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Neurologists’ delivery of Standardised Medical Care (SMC)
Key points
The following will be considered to be essential elements to the neurologists’ delivery of SMC. They require the neurologist to:
•	Make a robust diagnosis of dissociative seizures;
•	Give the patient a standardised introductory leaflet – ‘Dissociative Seizures (Factsheet (Neurology)’;
•	Explain the diagnosis to the patient in simple terms;
•	Refer the patient to the study psychiatrist.

The rest of the description represents recommended care. 

Assessment and Diagnosis:
Neurologists will be expected to assess the patient in the usual way to determine the nature of the patient’s seizures. In some cases it will be possible to make a secure diagnosis on the basis of the history, witness history and physical assessment. In other cases mobile phone footage, EEG or video EEG may be required to make the diagnosis. Where available and practical an EEG with concurrent video is the most reliable way to make the diagnosis but it is not mandatory. Likewise neuroimaging is not mandatory and it is anticipated that this will be carried out only according to clinical need.
As part of standard history taking the neurologist will have determined the nature of any physical comorbidities, including other physical symptoms that may not be related to a disease process. 
Neurologists will not be expected to carry out a standardised psychiatric assessment. However, as with all patients attending a neurological service, if there are clearly recognisable psychiatric risks related to self-harm, harm of others or psychosis the neurologist will refer to the relevant psychiatric services, or ask the patient’s GP to do so. This referral may be to a specialist neuropsychiatry service or it may be to a local general psychiatry service, depending on local service configuration, the nature of the psychiatric problem, and the urgency (for example if a patient is felt to be at high risk of harming themselves in the near future it would be more appropriate to refer to a local crisis team than to a specialist neuropsychiatry service).


Explanation of the Diagnosis
Neurologists will have a key role in delivering the initial diagnosis of dissociative seizures

Provision of written material
All neurologists will be expected to give patients a copy of an information leaflet about Dissociative Seizures.  This will include many of the points below and direction to self-help information (e.g. www.nonepilepticattacks.info, www.neurosymptoms.org).
Verbal Explanation
We will also recommend that neurologists deliver a verbal explanation of the main components of the explanation as follows:
1) Explain the disorder: (ESSENTIAL)
i)	Give a diagnostic label – using any of the terms ‘non-epileptic attacks/seizures’ ‘dissociative attacks/seizures’;  
ii)	Explain what the patients do not have (epilepsy) and why (explanation of diagnosis, drawing particular attention to positive aspects of the diagnosis and a restatement of why tests are confirmatory of the diagnosis);
iii)	Explain that their attacks are considered genuine and they are not suspected of “putting on” or ‘imagining’ the attacks; 
iv)	Explain that the disorder is common;
v)	Explain that the condition is potentially reversible.

2) Explain the mechanism  
We allow for the possibility that neurologists may wish to talk about the mechanism of the attacks being a ‘trance-like’ state called dissociation, similar to that seen in hypnosis. 
Individual explanations will vary according to the neurologist. We will advise against any explanation which leaves the patient thinking that the doctor does not believe them or thinks they are just ‘making it up’. 

3)	Explain reason for referral to psychiatrist (ESSENTIAL)
The neurologist will need to explain why they are referring the patient to see a psychiatrist. 
Some suggestions for things that the neurologist can emphasise to the patient in discussing the referral to a psychiatrist are
•	The doctor may be a psychiatrist but they will not think the patient is “crazy”;
•	The psychiatrist knows about dissociative seizures and has successfully helped other patients with the problem;
•	Psychological factors are often important in understanding dissociative seizures. Part of the reason for referral is to explore this further; 
•	To assess factors that might be maintaining the attacks. For example, many patients with dissociative seizures become concerned about leaving the house in case they have an attack.  Worry about leaving the house may increase seizures.

Further aspects of the initial neurological consultation
These will vary according to the patient but could involve:
i)	Explaining that antiepileptic drugs do not help dissociative seizures, can have serious long term side effects and should be withdrawn gradually; 
ii)	Explaining that talking treatments (including cognitive behavioural therapy) may be helpful for some people but the evidence is currently uncertain as to whether it is worthwhile;
iii)	Providing explanations to family and friends about the diagnosis and what to do when the patient has an attack;
iv)	Providing general information about distraction techniques. These may be introduced by the psychiatrist instead;
v)	Explaining  that anti-epileptic drugs are not a suitable treatment for dissociative seizures and should be stopped unless they are given for a different indication (such as migraine, pain or anxiety).
vi)	Discussing DVLA regulations (if appropriate) .

Further neurology follow up
We recommend at least one further neurology follow-up visit (although fewer or more are allowable) which may typically cover the following topics: 
i)	Overall general review of progress;
ii)	Checking the patient’s understanding of the diagnosis and explaining again if necessary;
iii)	Supervision of AED withdrawal;
iv)	Management of any comorbid physical conditions – e.g. referral to physiotherapy for a rehabilitative approach towards poor mobility, fatigue or pain management, referral to appropriate specialist for other symptoms (e.g. urology for bladder problems);
v)	Reassessment for major psychiatric risk such as self-harm or psychosis
vi)	Recommendations for antidepressant or anti-anxiety medication prior to first visit with psychiatrist if clinically indicated
vii)	Completion of forms from DVLA or Department of Work and Pensions if requested by those agencies
viii) 	If the patient is still being followed up in neurology at 12 months after they have been randomised in the next stage of the study then it will be necessary to complete a very brief rating scale about how their seizures are.  Information about how to do this will be provided by the research team.

Withdrawal of anti-epileptic drugs:
As noted above, within SMC, neurologists will, as part of delivering the diagnosis, explain that AED withdrawal should be gradual but that AEDs are not treating dissociative seizures and may make them worse. The exception would be for someone with a previous history of epilepsy. Subsequent SMC by neurologists would include supervision of AED withdrawal and overall progress review.  This is an approach that would also be emphasised during the psychiatric assessment and follow-up since remaining on AEDs conveys to the patient that they have epilepsy rather than a psychiatric disorder. However, it would be emphasised that AED withdrawal would be undertaken in a measured and collaborative way and that during that process side effects or significant changes in the number or nature of the seizures would be monitored. A gradual reduction in drug dose would be recommended to avoid adverse reactions (e.g. mood change, anxiety, withdrawal seizures) and this would be communicated to the patient’s general practitioner to ensure that AEDs are not re-prescribed. There is evidence that a measured approach to AED withdrawal, undertaken soon after diagnosis is safe and potentially beneficial in improving seizure control and reducing health service use. It would be important to document any concerns patients have about their medications at each SMC appointment.
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