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Abstract

Objectives: To explore the perspectives of clinical physiologists on working with patients with Non-epileptic
attack disorder (NEAD).

NEAD is a medically unexplained symptom frequently encountered by clinical physiologists in the field of
neurophysiology. Studies in healthcare professionals show that they often find patients with medically
unexplained symptoms challenging, uncomfortable, and frustrating to interact with. Clinical physiologists spend
a substantial amount of time with patients and are key to the assessment of the condition. It is not known how

physiologists experience working with patients with NEAD.

Methods: Semi-structured interviews were conducted with clinical physiologists who frequently work with these

patients. Interviews were recorded, transcribed, and analysed according to grounded theory methodology.

Results: Twelve participants including current trainees and qualified clinical physiologists working in
neurophysiology were interviewed for the study.

Participants described the experience of working with people with NEAD as anxiety provoking and
unpredictable. The sources of this anxiety were the nature of the psychological aspects of the condition, the
need to preserve professional boundaries and a lack of preparedness to manage conversations about distress

or the psychological factors impacting the NEAD.

Conclusions: There is a risk that patient care is compromised by the lack of preparation and skills training of

physiologists.

Practice Implications: Physiologists need further training in counselling skills to increase tolerance to

emotionally laden content in patient accounts and knowledge of suitable referral routes.
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Background

Medically unexplained symptoms are common in healthcare, with patients with medically unexplained
symptoms accounting for 20-25% of all frequent attenders to medical centres, [1]. Healthcare professionals find
patients who demonstrate these symptoms challenging, uncomfortable, and frustrating to interact with, [2].
Patients with medically unexplained symptoms feel disregarded and dismissed, [2].These negative relationships
between healthcare professionals and patients ultimately have consequences on health outcomes, and can
lead to worsening of the patients' symptoms [2, 3].

Non-epileptic attack disorder (NEAD) is a complex functional neurological condition characterised by clinical
seizures which may be mistaken for epilepsy, [2]. Unlike epileptic seizures, non-epileptic attacks are not
associated with abnormal electroencephalogram (EEG) changes, [4]. NEAD is classed as a medically
unexplained symptom, and is believed to have a psychological origin, which manifests itself as somatic
symptoms, [5]. NEAD poses a diagnostic challenge, with an average delay to diagnosis of 7.2 years,[6].
Approximately 20% of people with diagnosed epilepsy have concurrent non-epileptic attacks, which complicates
the diagnostic process further, [6]. The gold-standard for diagnosis is simultaneous EEG and video recording
during a typical clinical episode, [7]. These EEG recordings are performed by clinical physiologists, and due to
the nature of the investigation, these healthcare professionals spend several hours with these patients, [7].

The current literature portrays negative interactions between patients with NEAD and healthcare professionals,
[8]. A common misunderstanding of NEAD is that the patient has control over their seizures, and they are
performed rather than genuine, [8]. Yon et al, (2015) explored junior doctor's experiences with managing
patients with medically unexplained symptoms. An aspect of the study explored the doctor’s descriptions of the
patients. Here they described patients as falling into different subtypes, with one subtype being individuals with
'made up' symptoms who sought personal gain, [9].

There is a lack of clear guidelines and education for the management of this patient group, [10]. The bio-
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medical model of health is widely accepted in healthcare and is centered around biological explanations of
illness, secondary to disease, [11]. It does not take into account psychological, environmental, and social
influences on disease, [12].

Patients who experience NEAD often suffer from concurrent mental health problems, and often report a history
of trauma and sexual abuse, [13]. Therefore, these patients may require more emotional support, and
explanation than patients with a physical diagnosis, [9]

Most patients with NEAD will spend time with physiologists in their diagnostic work-up (1 hour plus).They may
be closely monitored by physiologists several times a day over several days. Often patients undergo repeat
investigations due to the diagnostic uncertainty of the condition, [7, 3]. This time provides an important
opportunity for communication. It is important to understand what informs the way physiologists feel about
working with this patient group, and if there are any barriers to the delivery of effective healthcare to these
patients.

