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Highlights

® Patients with Idiopathic Generalized Epilepsy (IGE) were more frequent in non-
attendance to appointments than Focal Epilepsy (FE).

® In patients with IGE, females were less frequently in non-attendance than males.

® No difference in odds of non-attendance between Juvenile Myoclonic Epilepsy (JME)

and IGE other than JME was identified.



Abstract
Background:

Patients with epilepsy (PWE), especially those with Generalized Epilepsy
(GE), are at a high risk of disadvantage caused by non-adherence. It has been suggested
that medical visit behavior may be a surrogate indicator of medication adherence. We
hypothesized that patients with IGE would adhere poorly to visits.

Methods:

This was a retrospective study of PWE who visited the Department of
Psychiatry and Neurology at Hokkaido University Hospital between January 2017 and
December 2019. Demographic and clinical information on PWE were extracted from
medical records and visit data from the medical information system. Non-attendance of
outpatient appointments was defined as "not showing up for the day of an appointment
without prior notice." Mixed-effects logistic regression analysis was conducted with
non-attendance as the objective variable.

Results:

Of the 9151 total appointments, 413 were non-attendances, with an overall
non-attendance rate of 4.5%. IGE was a more frequent non-attendance than Focal
Epilepsy (FE) (odds ratio (OR) 1.94; 95% confidence interval (CI) 1.17-3.21;p =
0.010). History of public assistance receipt was associated with higher non-attendance
(OR 2.04; 95% CI 1.22-3.43; p = 0.007), while higher education (OR 0.64; 95% CI
0.43-0.93; p =0.021) and farther distance to a hospital (OR 0.33; 95% CI 0.13-0.88; p
=0.022), and higher frequency of visits (OR 0.18; 95% CI 0.04-0.86; p = 0.031) were
associated with fewer non-attendances. In a subgroup analysis of patients with GE,

women were associated with fewer non-attendance (OR 0.31; 95% CI1 0.14-0.72; p =



0.006).
Conclusions:

GE was more frequent in the non-attendance group than in the FE group.
Among patients with GE, females were found to have non-attendance less frequently;

however, there was no clear difference in the odds of non-attendance between Juvenile

Myoclonic Epilepsy (JME) and IGE other than JME.

Keywords
Idiopathic Generalized Epilepsy; Outpatient visit behavior; Non-attendance; Poor

adherence; Personality traits



1. Introduction

Poor treatment adherence in patients with epilepsy (PWE) negatively affects
their prognosis. The occurrence of generalized tonic-clonic seizures and status
epilepticus caused by medication nonadherence increases emergency visits and hospital
admissions [1,2]. Declining medication adherence increases the risk of Sudden
Unexpected Death in Epilepsy [3]. Poor medication adherence also affects social
outcomes such as unemployment and car accidents [4].

Treatment adherence has also been noted to vary according to the epilepsy
diagnosis. Patients with Generalized Epilepsy (GE), especially Idiopathic Generalized
Epilepsy (IGE), are more likely to have poor medication adherence than those with
Focal Epilepsy (FE) [2,5]. Patients with Juvenile Myoclonic Epilepsy (JME), a type of
IGE, are more likely to discontinue visiting the hospital regularly [6,7] and to cause
withdrawal seizures as a result of medication discontinuation [8]. Therefore, patients
with IGE may be at a high risk of suffering from disadvantages caused by poor
adherence.

Studies on the visit behavior of PWE have been conducted to assess adherence
to treatment [9-15], investigate the reasons and factors behind non-attendance [16-18],
survey the prognosis for non-attendance [19], and to optimize outpatient appointment
systems [20,21]. Although visit adherence is a potential indirect surrogate measure of
medication adherence [10,12,13,22], these studies have several limitations, including
insufficient consideration of the effect of companions [10,13,16-21], ambiguous
diagnostic classification of epilepsy [16,17, 19-21], and insufficient assessment of
clinical factors associated with non-attendance [11-13,15,16].

This study aimed to investigate whether non-attendance of outpatient visits is



more predominant in patients with IGE than in patients with other types of epilepsy, and
which factors may influence non-attendance. We conducted this study with a focus on
the accurate diagnosis of epilepsy and the exclusion of PWE who needed to be
accompanied. We hypothesized that among PWE, IGE is associated with a higher
frequency of non-attendance at outpatient visits than other epilepsy diagnoses. We also
performed a sub-analysis of patients with IGE to elucidate whether JME is associated

with a higher risk of poor visit adherence than IGE other than JME.



2. Methods
2.1. Ethical considerations

This study was conducted in accordance with the Declaration of Helsinki and
approved by the Ethics Review Committee for Life and Medical Research of Hokkaido

University Hospital (C-A2022-0148).

2.2. Study population

This was a retrospective cohort study of PWE attending the outpatient epilepsy
department of the Department of Psychiatry and Neurology at Hokkaido University
Hospital. Data of PWE who visited our department between January 2017 and
December 2019 were extracted from medical information systems. The selected
subjects were classified according to the International League Against Epilepsy (ILAE)
2017 epilepsy types [23]. The type of epilepsy in each patient was diagnosed by
multiple experienced epileptologists. To include PWE who could visit an outpatient
epilepsy clinic with adults independently, those with GE other than IGE and Combined
Generalized and Focal Epilepsy, which may require support for outpatient visits because
of physical or mental disabilities, were excluded. Patients with Unknown Epilepsy were
also excluded because it may be indistinguishable from IGE. Consequently, the IGE and
FE were included in the analysis.

Subsequently, those under 18 years of age, those who needed to be
accompanied by hospital visits, those with concurrent family visits, those living outside
Hokkaido, and those with other ineligibility requirements related to hospital visits
(fewer than three return visits during the study period, examination only, no

prescription, and hospitalization) were excluded.



2.3. Assessment of outpatient visit behavior

Non-attendance for an outpatient appointment was defined as "not showing up
for an appointment without prior notice.” Non-attendance was used as the main
measure.

In our department, referrals from other physicians on the first visit are
mandatory. The appointment times for the first visits are fixed. The outpatient staff, who
are informed by the referring physicians, determine the appointment date and inform
patients, making it difficult for patient preferences to be reflected. However, for return
visits, patient preferences are more likely to be reflected as the doctors and patients
discuss and decide the date and time of the next appointment during the consultation.
Because the method of visit differed between the first and return visits, we excluded the

first visit and evaluated only the return visit.

2.4. Data collection

Patient characteristics (age, sex, address, education history, work status, marital
status, and public assistance) and clinical data (family history of epilepsy, frequency of
seizures, epilepsy type, epilepsy syndrome, age of onset, duration of illness, frequency
of hospital visits, number of anti-seizure medications (ASM) and comorbid psychiatric
disorders) were extracted from the medical records. Patients who had already visited the
hospital were referred to our medical records at the beginning of the study. Patients who
visited the hospital during the study period were referred to our records at the time of
their first visit. The distance between the participant's home and our facility was

calculated using the distance measurement function between points in Google Maps



(https://support.google.com/maps/answer/162803 1 ?hl=en&co=GENIE.Platform%3DDe
sktop).

