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ABSTRACT 

"Every patient holds a perspective regarding their condition."  

Since the inception of patient care within the healthcare sector, patient education has been a vital component. It involves 

systematic efforts to alter patient behaviour and facilitate improvements in the skills, knowledge, and attitudes essential 

for maintaining or enhancing health outcomes. Rooted in the Latin term "doctor," which comes from "docere," meaning 

"to educate," it falls upon every physician to educate patients, their families, and the broader community.  

. 

The aim of this research is to critically review and evaluate patient education strategies employed in the management of 

chronic conditions, specifically epilepsy and post-stroke care, to determine their effectiveness in improving patient 

outcomes and self-management. 

 

Family physicians play an essential role in spearheading patient education initiatives. By leveraging their position as 

primary care providers, they foster enduring and trustworthy relationships with patients. This unique bond helps to promote 

and facilitate shifts in health-related behaviours. Consequently, patient education is a fundamental aspect of residency 

training for family doctors. 

 

Improving patients' quality of life through structured, regular interactions should be the foremost aim of patient education 

to optimize outcomes. However, the limited time allocated for each patient visit—usually under five minutes in urban 

settings and much shorter in public hospitals—indicates that patient education remains significantly inadequate in India. 

Due to this reduced Turnaround Time (TAT), comprehensive patient education programs are largely unfeasible. 
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INTRODUCTION 

Worldwide, chronic diseases are prevalent and play a major role in mortality and health complications. In the United 

States, 60% of individuals have a chronic condition, leading to annual healthcare costs nearing $USD4.5 trillion.[1]  

 

In India, patient education for chronic neurological conditions like epilepsy and stroke remains suboptimal, often hindered 

by limited health literacy, poor accessibility, and inconsistent follow-up care. The turn-around-time (TAT)—the delay 

between diagnosis, counselling, and initiation of appropriate therapy—significantly affects long-term outcomes. 
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Prolonged TAT can lead to poor medication adherence, recurrent events (e.g., seizures or strokes), and preventable 

disability, especially in rural or resource-constrained settings. A study by Gourie-Devi et al. (2017) emphasized the urgent 

need for structured epilepsy education programs to reduce stigma and improve compliance. Similarly, Pandian et al. 

(2018) highlighted that delayed post-stroke rehabilitation and inadequate caregiver education directly contribute to poor 

functional recovery. These delays underscore the need for streamlined patient education and early intervention protocols 

to improve outcomes in chronic neurological care in India. [2,3] With more than 80% of medical consultations worldwide 

about chronic diseases, these ailments are the main cause of seeking medical attention. Chronic illnesses are linked to 

significant psychosocial impairment and a worse quality of life in addition to their harmful biological effects.[4] 

 

The diagnosis and treatment methods for chronic illnesses have been significantly improved by recent developments in 

medical research. Our knowledge of the causes of chronic illnesses has significantly increased over the last ten years as 

a result of advancements in epidemiology and public health. This has brought attention to the negative effects of 

unhealthy behaviours and lifestyles, such as alcohol drinking, tobacco use, poor eating habits, psychological stress, and 

physical inactivity. Innovative medical practices, pharmacological advancements, and new technology have all helped 

manage chronic illnesses and improve patient outcomes. [5, 6] 

 

Since patient education remains less of a priority of the clinicians in India, due to very high patient turnover on daily basis, 

a literature review was completed from 2000 to 2022. However, owing to the nature of the review, a few studies where 

included from prior of 2000 to get more insight of the patient education. 