Objective

The aim of the research study was to examine the viewpoints, attitudes and beliefs of physiologists' who are
experienced in working with patients with NEAD. Furthermore we aimed to explain the mechanisms that
contribute to patterns of care.

Methods

Participants were recruited during the COVID-19 pandemic. The study was advertised through a poster on the
Association of Neurophysiological Sciences (ANS) social media page, a group consisting of clinical
physiologists and scientists in neurophysiology. Participants were asked to contact the researcher (OM) to
express their interest in the study and to provide demographic details.

Twelve volunteers expressed an interest in the study, and some of their demographic details were collected.
Grounded theory methodology prescribes a sampling approach to ensure that the constant comparison of
accounts include a range of relevant features, [14, 15]. Firstly, purposive sampling aims to direct the generation

of data by providing the maximum variation of participant experiences to answer the research question, [14, 15].
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Our purposive characteristics were age, gender, training route and level of experience. In this case, seven
volunteer participants were purposively sampled who provided this range of contrasting characteristics to enrich
the data set (i.e. age 23-67; BSc (undergraduate), MSc (masters level), ECNE (a professional qualification),
BTEC (business and technology education); current trainees, newly qualified, highly specialised and lead
clinical physiologists), [14, 15].

After conducting and analysing seven interviews, five further participants were interviewed to clarify
uncertainties and test developing theories i.e. participants with a greater number of years of experience were
interviewed to clarify if their experiences were different, [14, 15, 17]. Additionally, a colleague in a non-UK based
system was recruited to compare if their experiences contrasted to those in the UK, [17]. By the end of the
study, all of the volunteers who expressed an interest were recruited as participants.

Due to the COVID-19 pandemic, interviews were performed over video-call software and telephone, or face to
face (following social distancing guidelines) over a period of 7 months. An interview guide was prepared ahead
of time (see figure 1) based on the findings of the studies conducted by Yon et al. (2015 ) and Brownell et al.
(2016) on doctors and junior doctors' experiences of working with patients with medically unexplained
symptoms, [9, 16]. The questions asked related to their experiences of working with these patients, their
feelings of working with these patients, training they had received, how confident they felt when working with
these patients, and recommendations for future training. Questions were then guided by the individual

participant’s responses.



Figure 1: Interview questions.

e Tell me about working with people with medically unexplained symptoms.

¢ Can you share with me a memorable patient encounter you have had?

¢ Tell me about the training you have had for working with these patients.

¢ Do you feel comfortable with your skills in working with these patients?

**Questions were then asked to explore individual participant’s responses in more depth — e.g.

o What was it like, hearing that from a patient? (when discussing an emotional patient history)
e How did you react when that happened? (when discussing a witnessed non-epileptic attack).

¢ What are the challenges in explaining this to a patient? (when explaining what NEAD is).

Interviews were audio-recorded with an encrypted dictaphone and transcribed verbatim by researcher (OM). To
ensure anonymity, all personal identifiable information was removed at transcription and pseudonyms were
assigned to each participant. Audio-recordings were deleted once they were transcribed and checked for
accuracy by the researcher (OM).

Ethical considerations

This study was approved by the Aston University Research Ethics Committee on 2 June 2020 (REC REF:
#1638). All participants were provided with a detailed participant information sheet, consent form and the
contact details of the researcher (OM). Written informed consent was sought from the participants prior to the

day of interview. Additional verbal consent was gained from the participants prior to initiating audio-recording.

Data Analysis

Grounded theory informed the use of theoretical sampling, constant comparison, coding and memo writing, [14].
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There were three stages to the coding. Firstly, open coding of all content. This involved line by line analysis

using the participants' own language ('in vivo ' codes) to form many codes which described the data set. The

open codes were then grouped into broader thematic categories. To consider how these categories operate we

grouped themes into a framework. This is in keeping with grounded theory methods [15]. We describe the

process by which the phenomenon (experience of working with NEAD) occurs within a framework of pre-

conditions and informed by context and action/interaction strategy and finally, as leading to consequences. Our

categories were:

1.