Patients with outpatient appointments were displayed on the medical
information system as ‘“no-show.” Their status changes to “waiting” when the patient
passes their IC card through the return visit reception machine upon visiting the hospital
on the day of their return visit. After completing the consultation, the doctor closes the
medical record, and the status changes to “finished.” If patients do not visit the hospital,
the status remains as “no-show.” These visit categories, appointment times, and visit

times for each appointment date were extracted from the medical information system.

2.5. Statistical analyses
2.5.1. Summary of statistical analyses

Mixed-effects logistic regression was performed with non-attendance binary
data as the objective variable and the predictors as explanatory variables, as described in
previous studies [20,24]. The predictors included patient background factors, epilepsy
clinical factors, and visit behavioral factors, as described below. Continuous variables
were stratified based on these predictors and categorical variables were used. Predictors
were included as fixed effects. A random-effects term for the intercept grouped by
patient identifier was also included.

All statistical analyses were performed using the dplyr package in R (version
4.0.2, R Foundation for Statistical Computing, Vienna, Austria). All probability values

were two-tailed, and the significance level was set at p < 0.05.

2.5.2. Patient background factors



Patient background factors were selected based on their effects on non-
attendance reported in previous studies [25]. Sex was categorized as male or female,
marital status as married or unmarried (never married or divorced), and public
assistance as having received public assistance or never. Age was classified into three
groups based on the Japanese long-term care insurance system: under 39 years, 40—-64
years, and 65 years or older. The distance was classified as less than 5 km, between 5
and 50 km, and more than 50 km, considering the daily living and commuting distances
in the Sapporo metropolitan area. Work status was categorized as either employed or
unemployed. Educational history was classified into two categories: high school

graduates or lower and junior college/university graduates or higher.

2.5.3. Epilepsy clinical factors

Clinical factors of epilepsy were categorized as follows: number of ASM (one,
two, three, or more), duration of illness (<1 year, 1-5 years, >5 years), seizure freedom
(free, not free), psychiatric disorder (with vs no comorbidity). Seizure freedom was
defined as "no seizures have appeared for at least 3 years since the last seizure. Epilepsy

types were categorized as IGE or FE to compare IGE with other types of epilepsy.

2.5.4. Visit behavioral factors

While previous studies have reported that lead time (the time interval between
the date when the appointment is registered and the actual appointment date) is a
predictor of non-attendance, in this study, we used visit interval as a surrogate indicator
and classified it as twice or more a month, once a month, or once in several months in

terms of the stability of treatment. In addition, patients with JME tend to have a



nocturnal circadian rhythm and difficulty with activities before 10 a.m. [26-29]. Hence,
the appointment times were divided into four categories: early morning (8—10 a.m.), late

morning (10-12 a.m.), afternoon (12-3 p.m.), and early evening (3—5 p.m.).

2.5.5. Subgroup analyses

IGE includes four established epilepsy syndromes: Childhood Absence
Epilepsy (CAE), Juvenile Absence Epilepsy (JAE), epilepsy with Generalized Tonic-
Clonic Seizures Alone (GTCA), and JME [30]. JME is the most common IGE and is a
more homogeneous population, as described by the characteristic seizures and EEG
findings [31,32]. Therefore, a subgroup analysis of patients with IGE was performed to
compare JME with other types of IGE and mixed-effects logistic regression was used. It
was assumed that patients with IGE generally have a good prognosis for seizures
[32,33] and that very few patients come from distant or frequent visits. Therefore, in the
IGE-only subgroup analysis, the distance was classified as less than 5 km and more than
5 km and the visit interval was 1-2 times a month and once every several months,

respectively.



3. Results
3.1. Subject background

A total of 923 patients (15085 appointments) who met the inclusion criteria
were identified from outpatient appointment data during the study period. Six hundred
and thirty-three participants were identified from these patients, after excluding those
who met the exclusion criteria, 97 participants with insufficient demographic and
appointment information, and 536 participants (9151 appointments) (Figure 1).

Of the 536 patients, 89 had IGE, of which five (0.9%) had CAE, 12 (2.2%) had
JAE, 30 (5.6%) had JME, 37 (6.9%) had GTCA, and five (0.9%) had unspecified IGE.
Of the 447 patients with FE, 134 (25.0%) had temporal lobe epilepsy (TLE), 120
(22.4%) had frontal lobe epilepsy (FLE), and 193 (36.0%) had other types of epilepsy
(parietal lobe, occipital lobe, and undetermined focal epilepsy).

The demographic data of the participants are presented in Table 1.

3.2. Non-attendance rate

Out of a total of 9151 appointments, 413 were not attended, for an overall non-
attendance rate of 4.5%. Out of the 1252 appointments for patients with IGE, 103 were
not attended, with a non-attendance rate of 8.2%, and out of a total of 7899

appointments for patients with FE, 310 were not attended, with a non-attendance rate of

3.9%.

3.3. Main analysis
Results of mixed-effects logistic regression with non-attendance as the

objective variable showed that among clinical factors associated with epilepsy, the



diagnosis of IGE was associated with higher non-attendance compared to FE (odds ratio
(OR) 1.94; 95% confidence interval (CI) 1.17-3.21; p = 0.010) (Table 2). Other clinical
factors (duration of illness, number of ASMs, freedom from seizures, and psychiatric
disorders) were not associated with non-attendance.

Among the characteristics data, the history of public assistance receipt was
associated with higher non-attendance (OR 2.04; 95% CI 1.22-3.43; p = 0.007). High
educational history (high school or higher, including college and junior college degrees)
(OR 0.64; 95% C1 0.43-0.93; p = 0.021) and farther distance to a hospital (OR 0.33;
95% CI1 0.13-0.88; p = 0.022) were associated with fewer non-attendances. No
significant differences were found in terms of sex, age, work status, or marital status.

Among the visit behavior data, a higher frequency of visits (twice a month or
more) (OR 0.18; 95% CI 0.04-0.86; p = 0.031) was associated with fewer non-

attendance. The appointment time was not clearly associated with non-attendance.

3.4. Sub-analysis

In a subgroup analysis of patients with IGE only, mixed-effects logistic
regression showed that females were associated with fewer non-attendance (OR 0.31;
95% CI 0.14-0.72; p = 0.006) (Table 3). No clear association was observed between the

diagnosis (JME or IGE other than JME) and non-attendance.



4. Discussion

Mixed-effects logistic regression with non-attendance as the objective variable
in PWE showed that the odds of non-attendance were higher for IGE than for FE. No
other clinical variables were significantly associated with non-attendance. Among the
patient background factors, public health insurance, educational history, distance to the
hospital, and sex were associated with non-attendance. Among visiting behavior factors,
the frequency of hospital visits was associated with non-attendance. Mixed-effects
logistic regression restricted to patients with IGE showed that females had lower odds
of non-attendance than males did. There was no clear difference in the odds of non-

attendance between JME and IGE other than JME.

4.1. Reasons for high rate of non-attendance among patients with IGE

This study found a high rate of non-attendance among patients with IGE, which
may be attributed to the difference in seizure burden between patients with IGE and
those with FE. The duration of the seizure differs based on the type of seizure, with
focal seizures being longer than generalized seizures [34]. Compared with the patients
with FE, it is possible that the patients with IGE might not feel the need to visit
hospitals for seizure relief as absence and myoclonic seizures are of extremely short
duration, although generalized tonic-clonic seizures are different. In addition, a large
study investigating seizure burden reported persistent seizures (> 1 per year) in up to
56% of patients with FE and over 40% of patients with IGE [35,36]. While these
previous studies suggested that inter-diagnostic differences in seizure frequency may
have an effect on inter-diagnostic differences in non-attendance, this study found that

seizure freedom (including seizure frequency) did not affect non-attendance. Hence,



inter-diagnostic differences in non-attendance were found to be not related to seizure
frequency.