 

Literature Review: 

• Records identified through PubMed, Scopus, EMBASE, Google Scholar,  (n = 203) 

After Screening: 

• Records after duplicates removed (n = 120) 

• Records screened by title/abstract (n = 120) 

• Records excluded (n = 59) 

• Full-text articles assessed for eligibility (n = 61) 

• Excluded irrelevant (n = 5) 

Studies included in qualitative synthesis ( n = 54) 

 

According to a recent WHO report, 5 million people globally are thought to receive an epilepsy diagnosis each year. The 

incidence rate is around 49 per 100,000 people annually in high-income countries. On the other hand, the incidence rate 

can rise to 139 per 100,000 people annually in low- and middle-income nations. Stroke remains the second leading cause 

of mortality and the third leading cause of combined mortality and disability globally, as measured by disability-adjusted 

life years (DALYs). [7] 

 

The estimated global economic burden of stroke exceeds $USD 721 billion, equivalent to 0.66% of the global GDP. 

Between 1990 and 2019, the stroke burden, in terms of the absolute number of cases, increased substantially: incident 

strokes by 70.0%, stroke-related deaths by 43.0%, prevalent strokes by 102.0%, and DALYs by 143.0%. The majority of the 

global stroke burden, comprising 86.0% of stroke-related deaths and 89.0% of stroke-related DALYs, is confined to low-

income and lower-middle-income countries (LMICs). This data is presented in the World Stroke Organization (WSO) Global 

Stroke Fact Sheet 2022. [44,45,62] 

 

Healthcare professionals who disseminate Therapeutic patient education (TPE), are designed to empower patients to 

understand their conditions, actively participate in clinical decision-making, and effectively manage their health. Many 

educational interventions for patients have demonstrated significant improvements in medical outcomes, self-efficacy, 

and treatment satisfaction across various chronic conditions. [7,8,9,10] These interventions facilitate lifestyle modifications 

and enhance adherence to treatment regimens. Developing these skills is crucial for fostering self-efficacy and self-care 

behaviours, ultimately leading to better biomedical and psychosocial outcomes in individuals with chronic disorders. 

[11,12,13] 
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Chronic illnesses, like epilepsy and post-stroke, affect patients who may live a quality of life provided they get proper 

therapeutic patient education by clinicians or rehab-specialists. However, the following challenges often make it very 

difficult to impart patient education owing to the varied nature of patients coming from different strata of our Indian 

society: [14] 

THE CHRONIC ILLNESS 

- Often refractory to treatment.   

- Typically remains asymptomatic except during acute exacerbations.   

- The associated pain is generally persistent in nature.   

- Subjective symptom severity often shows a weak correlation with objective biological markers.   

- Disease progression is unpredictable.   

- Potentially modifiable by lifestyle factors. 

THE PHYSICIAN 

- Oversees treatment while exerting indirect control over disease progression.   

- Educates patients on managing their treatment and promotes shared decision-making.   

- Primarily manages the condition during its asymptomatic phase.   

- Provides acute care during exacerbations.   

- Monitors for late-stage complications.   

- Facilitates psychological and social support.   

- Adapts to evolving medical roles and responsibilities.   

- Collaborates effectively within a multidisciplinary team. 

THE PATIENT 

- May not achieve a cure but can manage the illness. 

- Must tailor treatment to align with personal life factors. 

- Experiences the illness as asymptomatic outside acute episodes. 

- Faces relapse if vigilance wanes. 

- Requires training to respond promptly during crises. 

- Must accept a certain degree of compromised integrity. 

THE TREATMENT 

- Essential for maintaining survival and/or daily well-being. 

- Effectiveness exhibits significant variability. 

- Frequently necessitates patient education for optimal management. 

- Requires consistent daily adherence. 

- Often time-intensive for the patient. 

- Commonly interferes with social activities. 

 

Patient education has a well established role in improving health outcomes, especially for individuals with chronic 

diseases. Chronic conditions are persistent, and enhancing health literacy and self-efficacy is essential for effective 

disease management. Patients with a clear understanding of their health conditions are more likely to engage actively in 

their care, resulting in better health outcomes. As a result, patient education has become an integral aspect of healthcare 

management, as it strengthens patients' health literacy. [15,16] 

 

Advancements in technology and the widespread accessibility of the Internet have positioned online media as a 

promising tool for patient education. Many patients have reported dissatisfaction with traditional in-person education, 

attributing it to factors such as healthcare professionals' heavy workloads, insufficient communication skills, and the 

challenge of conveying extensive information within constrained time limits. Consequently, online patient education 

presents a valuable supplementary resource that may help address these issues by offering accessible and 

comprehensive health information. [17,18] 
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DISEASE BURDEN: 

The global economic burden of epilepsy, determined by multiplying the per capita cost by the estimated 52.51 million 

people affected by the condition worldwide and adjusting for the treatment gap, is approximately $USD119.27 billion. 