2.

Pre-conditions — what experiences were in place that led to the phenomenon

The phenomenon itself — the experience of working with people with NEAD

The context within which this phenomenon occurred and which was critical to the interpretation of the
experience

The action or interactional strategies that were described to modify the phenomenon

The consequences of the phenomenon.

Finally, in keeping with grounded theory approaches we examined the categories to consider whether
there was a determining theme that impacted the phenomenon (experience) most substantially.

The categories were formed from different properties (sub-themes), and direct participant quotes were
used to describe the dimensions of the categories. After each interview, themes were refined to mirror
the properties and dimensions of the subsequent interviews. The transcripts were reviewed by two
researchers (OM & HP) to check interpretations. The researchers compared their analysis to explore the
data thoroughly. Each interview was transcribed and analysed prior to the next interview so that future
interviews were directed based on the findings of previous interviews. This allowed interview questions
to be adapted to explore promising topic areas directly in future interviews. The final descriptive
framework was agreed by the researchers. A contrasting case was sought to test the developing
framework, [18]. In this case an individual working in a different health system context was included to

examine the themes against a different account.
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Results

Participant Demographics

Twelve participants were interviewed for the study; these were all clinical physiologists with experience of
working with patients with NEAD in UK neurophysiology departments. A mixture of current trainees and recently
qualified, highly specialised and lead clinical physiologists participated. They were aged 23-67 (mean age 40)
consisting of ten females and two males. All participants were strong English speakers and had the capacity to
provide informed consent. Interview times ranged from 29-63 minutes (mean 46 minutes). Participant
demographics can be seen in table 1. The participants consisted of a mixture of current trainees (band 6),

recently qualified (band 6), specialised (band 7) and lead clinical physiologists (band 8).



Pseudonym

Age

Jeex

Band

[Training route

Description

Rachel

S TR

Rachel is a newty qualified clinical scientist in neurophysiology who completed a masters level postgraduate training route. She described emotional
encounters she has had with these patients and the impact this has on her, and expressed frustration towards her lack of training when working with

hese patients.

Clara

31

BSc + MSc

Clarais a highly specialised clinical physiologist in neurophysiology with 8 years of experience. She trained abroad before moving to the UK to work.
IShe feels unprepared when working with these patients and is concemed about the lack of awareness and guidance available when working with

patients with medically unexplained symptoms

Peter

65

ECNE + MSc

Peter has worked in neurophysiclogy for 45 years. After being a lead clinical physiologist in the UK, he moved abroad to manage his own practice. He

has many years of professional and life experience which he said is beneficial when working with these patients.

Lottie

TEXS]

Lottie is currently completing postgraduate training in neurophysiology. She discussed feeling uncomfortable working with these patients and uses
voidance as a strategy. She reflected on gaps in her training in having discussions around previous frauma and mental health and does not feel

prepared to have these conversations.

Eleanor

67

ECNE

Eleanor is a previous service manager with over 50 years of experience in the NHS. She described feeling comfortable and confident working with
hese patients due to her many years of experience both in neurophysiology and in life. However, she expressed concerns around overstepping

professional boundaries.

[Sophie

Pse TR

ISophie is a cumently completing postgraduate training in neurophysiology. She reported feeling unconfident and unprepared when working with these

patients. Additionally, she expressed uncertainties as to how to help these patients further in the limits of her role.

Flora

JSc TR

Flora is a qualified clinical scientist with 7 years of experience in neurophysiology, having completed her postgraduate training. She deseribed mixed
feelings of working with these patients; some she finds interesting due to the psychological nature of the events and others she described as frustrating

0 work with due to time pressures.