Furthermore, it is likely that personality or cognitive traits of the IGE might
have had an effect on the high rate of non-attendance in patients with IGE. Personality
traits of the JME, such as indifference towards illness, lack of discipline, and hedonism,
have long been described [37], and these may have influenced the visit behavior of
patients with IGE. In addition to personality traits, several cognitive characteristics of
the IGE have been reported to be associated with frontal lobe function, including
executive dysfunction [38-52], impulsivity [41,45,50,53-58], risk-taking behavior [59-
62], and social cognition [42,63,64]. Patients with IGE and JME have impairments in a
wide range of executive functions, including mental flexibility, conceptualization, and
response inhibition [38,40,46] and are less likely to make complex plans, break
predetermined rules, or have difficulty inhibiting ongoing activities [52]. Among these
cognitive traits, difficulties with complex planning may have made it difficult to manage
appointments properly. The difficulty in controlling ongoing activities may also have
made it difficult to keep appointments on time.

Although this study showed that IGEs had a high rate of non-attendance, we
cannot eliminate the possibility that the low rate of FE non-attendance indicated that
IGEs had a relatively high rate of non-attendance. TLE, the main syndrome of FE, has
personality characteristics such as viscosity and hypermorality [37], which may
decrease the non-attendance of FE. In contrast, patients with FE also have pervasive
cognitive dysfunction [65-68], which may affect the increase in non-attendance. In any
case, because TLE accounted for 25.0% of FE cases in this study, we believe it is

difficult to explain the overall non-attendance of FE with the characteristics of TLE.



4.2. Reasons for low non-attendance in women patients with IGE

Previous systematic reviews found that sex was not a statistically significant
predictor of no-shows in most studies; however, some studies reported that males were
more likely to miss appointments than females [25]. In this study, there was no sex
difference in non-attendance in PWE; however, females were less likely to be non-
attendants in patients with IGE.

In IGE, sex differences have been identified in seizures and electrophysiology
[69-71]. An association between catamenial seizures and refractoriness in female
patients with IGE has been noted [71]. In addition, PWE has unique counseling issues
for females, such as pregnancy, parturition, and breastfeeding [72]. Although valproate
is the first-line drug for seizures in patients with IGE, females tend to avoid prescribing
valproate, a teratogenic drug that results in less seizure freedom [69,70,73-75].
Although this study did not examine individual prescription medications because female
patients with IGE face medication challenges at various stages of their lives, contrary to
patients with IGE who are seizure-free and can discontinue their visits [6,7], these
patients may have a higher demand for consultation and reduced non-attendance. In
addition, impulsivity has been reported to be higher in males among patients with IGE

[56], which may influence sex differences in non-attendance in patients with IGE.

4.3. Additional Results
Although the overall non-attendance rate in this study (4.5%) was detectably
lower than that in previous reports on non-attendance among PWE (9-46.4%) [17-19],

it is noteworthy that the previous studies counted those who were absent, whereas this



study considered appointments that resulted in non-attendance. Hence, they are not
directly comparable. The non-attendance rates (5—12.5%) of previous studies that
counted the number of missed appointments [20,24] were comparatively similar or
lower than that reported in this study. There were several reasons for this observation.
Although previous studies have reported higher non-attendance rates for first-time visits
than for return visits [25], it is possible that the non-attendance rate was lower in this
study because first-time patients were excluded due to the different visit procedures
from return patients, such as the time and paperwork involved in arriving at the hospital.
In addition, while previous studies have reported that facilities with more experienced
physicians have lower non-attendance rates [25], this study included PWE attending an
outpatient department at a university hospital, and it is possible that the high level of
expertise at our facility influenced the lower non-attendance rates.

In Japan, a universal health insurance system is provided. Since 2003, the co-
payment to citizens has been 30% [76]; however, public assistance recipients in poverty
can receive medical care without co-payment [77]. While this study showed an
association between a history of receiving public assistance and non-attendance,
previous studies have indicated an association between Medicaid recipients and non-
attendance [25], agreeing that poor individuals have a higher rate of non-attendance.
Previous studies have attributed this to not owning a contact phone number due to
poverty [78]. Additionally, inappropriate frequent outpatient attendance among public
assistance recipients has been observed in Japan [79], suggesting that while some poor
people are more likely to have access to medical care, they are also more prone to
disregard appointments and have disorderly visit behavior. This study showed an

association between low educational history and high non-attendance, similar to



previous studies [25]. This could be explained by the association of the low educational
history with low health literacy in PWE [80], and low health literacy is associated with
higher rates of non-attendance [81]. This study showed an association between hospital
visit intervals and non-attendance, consistent with previous findings that longer lead
times are associated with higher rates of non-attendance [25]. In this study, visiting the
hospital from far distances was associated with a decrease in non-attendance, a trend
that differed from that of a previous study that showed an increase in non-attendance
rates at further distances [25]. This study was conducted on patients who visited our
hospital in Sapporo from all over Hokkaido, and their visit behavior may have been
more planned, as they needed to secure transportation for travel over a wide area

beyond the commuting metropolitan area.

4.4. Strengths and limitations of this study

This study is the first to report differences in medical visit behaviors based on
the diagnosis of epilepsy according to the 2017 ILAE classification of epilepsies. As we
excluded patients/appointments with companions, we were able to successfully assess
the patients’ visit behavior. A comprehensive review of the relevant factors expected
from previous studies allowed us to identify those that affect non-attendance.

This study has several limitations. First, because the endpoint was outpatient
visit behavior, it was difficult to establish a study design and subject population that
would compare patients with IGE to healthy controls. As a result of limiting the subject
population to PWE who could visit the hospital independently, only patients with IGE
and FE were included in the analysis. Doctor-patient relationships and physician

communication skills may influence adherence [82,83]; however, this was a



retrospective study and could not be evaluated. The seizure frequency was recorded
based on patient self-reports, which may differ from the actual seizure frequency.
Although physical comorbidities may have had an effect on non-attendance [24], only
psychiatric comorbidities were evaluated in this study. The reason for this is that the
epilepsy physician in our department was a specialized psychiatrist and psychiatric
comorbidities were always evaluated. However, new physical illnesses that emerged
during long-term visits could have been undeclared by the patient or not interviewed
and documented by the physician. This study included Japanese patients living in
Hokkaido, Japan. Differences in population in terms of geography, race, and culture

may not always be generalizable.



5. Conclusions

Patients with IGE were more frequently non-attending than those with FE.
Among patients with IGE, females were found to have non-attendance less frequently;
however, there was no clear difference in the odds of non-attendance between JME and
IGE other than JME.

Although this study did not assess executive dysfunction, impulsivity, or
personality traits, these may be associated with non-attendance. Future studies that
assess correlations between these rating scales and non-attendance are expected to be

conducted.



Acknowledgments

We would like to thank Editage (http://www.editage.jp) for the English language editing.