[19] 

In 2019, approximately 12.2 million new stroke cases were reported globally, contributing to the loss of 143 million disability-

adjusted life years (DALYs) and 6.6 million fatalities. As a result, stroke ranked as the second leading cause of mortality and 

the third leading cause of disability worldwide. [20] 

 

Research indicates that patient education is pivotal in managing chronic non-communicable diseases (NCDs) at both 

the population and individual levels. [21] Often, patients are merely handed a leaflet and sent home, leading them to 

rely on informal online chatrooms for support. [22] 

 

Therapeutic Patient Education (TPE) is a structured, evidence-based learning process in which trained healthcare 

professionals guide patients in acquiring the skills needed to manage their conditions. [23] This approach is patient-centred 

and incorporates techniques such as skills development and self-monitoring. By involving caregivers and family members, 

TPE empowers individuals to manage chronic conditions over their lifetime, adapting to changes in their health and 

encouraging them to modify their lifestyle. Countries within the WHO European Region are at varying stages of 

incorporating TPE into the foundational curricula for health professional training. [24] 

 

Countries within the WHO European Region are at varying stages of incorporating Therapeutic Patient Education (TPE) 

into the core curricula of health professional training. To support the implementation and expansion of TPE programs for 

healthcare providers, policymakers can adopt several strategies: 

- Modify workforce regulations to enable collaborative patient education among health professionals, broadening 

their roles and responsibilities. 

- Integrate TPE into the specifications for healthcare provider commissioning. 

- Revise educational approaches and introduce accredited programs in patient education for health and allied 

professionals. 

- Mandate TPE training for healthcare professionals, including in undergraduate nursing and medical school 

curricula. 

 

However, these measures alone are insufficient to guarantee the successful integration of TPE at the population level. 

Individuals from lower socioeconomic backgrounds often have reduced health literacy, necessitating initiatives that 

ensure these underserved populations have access to, and can effectively utilize health information. [20,24] Political 

commitment is essential to overcoming barriers to patient education for those facing the greatest healthcare challenges. 

 

The Special Initiative on Non-Communicable Diseases (NCDs) and Innovation has highlighted the importance of TPE in the 

broader context of health system transformation for NCD management. TPE must be embedded within professional 

healthcare training, requiring policy adjustments and investments to develop such programs. This investment can yield 

significant benefits, strengthening the patient-provider relationship and empowering individuals with the knowledge, skills, 

and confidence to manage their conditions and seek appropriate care when necessary. [25,26] 

 

A comprehensive step-by-step guide has been developed for policymakers, senior health professionals, and professional 

healthcare bodies responsible for workforce training and education. This guide aims to support the practical integration 

of TPE into healthcare systems. [27] 
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THERAPY ADHERENCE: 

Post-stroke quality of life (QOL) in survivors shows a positive association with adherence to pharmacotherapeutic regimens 

prescribed for secondary prevention. Achieving optimal adherence to pharmacological treatments is crucial for 

maximizing therapeutic outcomes, thereby reducing morbidity and mortality rates associated with stroke.[27] Improved 

adherence is linked to a reduction in stroke recurrence and an enhancement of QOL indicators. However, the World 

Health Organization (WHO) estimates that medication adherence for chronic conditions remains suboptimal, with rates 

approaching 50%.[28]  

 

Medication adherence transcends mere quantification of pharmacological compliance; it encompasses a holistic 

assessment of the multifaceted etiologies contributing to a patient's reluctance or incapacity to adhere to recommended 

therapeutic protocols.[29] It is incumbent upon healthcare practitioners to identify and scrutinize the determinants 

influencing medication adherence, thereby facilitating the formulation and implementation of targeted interventional 

strategies. Such strategies aim to foster concordance within the therapeutic alliance, culminating in a synergistic pursuit 

of predefined health outcomes by both the patient and the medical provider.  