Michelle

U2

BTEC

Michelle is a lead clinical physiologist with 26 years of experience in neurophysiology. She described a change in feeling towards working with these
patients throughout her career, from originally believing that these patients were faking these events to now appreciating the psychological element of

he condition.

David

35

BSc + MSc (5TP)

David is a clinical physiologist who completed both the undergraduate and postgraduate training routes. He expressed feelings of frustration on behalf

jof the patients as he believes a more specialist approach is required for them.

anet

52

BSc + ECNE

anet is a lead clinical physiologist with 30 years of experience in neurophysiology. She described working with these patients as challenging due to

he extra support and reassurance that some patients may require.

[ate

51

BTEC +ECNE

Kate is a highly specialised clinical physiologist and the lead for long-term monitoring at her trust with over 30 years of experience. She reflected on

ime and resource pressures when discussing these patients and how these can be challenging.

Bella

37

BSc

Bella is a highly specialised clinical physiologist with 14 years-experience in neurophysiology currently leading the long-term monitoring service at her
rust. She reflected on a feeling of unpreparedness and a lack of support in working with these patients. Additionally, she described concerns around

negative reactions from the patient when explaining about the psychological causes of the symptoms.

Table 1: Participant demographics (note: pseudonyms were used for all participants).



To describe the framework and process by which the experiences of working with people with NEAD occur we
have described the central phenomenon first and then present tabulated descriptions of the pre-conditions,
context, strategies and consequences of the phenomenon.

The phemomenon — the experience of working with NEAD

Physiologists described the presentations of NEAD as unpredictable and anxiety provoking due to the increased
frequency of the seizures compared to epileptic seizures. Physiologists worry that they will have a seizure in the
department. Bella explained that she ' still gets that nervous feeling' when she witnesses an event, and
described the attacks as 'daunting' and 'frightening'. The physiologists are left with a feeling of professional
insecurity and uncertainty if they have fulfilled their professional role, 'you feel like you want to do more for them'
(Bella); ' we still see them, and | think we should learn more about them so that we know how to deal with them
properly'. (Lottie). 'you never really quite know what to expect' (Flora). 'The only thing with non-epileptic and
query non-epileptic is you kind of worry that they're going to have an event. Which isn't nice for anything. It isn't
nice for them, it isn't nice for their family, and it isn't nice for me' (Sophie).

The anxiety was also associated with the psychological aspects of the condition 'In the psychiatric world there's
so much out there that we don't know, and the doctor's don't know, no one knows and there's no specific
treatments, there's no diagnosis... and that's a tricky situation' (Clara).

Psychological distress might be communicated during a test. 'Patients reveal huge amounts of very sensitive
emotional stuff’ (Peter). This has an emotional impact on them, with Rachel describing a patient encounter as
'one of the hardest days' as the patient 'made quite a disclosure to me that was quite traumatic from her past'.
The anxiety was also around overstepping professional boundaries, with physiologists feeling powerless in their
role when providing support for these patients. Bella stated that 'it's difficult to judge what you can actually do
...you want to do what's best for the patient but you've got to take a step back and see if it's your place'. This
feeling of being powerless was further represented by David; ' | guess in our role as a clinical physiologist we've
got very limited things we can do really, apart from a range of EEGs...we certainly can't suggest anything extra '

(David). 'I've always had a little bit of anxiety about boundaries ...I've got a lot of life experience, a lot of
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resources, and you know, it feels wrong for me to withhold that' (Eleanor). The anxiety is part of feeling

unprepared when working with patients with NEAD. Lottie described her initial thoughts and feelings when

encountering a patient, 'l think the very first thing | feel is oh gosh, what should | do? | feel a bit nervous, how

should | approach the patient? How should | start testing?’.