Declaration of interest

IK has received honoraria from Boehringer Ingelheim, Eisai, Eli Lilly, Janssen
Pharmaceutical, Meiji Seika Pharma, Mochida Pharmaceutical, Novartis Pharma,
Otsuka Pharmaceutical, Shionogi, Sumitomo Pharma, Takeda Pharmaceutical, Tsumura,
Viatris, and Yoshitomiyakuhin, and has received research/grant support from Asahi
Kasei Pharma, Astellas, Daiichi Sankyo, Eisai, Eli Lilly, Mochida Pharmaceutical,
Nihon Medi-Physics, Otsuka Pharmaceutical, Pfizer, Shionogi, Sumitomo Pharma,
Takeda Pharmaceutical and Tanabe Mitsubishi Pharma.

KS has received honoraria from Daiichi Sankyo, Eisai, UCB Japan.

NH has received consultant fees from Janssen Pharma, Sumitomo Pharma,
speaker’s honoraria from Otsuka Pharmaceutical, Sumitomo Pharma, Janssen Pharma,
Yoshitomi Yakuhin, Novartis Pharma, Meiji-Seika Pharma, Takeda Pharmaceutical.

SI has received personal fees from Eisai, Janssen Pharmaceutical, Lundbeck,
MeijiSeika Pharma, Otsuka Pharmaceutical, Sumitomo Pharma, and Takeda
Pharmaceutical, and has received research/grant support from Eli Lilly.

TH has received honoraria from UCB Japan, Eisai, and Sumitomo Pharma.

YN has received honoraria from UCB Japan.

Funding
This study did not receive any specific grants from funding agencies in the

public, commercial, or non-profit sectors.



References

[1] Faught RE, Weiner JR, Guérin A, Cunnington MC, Duh MS. Impact of
nonadherence to antiepileptic drugs on health care utilization and costs: Findings
from the RANSOM study. Epilepsia. 2009;50:501-9.

https://doi.org/10.1111/1.1528-1167.2008.01794.x.

[2] Samsonsen C, Reimers A, Brathen G, Helde G, Brodtkorb E. Nonadherence to
treatment causing acute hospitalizations in people with epilepsy: An observational,

prospective study. Epilepsia. 2014;55:¢125-8. https://doi.org/10.1111/epi.12801.

[3] Tan M, Allemann SS, Qin XS, D’Souza WJ. Adherence patterns in antiseizure
medications influencing risk of sudden unexplained death in epilepsy: A data
linkage study using dispensed prescriptions. Epilepsia. 2023;64:641-53.

https://doi.org/10.1111/epi.17502.

[4] Hovinga CA, Asato MR, Manjunath R, Wheless JW, Phelps SJ, Sheth RD et al.
Association of non-adherence to antiepileptic drugs and seizures, quality of life,
and productivity: Survey of patients with epilepsy and physicians. Epilepsy Behav.

2008;13:316-22. https://doi.org/10.1016/j.yebeh.2008.03.009.

[5] Brodtkorb E, Samsonsen C, Sund JK, Brathen G, Helde G, Reimers A. Treatment
non-adherence in pseudo-refractory epilepsy. Epilepsy Res. 2016;122:1-6.

https://doi.org/10.1016/j.eplepsyres.2016.02.001.

[6] Baykan B, Altindag EA, Bebek N, Ozturk AY, Aslantas B, Gurses C et al. Myoclonic
seizures subside in the fourth decade in juvenile myoclonic epilepsy. Neurology.

2008;70:2123-9. https://doi.org/10.1212/01.wnl.0000313148.34629.1d.

[7] Baykan B, Martinez-Juarez IE, Altindag EA, Camfield CS, Camfield PR. Lifetime


https://doi.org/10.1111/j.1528-1167.2008.01794.x
https://doi.org/10.1111/epi.12801
https://doi.org/10.1111/epi.17502
https://doi.org/10.1016/j.yebeh.2008.03.009
https://doi.org/10.1016/j.eplepsyres.2016.02.001
https://doi.org/10.1212/01.wnl.0000313148.34629.1d

prognosis of juvenile myoclonic epilepsy. Epilepsy Behav. 2013;28;Suppl 1:S18—

24. https://doi.org/10.1016/j.yebeh.2012.06.036.

[8] Hofi E, Medvedovsky M, Nassar M, Khana Levy N, Eyal S, Ekstein D. Antiseizure
medications withdrawal seizures in patients with juvenile myoclonic epilepsy. Isr
Med Assoc J. 2022;24:253-7.

[9] Adamolekun B, Mielke JK, Ball DE. An evaluation of the impact of health worker
and patient education on the care and compliance of patients with epilepsy in

Zimbabwe. Epilepsia. 1999;40:507—11. https://doi.org/10.1111/].1528-

1157.1999.tb00749.x.

[10] Al-Faris EA, Abdulghani HM, Mahdi AH, Salih MA, Al-Kordi AG. Compliance
with appointments and medications in a pediatric neurology clinic at a University
Hospital in Riyadh, Saudi Arabia. Saudi Med J. 2002;23:969-74.

[11] Cramer JA, Scheyer RD, Mattson RH. Compliance declines between clinic visits.
Arch Intern Med. 1990;150:1509-10.

https://doi.org/10.1001/archinte.1990.00390190143023.

[12] Mattson RH, Cramer JA, Collins JF. Aspects of compliance: Taking drugs and
keeping clinic appointments. Epilepsy Res Suppl. 1988;1:111-7.

[13] Mitchell WG, Scheier LM, Baker SA. Adherence to treatment in children with
epilepsy: Who follows “doctor’s orders”? Epilepsia. 2000;41:1616-25.

https://doi.org/10.1111/1.1499-1654.2000.001616.x.

[14] Peterson GM, McLean S, Millingen KS. A randomised trial of strategies to
improve patient compliance with anticonvulsant therapy. Epilepsia. 1984;25:412—7.

https://doi.org/10.1111/1.1528-1157.1984.tb03436.x.

[15] Tsai JJ, Cheng TJ. Status of follow-up among patients with epilepsy in epilepsy


https://doi.org/10.1016/j.yebeh.2012.06.036
https://doi.org/10.1111/j.1528-1157.1999.tb00749.x
https://doi.org/10.1111/j.1528-1157.1999.tb00749.x
https://doi.org/10.1001/archinte.1990.00390190143023
https://doi.org/10.1111/j.1499-1654.2000.001616.x
https://doi.org/10.1111/j.1528-1157.1984.tb03436.x

clinic. Jpn J Psychiatry Neurol. 1992;46:405-8. https://doi.org/10.1111/].1440-

1819.1992.tb00883.x.

