a good drug”

(E) Patients and neurologists
preferred to maintain the existing
treatment and control level

N: “When somebody’s doing so well,
last thing I would do is change, you
know . . . the dose or the medications
or, so just leave you alone”

N: “Regarding the epilepsy. . . I
wouldn’t change anything on this
concept”

P: “I am taking it because I don’t
want this to happen again”

P: “To leave it the same?”

N: “Yes, I mean, why should we do
it?”

(F) Patients hesitated to start or
change medication

P: “What I’m afraid of with that is that
then I would have to, uh, get used to it
on the stomach side effects. . . . I’m
worried that because, for the most
part, everything like seizure wise, you
know, is doing great”

P: “I don’t want that right now,
well I have a lot of work to do and
I have to finish a lot of things in
the next months. . . Maybe the
medication will make me more
prone to epileptic seizures . . .
Will the medication make me
weaker? I mean, what are the
side effects?”

N: “Some sort of treatment should
be started. . .”

P: “And is it worth it or not?”

(G) Neurologists in all 3 countries
asked about seizure frequency, but
control was vaguely defined

N: “If you feel that, uh, you want to
take control, more control of seizure,
then we can add something”

N: “Are the seizures almost gone
now, or?”

P: “Sometimes, there was a time
that I had up to 3 [seizures in one
day]”

P: “Yes, from time to time, well, uh,
they are not completely gone, but
I feel I am more stable now”

N: “Three times. Well, very well.
We’re going to continue with
this treatment, which has been
the best you’ve experienced,
okay?”

(H) Neurologists in the United
States did not set treatment
goals; in Germany and Spain,
they sometimes described
seizure freedom as the
treatment goal

N: “Let’s see if we can get some higher
results with a higher dose”

N: “And that’s actually what, what
the goal of the treatment is, that
you with, with a good tolerance
that you will be free of seizures,
right”

N: “I hope with this adjustment of
the medication that we did now,
when you come to the revision,
you come like new.”
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frequency (table 3, insight B). However, use of the word “epi-
lepsy” (or not) had no effect on whether a patient in the United
States would accept the treatment recommendation. Treatment-
experienced patients did not hesitate to accept treatment
whether epilepsy was mentioned or not. Only 2 of the newly
diagnosed patients were told that they have epilepsy. On the
other hand, neurologists in Spain and Germany frequently used
the term “epilepsy” to describe the patient’s condition and
“epileptic seizures” to describe individual seizure events. In
contrast to neurologists in the United States, neurologists in
Spain andGermany emphasized epilepsy as a chronic condition
instead of a series of events, and they used examples of other
chronic diseases when talking to newly diagnosed patients.

Disease education
In Germany, neurologists discussed seizure triggers extensively
with patients, whereas triggers were not emphasized to this ex-
tent in Spain and the United States. Neurologists in Germany
educated patients about potential triggers and sometimes used
the inability to completely avoid triggers as a rationale to start
treatment. They used patient-friendly metaphors (e.g., the brain
is like a computer) to educate newly diagnosed patients about
seizure triggers and epilepsy.

Decision-making
Even though focal seizures often did not trigger an urgent
reaction from patients, neurologists saw the seizures as
a reason to change or start treatment. The neurologists in all 3
countries were unilaterally responsible for the treatment
decision and choice of medication. When describing a new
medication, neurologists most often discussed potential side
effects and did not review potential benefits (table 3, insight
C). They did not elicit the patients’ thoughts on the medi-
cation selection after reviewing the medication’s details.
They recommended one specific medication to the patients
and only occasionally noted that other options exist, but they
never offered multiple options to the patients (table 3, in-
sight D).