The framework

Pre-conditions
Professional
boundaries

Pre-existing stigma
Concemns about
comipliance

Context
Insufficient training
and support
Time pressure

The Phenomenon
The experience
Anxiety around professional
boundaries
Feeling unprepared

Strategies

‘Coping medhanisms'

avoidance, self-
reassurance and
managing emotion

Consequences

sl A fEEling of ‘missng
out” for both the

phy=iologist and the

patient

Figure 2: A framework to understand the clinical physiologists' perspectives of working with patients

with non-epileptic attack disorder.
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To develop a theoretical understanding of these reactions, we examined the process by which the experiences

of working with people with NEAD are formed and maintained. The ‘pre-conditions’ here refer to some of the

salient factors that participants describe as causes of the experience. The pre-conditions here are professional

boundaries and the insecurities about the clinical role; the stigma towards medically unexplained conditions that

inform the individual views; the concerns about compliance and the time pressures people are working under.

Table 2 Pre-conditions that influence the experience.

Pre-condition Theme Properties of the theme

lllustrative quotations

Professional boundaries Tension between diagnostic
and support roles in clinical
care

Sense that diagnostic role

should be paramount

'we are scientists, we shouldn't really be doing this' (Clara)

Dilemma between diagnostic

tasks and need to provide care

'I had a patient who again was sort of disclosing some things to me,
really upsetting, and normally | am sat, you know, quite a way away
from the patient, by the EEG, watching the EEG, and | just felt for this
one | just needed to go and sit with her and hold her hand but | was

like, is this ok? Because | should be watching the EEG' (Rachel)

Pre —existing stigma Suspicion that patients control
their attacks
Clinical tools hold superior

interpretation

'if they had any understanding of the EEG, you think they wouldn't do

it, because it catches them out' (Eleanor).

The invisibility of symptoms

make them less credible.

‘| feel like you're much more patient with someone that's got a very
clear disability or illness ...when its medically unexplained, | think it's

a little bit harder to make those exceptions' (Lottie).

Suspicion that symptoms are

exaggerated

'sometimes you're thinking no, you're absolutely fine here, you could
get up, you really could....your sympathy can sometimes wain a bit

on that'(Kate)
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People who present with
NEAD are doing so for

secondary gain

'that's horrible to say but there are people who take advantage and

abuse the system...they get away with loads of things' (Bella).

concern about compliance

Patients are less willing to be

helped

'...whereas the NEAD ones tend to come with a lot more complex,
just around it, there can be a lot more effort involved even just to get
them to come to the appointment. they will throw up barriers on why
they can't come, why they shouldn't come why they've got to be
treated differently ... you make those changes to facilitate as much as

you can to get them to come' (Janet)

These patients need more

support

'They wanted a lot more reassurance. They wanted a lot more

explanation' (Janet)

'| had a lady that, | can't even remember the name of the sort of
anxiety disorder she had, but she was sort of very distressed as she
came into the appointment, and it was sort of very challenging to

even get her into the room, let alone have the test done' (Rachel).

Time Pressure.

The risks of attacks increase
during clinical encounters —

these can cause delays.

‘although it's the job, you never want anybody to actually have a
seizure, a) for them...but equally it's sort of time pressures with sort
of being, not unkind, but when you've only got an hour to do a test,

the time pressures are challenging' (Kate)

The broader context that explains how these pre conditions arise and how the phenomenon occurs. The lack of

training and support in how to have conversations that might involve either discussing medically unexplained

symptoms or elicit distressing personal histories are attributed as creating the later discomfort in clinical

encounters.
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Table 3 Context that influences the experience - Insufficient Training.

Context theme

properties

lllustrative quotations

Insufficient training

Lack of any formal training or teaching on
the topic of medically unexplained
symptoms or NEAD, despite all
encountering these patients consistently

throughout their careers.

"| can't really think of a single time that
we've ever had any training or any
conversation on what to do if a patient has

a non-epileptic attack' (Rachel)

'it's probably like a vicious circle, | wouldn't
feel confident going and teaching anyone
about non-epileptic attack disorder
because I've not received the training'

(Rachel).