[16] Berhanu S, Alemu S, Prevett M, Parry EH. Primary care treatment of epilepsy in
rural Ethiopia: Causes of default from follow-up. Seizure 2009;18:100-3.
https://doi.org/10.1016/j.seizure.2008.07.002

[17] Dewa E, January J, Nyati-Jokomo Z, Mafaune PT, Muteti S, Maradzika J. Non-
attendance of treatment review visits among epileptic patients in a rural district,
Zimbabwe. J Public Health Afr. 2014;5:351. https://doi.org/10.4081/jphia.2014.351

[18] Zertuche-Ortuio L, Oropeza-Bustos N, Crail-Meléndez D, Bribiesca-Contreras E,
Sebastian-Diaz MA, Martinez-Bustos V, et al. Increased non-attendance at epilepsy
clinic in patients with neuropsychiatric comorbidities: A prospective study. Epilepsy
Behav 2021;122:108202. https://doi.org/10.1016/j.yebeh.2021.108202

[19] Minshall I, Neligan A. A review of people who did not attend an epilepsy clinic and
their clinical outcomes. Seizure 2017;50:121-4.
https://doi.org/10.1016/j.seizure.2017.06.008

[20] Do DH, Siegler JE. Diagnoses and other predictors of patient absenteeism in an
outpatient neurology clinic. Neurol Clin Pract. 2018;8:318-26.

https://doi.org/10.1212/CPJ.0000000000000488.

[21] Faiz KW, Kristoffersen ES. Association between age and outpatient clinic arrival
time: Myth or reality? BMC Health Serv Res. 2018;18:235.

https://doi.org/10.1186/s12913-018-3057-2.

[22] Paschal AM, Hawley SR, St Romain T, Ablah E. Measures of adherence to
epilepsy treatment: Review of present practices and recommendations for future

directions. Epilepsia. 2008;49:1115-22. https://doi.org/10.1111/].1528-



https://doi.org/10.1111/j.1440-1819.1992.tb00883.x
https://doi.org/10.1111/j.1440-1819.1992.tb00883.x
https://doi.org/10.1212/CPJ.0000000000000488
https://doi.org/10.1186/s12913-018-3057-2
https://doi.org/10.1111/j.1528-1167.2008.01645.x

1167.2008.01645 x.

[23] Schefter IE, Berkovic S, Capovilla G, Connolly MB, French J, Guilhoto L et al.
ILAE classification of the epilepsies: Position paper of the ILAE Commission for
Classification and Terminology. Epilepsia. 2017;58:512-21.

https://doi.org/10.1111/ep1.13709.

[24] Wolff DL, Waldorff FB, von Plessen C, Mogensen CB, Serensen TL, Houlind KC
et al. Rate and predictors for non-attendance of patients undergoing hospital
outpatient treatment for chronic diseases: A register-based cohort study. BMC

Health Serv Res. 2019;19:386. https://doi.org/10.1186/s12913-019-4208-9.

[25] Dantas LF, Fleck JL, Cyrino Oliveira FL, Hamacher S. No-shows in appointment
scheduling - A systematic literature review. Health Policy. 2018;122:412-21.

https://doi.org/10.1016/j.healthpol.2018.02.002.

[26] Pung T, Schmitz B. Circadian rhythm and personality profile in juvenile myoclonic
epilepsy. Epilepsia 2006;47:111-4. https://doi.org/10.1111/;.1528-
1167.2006.00707.x

[27] Fukuda A, Funari MP, Fernandes PT, Guerreiro CM, Li LM. Circadian rhythm and
profile in patients with juvenile myoclonic epilepsy and temporal lobe epilepsy. Arq
Neuro Psiquiatr 2015;73:3-6. https://doi.org/10.1590/0004-282X20140190

[28] Xu L, Guo D, Liu YY, Qiao DD, Ye JY, Xue R. Juvenile myoclonic epilepsy and
sleep. Epilepsy Behav 2018;80:326-30.
https://doi.org/10.1016/j.yebeh.2017.11.008

[29] Koike C, Lima EM, Paiva ML, Pentagna A, Bimbatti I, Valente KD. Sleep quality
and circadian rhythm profile of persons with juvenile myoclonic epilepsy in a

tertiary epilepsy center: A case-control study. Seizure 2023;104:1-5.


https://doi.org/10.1111/j.1528-1167.2008.01645.x
https://doi.org/10.1111/epi.13709
https://doi.org/10.1186/s12913-019-4208-9
https://doi.org/10.1016/j.healthpol.2018.02.002

https://doi.org/10.1016/j.seizure.2022.11.002

[30] Hirsch E, French J, Scheffer IE, Bogacz A, Alsaadi T, Sperling MR et al. ILAE
definition of the Idiopathic Generalized epilepsy Syndromes: Position statement by
the ILAE Task Force on Nosology and Definitions. Epilepsia. 2022;63:1475-99.

https://doi.org/10.1111/ep1.17236.

[31] Genton P, Gelisse P. The history of juvenile myoclonic epilepsy. Epilepsy Behav.

2013;28;Suppl 1:S2—7. https://doi.org/10.1016/j.yebeh.2013.01.002.

[32] Semah F, Picot MC, Adam C, Broglin D, Arzimanoglou A, Bazin B et al. Is the
underlying cause of epilepsy a major prognostic factor for recurrence? Neurology.

1998;51:1256-62. https://doi.org/10.1212/wnl.51.5.1256.

[33] Mohanraj R, Brodie MJ. Outcomes of newly diagnosed idiopathic generalized
epilepsy syndromes in a non-pediatric setting. Acta Neurol Scand. 2007;115:204-8.

https://doi.org/10.1111/1.1600-0404.2006.00791 .x.

[34] Meritam Larsen P, Wiistenhagen S, Terney D, Gardella E, Aurlien H, Beniczky S.
Duration of epileptic seizure types: A data-driven approach. Epilepsia 2023;64:469—
78. https://doi.org/10.1111/ep1.17492

[35] Gupta S, Kwan P, Faught E, Tsong W, Forsythe A, Ryvlin P. Understanding the
burden of idiopathic generalized epilepsy in the United States, Europe, and Brazil:
An analysis from the National Health and Wellness Survey. Epilepsy Behav
2016;55:146-56. https://doi.org/10.1002/epi4.12050

[36] Gupta S, Ryvlin P, Faught E, Tsong W, Kwan P. Understanding the burden of focal
epilepsy as a function of seizure frequency in the United States, Europe, and Brazil.
Epilepsia Open 2017;2:199—13. https://doi.org/10.1016/j.yebeh.2015.12.018

[37] Trimble M. Treatment issues for personality disorders in epilepsy. Epilepsia.


https://doi.org/10.1111/epi.17236
https://doi.org/10.1016/j.yebeh.2013.01.002
https://doi.org/10.1212/wnl.51.5.1256
https://doi.org/10.1111/j.1600-0404.2006.00791.x

2013;54;Suppl 1:41-5. https://doi.org/10.1111/epi.12104.

[38] Abarrategui B, Parejo-Carbonell B, Garcia Garcia ME, Di Capua D, Garcia-
Morales 1. The cognitive phenotype of idiopathic generalized epilepsy. Epilepsy

Behav. 2018;89:99-104. https://doi.org/10.1016/1.yebeh.2018.10.007.

[39] Balcik ZE, Senadim S, Tekin B, Ceyhan Dirican A, Eren F, Karahan MG et al. Do
interictal EEG findings reflect cognitive function in juvenile myoclonic epilepsy?

Epilepsy Behav. 2020;111:107281. https://doi.org/10.1016/j.yebeh.2020.107281.

[40] Chawla T, Chaudhry N, Puri V. Cognitive dysfunction in Juvenile Myoclonic
Epilepsy (JME) - A tertiary Care Center study. Ann Indian Acad Neurol.

2021;24:40-50. https://doi.org/10.4103/aian. AIAN 663 _19.