None of the patients in this study asked about other options
when the neurologist recommended a medication. Patient
and caregiver involvement in the treatment discussion was
limited to describing side effects or asking about the poten-
tial side effects of new medication. Newly diagnosed patients
were reluctant to begin medication. Patients who be-
lieved that their disease was relatively controlled preferred
to maintain their existing seizure control and medication

(table 3, insight E). They hesitated to change medications
(table 3, insight F), even if a new medication may offer them
better seizure control, because they perceived the potential
risks of the new medication, and transition to it, to outweigh
the potential benefits. Even though caregivers bore the pri-
mary burden of explaining the patient’s condition, they in-
frequently advocated for a treatment change for the patient.

Defining seizure control
Although nearly all treatment changes were driven by seizure
control or lack thereof, neurologists rarely actually defined sei-
zure control and did not elicit from the patients what seizure
control meant to them (according to some patients, having 4
seizures in 1 year was equivalent to good control, whereas for
others, 1 seizure per week was satisfactory). In all 3 countries,
neurologists sometimes asked about seizure frequency, but they
did not describe a threshold to differentiate between good and
poor seizure control (table 3, insight G).

Setting treatment goals
When prescribingmedications, the US neurologists often did
not set treatment goals, whereas neurologists in Spain and
Germany sometimes referred to seizure freedom as the
treatment goal (table 3, insight H).

Discussion
The results of this analysis provide insight into the nature of
communication about epilepsy between neurologists and
patients and their caregivers in the United States, Spain, and
Germany. Neurologists from all 3 countries tended to avoid
medical terminology and instead to use patient-friendly lan-
guage when discussing seizures with patients. In all 3 countries,
patients were often unaware that some types of focal seizures
might be subtle and without obvious loss of consciousness;
therefore, the patient-friendly language used by the neurologists
to refer to seizures may have helped the patients and caregivers
provide detailed descriptions of their experiences. This avoid-
ance of medical terminology and the use of euphemisms may
improve patients’ understanding of their condition, given that
patients may not comprehend many of the medical terms
commonly used by health care providers.11–13

In this study, the US neurologists, in contrast to neurologists
in Spain andGermany, avoided using the term “epilepsy” and
did not convey that seizures are a sign of a chronic condition
that requires ongoing management, which may leave patients
with a gap in their knowledge and understanding of the
disease. This avoidance of clearly providing a diagnosis of
epilepsy may affect patient care through misdirection of
patients who seek information about their diagnosis after the
neurologist consultation. Not knowing their underlying di-
agnosis, patients would be hampered in identifying what
ancillary information is relevant to them.

When discussing treatment options in the current study,
neurologists tended to focus onmedication side effects rather

In Germany, neurologists discussed

seizure triggers extensively with

patients, whereas triggers were not

emphasized to this extent in Spain

and the United States.
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than on benefits. However, according to the clinical guideline
of the American Academy of Neurology (AAN) and Amer-
ican Epilepsy Society, neurologists should inform patients
reporting their first unprovoked seizure that the side effects
associated with epilepsy treatment are usually mild and re-
versible and that the risk of side effects ranges from 7% to
31%.14 Side effects of antiepileptic treatment can negatively
affect patient quality of life and are an important consider-
ation when making a treatment decision.15 In the current
study, established patients hesitated to switch medications
for fear of new side effects that could be associated with the
new medication. Therefore, discussing the benefits, in ad-
dition to the side effects associated with available medication
options, could help patients make an informed decision.16

In the neurologist–patient conversations examined in this study,
neurologists did not share multiple treatment options and
largely made the treatment decisions in all 3 countries without
patient input; that is, they did not engage in shared decision-
making with their patients. Shared decision-making is an
approach in which health care providers and patients make
decisions collaboratively through utilization of the best available
evidence.17,18 It involves checking for patients’ goals and pref-
erences for managing their condition.19 Health care providers
encourage patients to consider management options, including
the benefits and risks of each option.17,19 Patients assist in
selecting the course of action that suits their preferences and
their conclusions regarding options. Some patients may prefer
to delegate the decision-making to their health care providers,
but a systematic review of patient preference for decision-
making showed that, in 63% of studies, most patients preferred
to take an active part in making decisions.20 However, this
proportionmay vary, depending on the health of the population,
decision to be made, context, and relationship with the health
care provider.20,21 In the chronic neurologic disease population,
most patients with Parkinson disease want to be involved in
information exchange and deliberation but may prefer to dele-
gate decisions made during late-stage disease to the health care
provider.21 The current study, which shows limited shared
decision-making in neurologist–patient communication, may
establish the baseline for future studies elucidating the effect of
shared decision-making on patient outcomes in epilepsy.