 

Particularly in India, there exists a spectrum of health outcome disparities influenced by socioeconomic variables, which 

elude complete elucidation through conventional paradigms such as substandard health-related behaviours and 

practices.[30] A comprehensive understanding of the interplay between socioeconomic, clinical, and health-related 

quality of life (HRQOL) factors with medication adherence post-stroke is essential.[31] 

 

 

FIGURE 1 PATIENT JOURNEY IN NEUROLOGY CLINIC. 
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Patient Journey in Neuro-clinic has always been challenging owing to a lack of education and awareness at large as 

shown in Figure 1. Observations completed during visits to neuro-clinics  outlined this patient journey in Indian setting. 

 

Epilepsy is a prevalent neurological disorder characterized by abnormal movements, which may occur with or without 

loss of consciousness. Globally, nearly 70 million people are affected by epilepsy. However, it is often underreported, with 

many cases going unrecognized, potentially affecting over 40 million individuals. In India, the prevalence rate of epilepsy 

is 5-10 per 1000 population. Epilepsy is presented in two major forms: generalized and/ or partial. [32,33] 

 

Worldwide, misconceptions, fear, and negative public attitudes towards epilepsy lead to discrimination, isolation, and 

widespread social rejection of individuals with the disorder. [34] Despite its prevalence, epilepsy can be effectively 

prevented and treated at a manageable cost. Medication adherence is crucial for the effectiveness of antiepileptic 

therapy, as poor adherence is the primary cause of drug therapy failure in epilepsy. [30] Non-adherence leads to an 

increase in the frequency and severity of seizures, resulting in more hospitalizations. Consequently, non-adherence directly 

raises healthcare costs and diminishes the quality of life for patients. Adherence can be defined as the degree to which 

a patient's behaviour and daily activities align with their physician's recommendations. [35,36] 

 

Stroke ranks as the fourth leading cause of mortality and a significant contributor to severe physical disability among adults 

in the United States. [37] Medications spanning various classes, including antiplatelet agents, antihypertensives, and 

statins, substantially mitigate the risk of both initial and recurrent strokes. However, adherence to these medications 

remains suboptimal among stroke survivors. [38,39] 

ADHERENCE CHALLENGES: 

• In a study involving 2,598 patients discharged after stroke or transient ischemic attack (TIA), approximately one in 

four participants discontinued one or more stroke prevention medications within three months of discharge. [40] 

• In India the discontinuation in epilepsy is more than in the US where 1/3rd didn’t adhere to the medication. 

• For stroke it was as high as 30%, which remains a big concern in patient care. [41,42] 

• Another study of 3,571 stroke survivors revealed that roughly one-third of patients exhibited suboptimal adherence 

to antihypertensive medications during the year following their stroke. [43] 

PREDICTORS AND BARRIERS: 

• While researchers have identified predictors of non-adherence to cardiovascular medications, few have 

specifically assessed barriers to adherence in stroke survivors. [44,45] 

• Predictors often relate to patient factors such as age, income, and education, which help identify those most in 

need of adherence interventions but may not be directly modifiable. 

 

In contrast, adherence barriers involve potentially modifiable factors that healthcare providers and systems can address 

to reduce medication non-adherence. [46,47] 
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FIGURE 2 BARRIERS TO THERAPY ADHERENCE. 