[41] Gama AP, Taura M, Alonso NB, Sousa AM, Noffs MHDS, Yacubian EM et al.
Impulsiveness, personality traits and executive functioning in patients with juvenile
myoclonic epilepsy. Seizure. 2020;82:125-32.

https://doi.ore/10.1016/j.seizure.2020.09.029.

[42] Guida M, Caciagli L, Cosottini M, Bonuccelli U, Fornai F, Giorgi FS. Social
cognition in idiopathic generalized epilepsies and potential neuroanatomical
correlates. Epilepsy Behav. 2019;100:106118.

https://doi.ore/10.1016/1.yebeh.2019.01.003.

[43] Igbal N, Caswell H, Muir R, Cadden A, Ferguson S, Mackenzie H et al.
Neuropsychological profiles of patients with juvenile myoclonic epilepsy and their
siblings: An extended study. Epilepsia. 2015;56:1301-8.

https://doi.ore/10.1111/epi.13061.

[44] Piazzini A, Turner K, Vignoli A, Canger R, Canevini MP. Frontal cognitive

dysfunction in juvenile myoclonic epilepsy. Epilepsia. 2008;49:657—-62.


https://doi.org/10.1111/epi.12104
https://doi.org/10.1016/j.yebeh.2018.10.007
https://doi.org/10.1016/j.yebeh.2020.107281
https://doi.org/10.4103/aian.AIAN_663_19
https://doi.org/10.1016/j.seizure.2020.09.029
https://doi.org/10.1016/j.yebeh.2019.01.003
https://doi.org/10.1111/epi.13061

https://doi.org/10.1111/.1528-1167.2007.01482 .x.

[45] Rzezak P, Moschetta SP, Mendonga M, Paiva MLMN, Coan AC, Guerreiro C et al.
Higher IQ in juvenile myoclonic epilepsy: Dodging cognitive obstacles and
“masking” impairments. Epilepsy Behav. 2018;86:124-30.

https://doi.org/10.1016/i.yebeh.2018.05.029.

[46] Sanjari Moghaddam H, Doost Hoseini M, Khaleghi MR, Tafakhori A, Dolatshahi
M, Pourmirbabaei S et al. Evaluating executive functions in patients with juvenile
myoclonic epilepsy using frontal assessment battery. Behav Neurol.

2020;2020:8710373. https://doi.org/10.1155/2020/8710373.

[47] Sonmez F, Atakli D, Sari H, Atay T, Arpaci B. Cognitive function in juvenile
myoclonic epilepsy. Epilepsy Behav. 2004;5:329-36.

https://doi.org/10.1016/1.yebeh.2004.01.007.

[48] Taura M, Gama AP, Sousa AVM, Noffs MHS, Alonso NB, Yacubian EM et al.
Dysfunctional personality beliefs and executive performance in patients with
juvenile myoclonic epilepsy. Epilepsy Behav. 2020;105:106958.

https://doi.org/10.1016/1.yebeh.2020.106958.

[49] Thomas RH, Walsh J, Church C, Sills GJ, Marson AG, Baker GA et al. A
comprehensive neuropsychological description of cognition in drug-refractory
juvenile myoclonic epilepsy. Epilepsy Behav. 2014;36:124-9.

https://doi.ore/10.1016/j.yebeh.2014.04.027.

[50] Valente KD, Rzezak P, Moschetta SP, de Vincentiis S, Coan AC, Guerreiro CA.
Delineating behavioral and cognitive phenotypes in juvenile myoclonic epilepsy:
Are we missing the forest for the trees? Epilepsy Behav. 2016;54:95-9.

https://doi.org/10.1016/1.yebeh.2015.10.022.



https://doi.org/10.1111/j.1528-1167.2007.01482.x
https://doi.org/10.1016/j.yebeh.2018.05.029
https://doi.org/10.1155/2020/8710373
https://doi.org/10.1016/j.yebeh.2004.01.007
https://doi.org/10.1016/j.yebeh.2020.106958
https://doi.org/10.1016/j.yebeh.2014.04.027
https://doi.org/10.1016/j.yebeh.2015.10.022

[51] Walsh J, Thomas RH, Church C, Rees MI, Marson AG, Baker GA. Executive
functions and psychiatric symptoms in drug-refractory juvenile myoclonic epilepsy.

Epilepsy Behav. 2014;35:72—7. https://doi.org/10.1016/j.yebeh.2014.03.026.

[52] Wandschneider B, Kopp UA, Kliegel M, Stephani U, Kurlemann G, Janz D et al.
Prospective memory in patients with juvenile myoclonic epilepsy and their healthy
siblings. Neurology. 2010;75:2161-7.

https://doi.org/10.1212/WNL.0b013e318202010a.

[53] Moschetta S, Fiore LA, Fuentes D, Gois J, Valente KD. Personality traits in
patients with juvenile myoclonic epilepsy. Epilepsy Behav. 2011;21:473-7.

https://doi.org/10.1016/1.yebeh.2011.03.036.

[54] Plattner B, Pahs G, Kindler J, Williams RP, Hall RE, Mayer H et al. Juvenile
myoclonic epilepsy: A benign disorder? Personality traits and psychiatric
symptoms. Epilepsy Behav. 2007;10:560—4.

https://doi.org/10.1016/1.yebeh.2007.03.008.

[55] Rzezak P, Moschetta SP, Lima E, Castro CX, Vincentiis S, Coan AC et al. Distinct
domains of impulsivity are impaired in juvenile myoclonic epilepsy but not in
temporal lobe epilepsy. Epilepsy Behav. 2015;45:44-8.

https://doi.ore/10.1016/1.yebeh.2015.02.028.

[56] Shakeshaft A, Panjwani N, McDowall R, Crudgington H, Pefia Ceballos J, Andrade
DM et al. Trait impulsivity in Juvenile Myoclonic epilepsy. Ann Clin Transl Neurol.

2021;8:138-52. https://doi.org/10.1002/acn3.51255.

[57] Smith A, Syvertsen M, Pal DK. Meta-analysis of response inhibition in juvenile
myoclonic epilepsy. Epilepsy Behav. 2020;106:107038.

https://doi.org/10.1016/1.yebeh.2020.107038.



https://doi.org/10.1016/j.yebeh.2014.03.026
https://doi.org/10.1212/WNL.0b013e318202010a
https://doi.org/10.1016/j.yebeh.2011.03.036
https://doi.org/10.1016/j.yebeh.2007.03.008
https://doi.org/10.1016/j.yebeh.2015.02.028
https://doi.org/10.1002/acn3.51255
https://doi.org/10.1016/j.yebeh.2020.107038

[58] Syvertsen M, Koht J, Selmer K, Enger U, Pal DK, Smith A. Trait impulsivity
correlates with active myoclonic seizures in genetic generalized epilepsy. Epilepsy

Behav. 2020;112:107260. https://doi.org/10.1016/.yebeh.2020.107260.

[59] Paiva ML, Rzezak P, Santos B, Lima EM, Moschetta SP, Vincentiis S et al.
Dissociation between decision making under ambiguity and risk in patients with
juvenile myoclonic epilepsy. Epilepsy Behav. 2019;101:106548.

https://doi.org/10.1016/1.yebeh.2019.106548.