Shared goal setting is part of the process of decision-making,
with the ultimate aim of defining patient preferences.22 The
neurologists in this study often did not discuss treatment
goals with their patients and did not always elicit what seizure
control meant to patients. Setting treatment goals enables
health care providers to focus on the underlying problem and
may narrow the number of available treatment options,
making the final treatment decision easier.23 In addition,
setting treatment goals improves the ability of health care
providers to monitor treatment.24 Discussing how the
treatment would work toward the defined level of control
could also proactively uncover and address potential barriers
to adherence.25 A patient who actively participates in the
discussion about treatment goals becomes an informed

partner with improved adherence.23 Shared goal setting can
lead to a sense of ownership and accountability and has been
found to increase self-management skills in patients with
diabetes.26 Differences in the definition of seizure control
and lack of agreement on the level of control can diminish
patients’ ability to evaluate the efficacy of their medication
and, subsequently, the need for medication changes.

The study has several limitations. First, conversations analyzed in
the study were selected for their relevance to the study objec-
tives, which may have biased the results and led to under-
estimation or overestimation of communication gaps. In
addition, differences in communication patterns observed
in the current studymay have been influenced by differences in
health care systems, sociodemographic makeup, and cultural
characteristics of the 3 countries. Because the study populations
in all 3 countries were small, the results may not be represen-
tative of the cultural differences between the countries. Similarly,
demographic characteristics of the neurologists participating in
the studymay not have been representative of all neurologists.27

Furthermore, the presence of a recording device may have af-
fected the behavior of the neurologists, patients, and caregivers.
Because the participants were not videotaped, nonverbal com-
munication was not captured. Also, the historical context of the
conversation was not documented; therefore, not all aspects of
the neurologist–patient interaction may have been considered.
Finally, data from this study were collected through a series of
naturally occurring, in-office conversations with broad, quali-
tative results. Validated quantitative measures of neurologist
and patient perceptions were not used in this study.

In this multinational study, we identified opportunities con-
cerning vocabulary, decision-making, and treatment goal setting
that could be targeted to improve neurologist–patient commu-
nication (table 3). The neurologist–patient conversations about
epilepsy could be optimized by using the following evidence-
based strategies: (1) tailoring information to patients’ needs28;
(2) striking a balance between using vocabulary and language
that is understandable to patients but that also conveys an ap-
propriate level of disease awareness and education (based on
table 3, insights A and B), which may empower patients to take
a more active role in decision-making; (3) discussing potential
benefits and risks (including side effects and uncertainties) of
medications in a balancedway (addressing table 3, insightC)19,28;
(4) creating an awareness of treatment options (addressing
table 3, insight C)28; (5) engaging patients in a conversation
to uncover their preferences, challenges, and treatment goals,
and using this information to formulate preferred treatment
recommendations (based on table 3, insights E and F)19,28;
(6) agreeing to a treatment decision that includes patient’s
views and preferences (based on table 3, insights E and F)19,28;
and (7) setting shared treatment goals22 and defining control
(addressing table 3, insights G and H).

These recommendations could contribute to improving the
quality of epilepsy care as outlined by the AAN, particularly
the requirement for education about all facets of epilepsy and
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the recommendation for neurologists to engage patients and
caregivers in decision-making.29 Future work should be fo-
cused on developing and testing interventions for neurolo-
gists and patients or their caregivers to help improve
conversations about epilepsy to optimize the overall treat-
ment experience for patients.
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