'experiential learning is the most effective
...itisn't something we are trained in. It's
something we learn almost osmotically,
organically, by experience watching over

people' (Eleanor).

The gap is in communication skills

'l know what to do with the EEG, | know
how to keep that running , | know how to
fix the wires, but how to actually talk to
someone and make them feel ok, that can

be quite hard' (Rachel).

'not really about difficult conversations and
how you handle that, you know, when you
are talking to patients. | don't think training

in the NHS is geared up to that' (Michelle)

"The more skills you have in interaction
and the more comfortable you are with

managing difficult conversations, the
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better' (Eleanor).

This inhibits conversation and
physiologists do not ask about past history

for fear of causing emotional distress.

'l just think at the moment I'm not really...
I'm not trained. | wouldn't want to put

myself in a position like that' (Lottie).

Insufficient Support

The lack of clear guidance in training
continues into lacking clarity in how to

signpost patients for further help

'| think again that is something that we
could have more support for in the
hospital, like how to deal with someone
who might offload quite a load of trauma '

(Lottie).

In order to cope with the uncertainties in the clinical experience participants describe a range of coping

strategies.

Table 4 Strategies: Physiologists describe using coping mechanisms

Strategies themes

Properties

lllustrative quotations

Avoidance

Avoid discussing past histories

'l don't want to upset anyone. Like if one of
their triggers is talking about this really
horrible event, | would not ever want to
talk about it with them because | don't feel

comfortable doing that' (Lottie).

Avoid discussing possible diagnosis and

reasons behind symptoms

'| think for me it would probably be
daunting to, I'd have this conscience on
my head | think, that you know, how is the

patient taking it?' (Bella).

To discuss psychological causes could be

stigmatizing.

'never hint it could be psychological'

(Sophie)

Self-reassurance

Physiologists respond to the difficult
stories and distress described by NEAD

patients by reassuring themselves

'you're sort of thinking, no it's fine, what I'm

doing is fine' (Janet)
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‘sometimes you do have to go, no, you

can do this, you're alright'(Kate)

'sometimes we hear very sad stories and
that makes you think. And then you come
home, and you bring that home with you.
I've bought that home with me many times
and | feel that. it consumes me a little
bit...but | try to push that aside and move
on with my life because my life continues
and if | see that patient again that
might...you know those feelings might
come again but again you need to push

that aside’ (Clara)

'some stories take a bit longer to get over,
but ultimately you develop your own

coping mechanisms over the years' (Kate).

The consequences of these experiences are a risk that patients miss out on appropriate care. The resistance to

discussing the possible psychological causes or managing distress mean that there is a recognised risk of

patients be re referred into the system at a later time.

Table 5 Consequences — missing out on care

Consequences themes

Properties

Illustrative quotations

Missing out on care

The physiologists described feeling
insecure and uncertain whether they had
done a good job, and if there was more

than could have been done.

Patients are ‘missing out on a diagnosis’

(David)

Referring on — the risk of being re referred

'if she gets referred to another neurologist

at some point, I'm sure they will also get
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nervous and think of sudden unexplained
death in epilepsy and we will probably get

another referral' (David)

Vicious circle Not having answers makes symptoms 'if you have this and you don't have the
harder to live with right kind of intervention you know, you

might have more attacks' (Clara).

Diagnosis does not lead to appropriate '| do think in general the system doesn't
intervention work very well for them at all. | don't know
how anyone in our position would fix that
...it's interesting the amount of patients
that, even though we've told the doctors
that it's non -epileptic when we report
them, are still on anti-epileptics when they
come back a few years later...what's the
point? Why am | doing this if they're not

going to be treated properly?' (Flora)

Discussion

This research aimed to address the gap in the knowledge of how clinical physiologists feel about working with
patients with NEAD. In line with previous research, [9, 16, 19, 20], the findings reflected negative experiences of
the physiologists and the challenges they faced when working with these patients. These negative experiences
were multi-factorial; beginning prior to the patient encounter, where physiologists described insecurity and
uncertainty around their professional boundaries and role. Physiologists in the UK reported insufficient training
and support when managing these patients, and described a set of patients which confound the typical patient
model they expected to encounter. Time constraints, patient barriers, and family involvement contributed to this
experience, which hindered their ability to perform a successful diagnostic test. The physiologists employed

coping mechanisms when interacting with these patients, such as avoidance, self-reassurance and managing
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their own emotion. Ultimately, physiologists were left with a feeling of professional dissatisfaction; both with their
own performance and concerns for the management of these patients.