[60] Unterberger I, Zamarian L, Prieschl M, Bergmann M, Walser G, Luef G et al.
Risky decision making in juvenile myoclonic epilepsy. Front Neurol. 2018;9:195.

https://doi.org/10.3389/fneur.2018.00195.

[61] Wandschneider B, Centeno M, Vollmar C, Stretton J, O’Muircheartaigh J,
Thompson PJ et al. Risk-taking behavior in juvenile myoclonic epilepsy. Epilepsia.

2013;54:2158-65. https://doi.org/10.1111/epi.12413.

[62] Zamarian L, Hofler J, Kuchukhidze G, Delazer M, Bonatti E, Kemmler G et al.
Decision making in juvenile myoclonic epilepsy. J Neurol. 2013;260:839—46.

https://doi.org/10.1007/s00415-012-6715-z.

[63] Jiang Y, Hu Y, Wang Y, Zhou N, Zhu L, Wang K. Empathy and emotion recognition
in patients with idiopathic generalized epilepsy. Epilepsy Behav. 2014;37:139-44.

https://doi.ore/10.1016/1.yebeh.2014.06.005.

[64] Stewart E, Catroppa C, Gill D, Webster R, Lawson J, Mandalis A et al. Theory of
mind and social competence in children and adolescents with genetic generalised
epilepsy (GGE): Relationships to epilepsy severity and anti-epileptic drugs.

Seizure. 2018;60:96—104. https://doi.org/10.1016/j.seizure.2018.06.015.

[65] Allone C, Lo Buono V, Corallo F, Pisani LR, Pollicino P, Bramanti P et al.


https://doi.org/10.1016/j.yebeh.2020.107260
https://doi.org/10.1016/j.yebeh.2019.106548
https://doi.org/10.3389/fneur.2018.00195
https://doi.org/10.1111/epi.12413
https://doi.org/10.1007/s00415-012-6715-z
https://doi.org/10.1016/j.yebeh.2014.06.005
https://doi.org/10.1016/j.seizure.2018.06.015

Neuroimaging and cognitive functions in temporal lobe epilepsy: A review of the

literature. J Neurol Sci. 2017;381:7—15. https://doi.org/10.1016/1.jns.2017.08.007.

[66] Dabbs K, Jones J, Seidenberg M, Hermann B. Neuroanatomical correlates of
cognitive phenotypes in temporal lobe epilepsy. Epilepsy Behav. 2009;15:445-51.

https://doi.org/10.1016/1.yebeh.2009.05.012.

[67] Dinkelacker V, Xin X, Baulac M, Samson S, Dupont S. Interictal epileptic
discharge correlates with global and frontal cognitive dysfunction in temporal lobe
epilepsy. Epilepsy Behav. 2016;62:197-203.

https://doi.org/10.1016/1.yebeh.2016.07.009.

[68] Gauffin H, Landtblom AM, Vigren P, Frick A, Engstrom M, McAllister A et al.
Similar profile and magnitude of cognitive impairments in focal and generalized
epilepsy: A pilot study. Front Neurol. 2021;12:746381.

https://doi.org/10.3389/fheur.2021.746381.

[69] Asadi-Pooya AA, Homayoun M. Sex differences in characteristics of idiopathic
generalized epilepsies. Neurol Sci. 2021;42:2421-4.

https://doi.org/10.1007/s10072-020-04834-3.

[70] Giuliano L, Mainieri G, Aguglia U, Bilo L, Durante V, Ermio C et al. Long-term
prognosis of juvenile myoclonic epilepsy: A systematic review searching for sex

differences. Seizure. 2021;86:41-8. https://doi.org/10.1016/].seizure.2021.01.005.

[71] Shakeshaft A, Panjwani N, Collingwood A, Crudgington H, Hall A, Andrade DM
et al. Sex-specific disease modifiers in juvenile myoclonic epilepsy. Sci Rep.

2022;12:2785. https://doi.org/10.1038/s41598-022-06324-2.

[72] Stephen LJ, Harden C, Tomson T, Brodie MJ. Management of epilepsy in women.

Lancet Neurol. 2019;18:481-91. https://doi.org/10.1016/S1474-4422(18)30495-2.



https://doi.org/10.1016/j.jns.2017.08.007
https://doi.org/10.1016/j.yebeh.2009.05.012
https://doi.org/10.1016/j.yebeh.2016.07.009
https://doi.org/10.3389/fneur.2021.746381
https://doi.org/10.1007/s10072-020-04834-3
https://doi.org/10.1016/j.seizure.2021.01.005
https://doi.org/10.1038/s41598-022-06324-2
https://doi.org/10.1016/S1474-4422(18)30495-2

[73] Cerulli Irelli E, Morano A, Cocchi E, Casciato S, Fanella M, Albini M et al. Doing
without valproate in women of childbearing potential with idiopathic generalized
epilepsy: Implications on seizure outcome. Epilepsia. 2020;61:107-14.

https://doi.org/10.1111/ep1.16407.

[74] Cerulli Irelli E, Cocchi E, Morano A, Casciato S, Fanella M, Albini M et al.
Valproate impact and sex-dependent seizure remission in patients with idiopathic
generalized epilepsy. J Neurol Sci. 2020;415:116940.

https://doi.org/10.1016/1.jns.2020.116940.

[75] Mole TB, Appleton R, Marson A. Withholding the choice of sodium valproate to
young women with generalised epilepsy: Are we causing more harm than good?

Seizure. 2015;24:127-30. https://doi.org/10.1016/j.seizure.2014.08.006.

[76] Lkhagva D, Gao Y, Babazono A. Does co-payment rate influence the relationship
between monthly salary and health care service demand among the insured of
health insurance societies in Japan? Popul Health Manag 2013;16:58—63.
https://doi.org/10.1089/pop.2011.0094

[77] Yuda M. Healthcare utilization under a comprehensive public welfare program:
Evidence from Japan. Front Public Health 2022;10:895679.
https://doi.org/10.3389/fpubh.2022.895679

[78] Lalloo R, McDonald JM. Appointment attendance at a remote rural dental training
facility in Australia. BMC Oral Health 2013;13:36. https://doi.org/10.1186/1472-
6831-13-36

[79] Nishioka D, Kino S, Ueno K, Kondo N. Risk profiles of frequent outpatients
among public assistance recipients in Japan: A retrospective cohort study using a

classification and regression trees algorithm. BMJ Open 2022;12:¢054035.


https://doi.org/10.1111/epi.16407
https://doi.org/10.1016/j.jns.2020.116940
https://doi.org/10.1016/j.seizure.2014.08.006

https://doi.org/10.1136/bmjopen-2021-054035

[80] Sudhakar S, Aebi ME, Burant CJ, Wilson B, Wenk J, Briggs FBS, Pyatka N, Blixen
C, Sajatovic M. Health literacy and education level correlates of participation and
outcome in a remotely delivered epilepsy self-management program. Epilepsy
Behav 2020;107:107026. https://doi.org/10.1016/j.yebeh.2020.107026

[81] Knolhoff JB, Djenic B, Hsu CH, Bouton ME, Komenaka IK. Missed appointments
in a breast clinic: Patient-related factors. Am J Med Sci 2016;352:337-42.
https://doi.org/10.1016/j.amjms.2016.07.003

[82] Stavropoulou C. Non-adherence to medication and doctor-patient relationship:
Evidence from a European survey. Patient Educ Couns. patient ed. 2011;83:7—13.

https://doi.org/10.1016/1.pec.2010.04.039.