 

CLINICAL INERTIA: 

Clinical inertia, which refers to the inability to adjust treatment in patients who do not achieve evidence-based care 

targets, plays a significant role in the inadequate management of chronic conditions such as epilepsy and post-stroke 

care.[48] It is a leading factor behind preventable negative outcomes, disabilities, fatalities, and increased healthcare 

expenditures. Gaining a comprehensive understanding of clinical inertia and creating specific strategies to address it 

could help lessen the passive errors that lead to hundreds of thousands of adverse incidents and tens of thousands of 

avoidable deaths each year in the United States. 

 

Clinical inertia arises from various sources and is influenced by factors related to physicians, patients, and office systems. 

Physician-related factors include decision-making biases, overestimation of care provided, disagreement with evidence-

based care goals, and "soft reasons" for avoiding treatment intensification. Patient-related factors encompass a lack of 

awareness about the need for therapy intensification, denial or overly optimistic perceptions of chronic disease risks, and 

reluctance to incur increased costs and side effects associated with more intensive treatments. Office system-related 

factors include insufficient data to monitor care quality and identify patients needing intensified care, lack of visit planning, 

inadequate proactive patient outreach, and failure to implement decision support strategies, especially those providing 

actionable information during office visits. [49] 

 

Therapeutic non-adherence remains the biggest clinical challenge in today’s era of disease management. Non-

adherence to therapy as prescribed to patients is multifactorial in nature which results in poor quality of life: 

- Prescription briefing to the patient during clinic visits 

- Proper guidelines and understanding of dosage regimen 

- Lack of patient education during the complete patient journey 

- Lack of knowledge at the pharmacy level to educate the patient about the importance of medication 

adherence. 

 

Hence, addressing clinical inertia remains the key to improving clinical outcomes. [50] 
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COST BURDEN ON PATIENTS: 

Epilepsy presents a significant economic burden on individuals with epilepsy (PWE) and their families, particularly those 

from lower socioeconomic backgrounds, who are more susceptible to restricted access to quality healthcare. Beyond 

limited employment opportunities, PWE experience additional financial strain, including transportation costs and lost 

wages, exacerbated by disruptions in the availability of free antiepileptic drugs (AEDs) in publicly funded healthcare 

facilities. 

 

The economic impact of epilepsy has not been extensively studied in the Indian context. The costs associated with 

epilepsy care can be broadly categorized into direct, indirect, and intangible costs. Direct costs include medical expenses 

related to prevention, diagnosis, treatment, and rehabilitation, as well as non-medical expenses such as travel and 

housekeeping. This encompasses outpatient treatment, diagnostic charges, radiological investigations, and the cost of 

AEDs, among other expenses. Indirect costs include the loss of time, productivity, and wages incurred by both the 

individual and their family. Intangible costs, which are difficult to measure, include psychosocial pain, stigma, and 

suffering. Due to the inherent difficulties in quantifying indirect costs such as caregiver time, lost productivity due to 

disability and premature mortality, and lost opportunities from premature cessation of schooling and employment, these 

factors are often excluded from many studies. Additionally, costs associated with pretreatment help-seeking, managing 

comorbid conditions, side effects of AEDs, and intangible costs are also frequently omitted from analyses. Consequently, 

the actual economic burden of epilepsy is likely significantly higher than current evidence suggests. [51] 

 

Thomas et al. reported in their multicentred study that the annual indirect expenditure that patients incur in neurological 

conditions is INR ₹ 10,031 ($USD 118.53).  The annual economic burden of epilepsy was estimated to be 88.2% of the Gross 

National Product (GNP) per capita and 0.5% of the total GNP, amounting to INR ₹68.75 billion (US$1.7 billion). [52] 

 

On the other hand, Stroke patients incur a financial burden of up to INR ₹ 50,000 ($USD 590.81), with a significant proportion 

experiencing disabilities related to comprehension and speech. The economic burden associated with stroke-related 

hospitalization is substantially high, underscoring the necessity for government-funded health insurance to cover stroke-

related medications and reduce out-of-pocket expenses for patients receiving treatment in healthcare facilities. The study 

underscores the urgent need for improved schemes to address the escalating threat of strokes in the northeastern regions 

of India, to effectively tackle this public health challenge. [53] 