These problems derived from uncertainties around physiologists’ professional boundaries from the role as the
diagnostic scientist to providing support. People working in healthcare often naturally take on the role of the
helper, and therefore face a tension in their values when faced with these professional boundaries, [21]. In
some accounts, this anxiety around overstepping boundaries appeared to take priority over the patient care
itself, with physiologists stating that they wanted to do more for the patient. Fear of 'overstepping the mark'
resulted in the uncertainty of clinicians to their own scope of practice. This consequently had further impacts on
the quality of patient care given, [22, 23].

Several physiologists believed the patients purposively induce their events for secondary gain such as attention
or additional monetary support. This resulted in physiologists reporting that they felt less sympathetic towards
patients with NEAD. Unfortunately, this is a common misunderstanding shared by healthcare professionals, and
can potentially have an adverse impact on the patients they are working with, [8, 9, 24]. It is evident that
awareness of the psychosomatic manifestations of disease and addressing stigma amongst healthcare
professionals is required.

Peter is noteworthy as a contrast as his experiences and views differed from the other participants in the study,
[17, 25]. Peter has previously worked in the UK system but now manages his own service in Australasia and is
involved in the whole patient pathway, 'we deal with the patient right through the whole scheme and it's really
good because, especially in cases like functional disorders, it means that because we are also dealing with the
patient as a clinician, we have a bit more authority to dig in and talk to them about stuff that we would probably
not talk about in the UK'. He has taken on extra courses in counselling and communication and feels confident
with his skills in having sensitive conversations with patients due to his established support networks, 'l know a
bunch of counsellors who are all good at particular things...you need to have that network if you're going to get
into some of these discussions with the patient'. Peter also compared his current practice with prior NHS

experience 'it was sort of an accumulation over the years of realising that quite a lot of the work we do was...

18



we weren't really achieving anything for the patient' . This contrasting report confirmed the themes as salient. It
seemed that the increased training, broader role expectation and increased time to care helped his professional
experience to differ from the UK sample.

This was the first in-depth qualitative study exploring the perspectives of clinical physiologists when working
with patients with NEAD. The use of interviews strengthened the richness of the data, as real-life descriptions
and accounts were given by the physiologists. A strong variation in participant demographics, ranging from
current trainees to lead physiologists was achieved. The framework was explored further by contrasting the
experiences of a different health system. This contrast highlighted the need for broader training in the UK,
particularly in counselling and communication skills. In addition it is important to note that qualified physiologists
do not directly work under supervision and thus do not discuss communication or ways of managing patient
distress with colleagues.

Healthcare professionals share similar experiences when working with patients with NEAD, regardless of their
professional role. This study identified novel findings in the area. The tension physiologists perceived of
overstepping their professional boundaries into the remit of the consultant appeared to be of greater concern
than the patient care. Additionally, this study identified self-reassurance and managing emotion as coping
strategies when working with these patients, revealing the requirement for additional support for the
physiologists. These negative interactions may hinder the quality of the healthcare provided to these patients.
Previous research has shown that patients with NEAD reported challenging relationships with healthcare
professionals, [27, 2]. This consequently discouraged them from seeking help, [2]. Therefore, it is imperative

this patient care is improved.

Practical value
Based on the findings of this study, it is evident that there is a training requirement for physiologists when
working with these patients. Physiologists require further support and guidance when managing non-epileptic

attacks.
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