[83] Zolnierek KB, Dimatteo MR. Physician communication and patient adherence to
treatment: A meta-analysis. Med Care. 2009;47:826-34.

https://doi.org/10.1097/MLR.0b013e31819a5acc.



https://doi.org/10.1016/j.pec.2010.04.039
https://doi.org/10.1097/MLR.0b013e31819a5acc

Value

Characteristics
Sex, n (%)
Male
Female
Age, year, n (%)
~39
40~64
65~
Distance, km, n (%)
~5
5~49.9
50~
Education history, n (%)
~High school graduate
Vocational school, (Jr.) Collage graduate~
Marital status, n (%)
Unmarried, Divorced
Married
Work status, n (%)
Unemployed
Employed(In school)
History of receiving public assistance, n (%)
Never received
Have received
Psychiatric disorder, n (%)
No psychiatric comorbidity
With psychiatric comorbidity
Diagnosis, n (%)
Generalized epilepsy (GE)
Idiopathic Generalized Epilepsy (IGE)
Childhood Absebce Epilepsy(CAE)
Juvenile Absebce Epilepsy(JAE)
Juvenile Myoclonic Epilepsy(JME)
Epilepsy with Generalized Tonic-Clonic
Seizures Alone(GTCA)
Unspecifed IGE
Focal Epilepsy (FE)
Temporal Lobe Epilepsy (TLE)
Frontal Lobe Epilepsy (FLE)
Other Focal Epilepsy
Duration of illness, years, n (%)
~1
1~4.9
5..
Number of ASM, n (%)
1
2
3..
Freedom from seizures, n (%)
Free
Not free
Visit interval, n (%)
Once a several months
Once a month
Twice a month

226 (42.2)
310 (57.8)

202 (37.7)
263 (49.1)
71 (13.2)

206 (38.4)
289 (53.9)
41 (7.6)

277 (51.7)
259 (48.3)

303 (56.5)
233 (43.5)

237 (44.2)
299 (55.8)

449 (83.8)
87 (16.2)

403 (75.2)
133 (24.8)

89 (16.6)
89 (16.6)
5 (0.9)
12 (2.2)
30 (5.6)

37 (6.9)

5 (0.9)
447 (83.4)
134 (25.0)
120 (22.4)
193 (36.0)

8 (1.5)
40 (7.5)
488 (91.0)

306 (57.1)
130 (24.3)
100 (18.7)

252 (47.0)
284 (53.0)

405 (75.6)
117 (21.8)
14 (2.6)

536

536

536

536

536

536

536

536

536

536

536

536

536

Table 1. Participant characteristics



Odds ratio 95%ClI P

Sex (Female vs male) 0.76 0.52 1.13 0.173
Age (y)

40~64 vs ~39 0.80 0.52 1.22 0.292

65~ vs ~39 0.59 0.30 1.18 0.139
Education history (Collage etc. vs ~High school) 0.64 0.43 0.93 0.021%*
Work status (Employed (In school) vs Unemployed) 1.17 0.75 1.82 0.495
Marital status (Married vs Unmarried, Divorced) 1.04 0.69 1.56 0.854
Distance (km)

5~49.9 vs ~4.9 0.95 0.65 1.39 0.784

50~ vs ~4.9 0.33 0.13 0.88 0.022%*
Public assistance (Have received vs Never received) 2.04 1.22 343 0.007**
Diagnosis (IGE vs FE) 1.94 1.17 3.21 0.010%*
Duration of illness (y)

1~5 vs ~1 1.18 0.21 6.53 0.850

S5~vs~1 1.13 0.22 5.72 0.882
Number of ASM (n)

2vs 1 0.88 0.54 1.44 0.618

3~vs1 0.97 0.56 1.68 0.909
Freedom from seizures (Not free vs Free) 0.79 0.52 1.21 0.271
Psychiatric disorder (With vs No comorbidity) 0.72 0.45 1.14 0.161
Visit interval

Once a month vs Once a several months 1.16 0.70 1.92 0.575

Twice a month vs Once a several months 0.18 0.04 0.86 0.031%*
Appointment time

Early morning vs Early evening 0.73 0.43 1.24 0.242

Late morning vs Early evening 1.01 0.60 1.70 0.975

Afternoon vs Early evening 0.79 0.48 1.30 0.348

CI: confidence interval; IGE: Idiopathic Generalized Epilepsy; FE: Focal Epilepsy.
Collage etc.: Vocational school, (Jr.) Collage, Graduate school are included.

Table 2. Mixed-effect logistic regressions analysis, variables associated with non-attendance



QOdds ratio 95%CI1 P

Sex (Female vs Men) 0.31 0.14 0.72 0.006**
Age (y)

40~64 vs ~39 1.10 0.42 2.85 0.852

65~ vs ~39 0.31 0.04 2.19 0.241
Education history (Collage etc. vs ~High school) 0.70 0.31 1.55 0.376
Work status (Employed (In school) vs Unemployed) 0.88 0.37 2.12 0.773
Marital status (Married vs Unmarried, Divorced) 1.95 0.80 4.77 0.142
Distance (km)(5~ vs ~4.9) 0.67 0.27 1.62 0.373
Public assistance (Have received vs Never received) 2.77 0.76 10.09 0.123
Diagnosis (JME vs IGE other than JME) 1.04 0.43 2.49 0.939
Duration of illness (y)(5~ vs ~4.9) 0.80 0.19 3.49 0.770
Number of ASM

2vsl 0.29 0.07 1.20 0.088

3~vs1 3.74 0.63 22.19 0.147
Freedom from seizures (Not free vs Free) 0.97 0.41 2.30 0.944
Psychiatric disorder (With vs No comorbidity) 0.79 0.22 2.86 0.713
Visit interval (1-2 times a month vs Once a several montl 0.81 0.16 4.07 0.793
Appointment time

Early morning vs Early evening 1.11 0.40 3.11 0.840

Late morning vs Early evening 2.06 0.72 5.90 0.181

Afternoon vs Early evening 0.93 0.34 2.57 0.889

CI: confidence interval; IGE: Idiopathic Generalized Epilepsy; JME: Juvenile Myoclonic Epilepsy.
Collage etc.: Vocational school, (Jr.) Collage, Graduate school are included.

Table 3. Mixed-effect logistic regressions analysis for patients with IGE, variables associated with non-attendance



Patients with epilepsy visiting our department
during the inclusion period
n=1003, 16240 appointments

Y

Patients met diagnostic inclusion criteria
n =923, 15085 appointments

A 4

Excluded (n = 80 , 1155 appointments)
* GE other than IGE
* Combined Generalized and Focal Epilepsy
* Unknown Epilepsy

Participants enrolled in study
n=633,10923 appointments

A 4

Excluded (n =290, 4162 appointments)
* Under 18 years old
* Needed to be accompanied for hospital visits
- With concurrent family visits
- Living outside Hokkaido
- With other ineligibility issues related to hospital visits

Participants for analysis
n =536, 9151 appointments

A 4

Excluded (n =97 , 1772 appointments)
- Participants without data of demographic characteristics
- Unevaluable reservation data

Figurel. Flowchart of subjects
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