 

IMPACT OF PATIENT EDUCATION: 

Due to the significant impact of the condition and the growing evidence of a silent stroke epidemic in India, the 

rehabilitation needs for stroke survivors are expected to be considerable. Therefore, future investments in epidemiological 

research on stroke in India will likely contribute to the development of more effective preventive strategies against stroke 

and its associated mortality. Additionally, such research may improve the organization of cost-efficient stroke care services 

and rehabilitation programs, addressing the unmet needs of stroke survivors and their caregivers.[54] 

 

It is crucial for patients and the community to be educated on the signs and symptoms of stroke. Promoting patient 

engagement in self-care to the fullest extent possible is essential. Assistive devices should be provided in accordance with 

current guidelines. An occupational therapist should conduct a home assessment and provide recommendations to 

enhance the patient's independence. Coordinated care involving multiple healthcare providers aids families in planning 

care strategies and informs them that the patient may experience fatigue, irritability, agitation from minor events, and 

decreased interest in daily activities. The therapist should recommend home-based speech therapy, encourage family 

involvement, and provide practical instructions to assist the family between speech therapy sessions. [60,61] 

 

If necessary, consultation with a physician regarding potential antidepressant therapy for the patient should be 

considered. The therapist should encourage patient participation in community-based stroke support groups to foster a 

sense of belonging and companionship, as well as engagement in hobbies, recreational, and leisure activities. 
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Maintaining social connections to prevent isolation and encouraging family support with positive reinforcement is 

important. Additionally, families should be reminded to attend to their health and well-being. [55] 

 

The knowledge of caregivers and emergency medical personnel regarding the identification of status epilepticus (SE) 

and the administration of rescue medications may result in improved patient outcomes and reduced adverse effects 

associated with SE. Currently, no prior interventional studies have assessed knowledge specifically related to SE. However, 

an Iranian study has examined educational interventions targeting febrile seizures.[56] 

 

Health information delivery methods in educational interventions vary from traditional approaches (such as leaflets, 

brochures, or instructor-led programs) to advanced digital platforms (including podcasts, webinars, and health 

applications). The effectiveness of these methods is influenced by factors such as the demographic characteristics of the 

population, the design of the study, and the timing of interventions administered from initial assessments to follow -up 

evaluations. [57,58] 

 

Patient Education empowers individuals with epilepsy by enhancing their self-confidence, proficiency in self-

management, awareness of their specific needs, and ability to access necessary resources. Consequently, it facilitates 

their active participation in patient-centered care.[59,63] 

 

CONCLUSIONS: 

Patient education can significantly impact the comprehensive clinical outcome and can support evaluating health 

intervention decrees that can enhance patients' knowledge and competencies over the short term. However, 

comprehensive patient education's impact on confidence, attitudes, and behaviours remains uncertain in India.  

Improving the quality of studies, ensuring consistency in outcome measures, and evaluating long-term effects are essential 

steps to increase confidence in estimates of the impact of educational interventions aimed at enhancing understanding 

of key concepts for assessing health intervention claims. It is well-established that comprehensive patient education is 

critical for managing chronic conditions such as epilepsy and post-stroke recovery. This review drives a point on the 

importance of patient education in these conditions and requests that further large multicentred research studies are 

needed to be conducted in India to find the unmet needs in patient education for the larger good of our society. 

 

ABBREVIATIONS: 

TAT: Turnaround Time  

DALYs: Disability-Adjusted Life Years  

GDP: Gross Domestic Production 

TPE: Therapeutic Patient Education 

WHO: World Health Organisation 

NCD: Non-Communicable Disease 

QOL: Quality Of Life 

HRQOL: Health-Related Quality Of Life 

TIA: Transient Ischemic Attack 

AEDs: Antiepileptic Drugs 

GNP: Gross National Product 

SE: Status Epilepticus 
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