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Background : Epilepsy, a disease when seizures can occur from antiepileptic drug with­
drawal, requires regular drug taking. Non-compliance, therefore, is a major factor contributing to sub­
optimal control of the seizures. 

Purpose : To determine the factors associated with noncompliance in epileptics in rural 
Thailand. 

Method : All epileptics, registered in the Pak Thong Chai District and their caregivers were 
invited to be interviewed and examined by a neurologist in their village. 

Results : Of a total of 93 epileptics registered, 83 with their caregivers were interviewed and 
examined by the neurologist (T.A.) and of those 72 were adults. Of the 72 adult epileptics, 41 (56.9%) 
were I 00 per cent compliant and factors found to be significantly associated with compliance were 
gender, household income and patient's health insurance (p-value < 0.05). The major reasons for non­
compliance were misunderstanding (48.4%), forgetfulness (16.1%) and economic problem (12.9%). 

Conclusion : To improve patient-compliance, the real factors for non-compliance, which are 
unique to patients in a specific area, need to be identified. 
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Epilepsy is one of the commonest problems 
encountered in neurological clinics in developing 
countriesO) and needs long-term treatment(2). Com­
pliance, including attendance at appointments and 
adherence to antiepileptic drug regimens (AED) is 
very important in the management of epilepsy(3). 
The reason being that neglect of medical treatment 
may cause epileptic seizures(4), which, in tum, may 
result in increased direct medical costs(5), physical 
injury to self and others(5) and a decrease in the quality 
of life(6). The frequency of noncompliance with treat­
ment in epileptics has been reported ranging from 19 
per cent to 75 per cent(7-9). 

The problem of compliance with treatment 
in chronic diseases is not selective but rather is perva­
sive and affects a broad range of illnessesOO). How­
ever, compliance in epilepsy has not been studied 
extensively(4). 

The objectives of this study were to deter­
mine the frequency of non-compliance and the factors 
associated with non-compliance in epileptics in a 
rural district of Thailand. 

MATERIAL AND METHOD 
The study was conducted in Pak Thong Chai, 

one of the 26 districts of Nakhon Ratchasima Pro­
vince, the principal province of Northeastern Thai­
land. The district is around 32 kilometers Southwest 
of the provincial capital and 286 kilometers from 
Bangkok. It covers l ,352 square kilometers with a 
population (in 1997) of74,177 and is divided into 16 
sub-districts with a total of 20 Sub-District Health 
Care Offices (SDHCO) and one Community Hospital. 

In the district, like all districts in Nakhon 
Ratchasima Province, there is a Registry of Epileptics 
who have visited either the SDHCO or the Commu­
nity Hospital; the Registry is updated yearly by sub­
district health care officials. In 1997, 93 epileptics 
were registered in the district. All of the patients 
with their caregivers were informed of the study and 
invited, after informed consent, for an interview and 
examination by sub-district health care officials and 
a neurologist (T.A) from January-May 1998. 

The data collected included: age; gender; 
socio-economic data; whether the patient had health 
care insurance which would entitle them to free health 
care including AEDs. 

The data related to epilepsy included: age 
at first onset of epilepsy; duration of epilepsy and of 
treatment; frequency of seizures; the AED regimens; 

alcoholic intake and the need to be escorted for treat­
ment. 

The outcome variable measured was whether 
the level of compliance with AED regimens over the 
past year was 100 per cent (defined as taking the AED 
on time, without fail and without manipulating their 
dosage)(5), as determined during an in-depth inter­
view of the patient and their caregiver. During the 
same interview, the major reason for non-compliance 
was determined. 

The authors defined Epilepsy as two or more 
clinical afebrile seizures unrelated to acute metabolic 
derangements or to withdrawal from alcohol or drugs 
01). Seizures, which occur within a 24-hour period, 
were excluded01). 

In the data analysis, the sample based upon 
the interview of the epileptic and of their caregivers, 
each group was further stratified into those considered 
compliance and non-compliance. The differences 
were, then, analyzed by univariate and multivariate 
analysis. 

RESULTS 
Of the 93 epileptics registered in Pak Thong 

Chai District, only 83 (89.2%) and their caregivers 
were interviewed and examined. The gender and age 
response rate is shown in Table 1. The non-respon­
dents of ten epileptics, although it could not be veri­
fied, were presumably less affected by their epilepsy. 

Of the 83 epileptics examined, only 11 were 
children (age 0-14 years); so, further analyses was 
restricted to the adults. Of the 72 adult epileptics, the 
average age was 36.3 years (SD = 14.0; median= 36; 
range: 16-75 years) and 59.7 per cent were female. 
The patient's characteristics and clinical characteristics 
are shown in Table 2. 

The patient-compliance (100%) over the 
past one-year was 56.9 per cent. The differences be­
tween those considered to be compliant or non-com­
pliant by each of the demographic, socio-economic 
and clinical variables are shown in Table 2. 

By univariate analysis, none of the analyzed 
variables were significantly associated with com­
pliance. However, by multivariate analysis, gender, 
household income and patient's health insurance had 
a significant association with compliance (shown in 
Table 2). 

The major reasons for non-compliance were 
misunderstanding of the need for long-term treatment 
(48.4%); forgetfulness (16.1%) and economic pro-
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blem (12.8%). The other reasons were continuity of 
seizures despite treatment (9.7%); misbeliefs (6.5%) 
and not having a caregiver to escort them to hospital 
(6.5%). 

DISCUSSION 
In this study, compliance with AED regi­

mens over the past one year was measured by self­
report of the patients or their caregivers. The data 
collection method and the cross-sectional design 
employed precluded the possibility of any pill count­
ing procedures or blood level testing. Although, it 
was quite difficult for them to recall the degree of 
compliance with their physician's prescriptions, the 
authors used 100 per cent compliance rates; even 
though compliance of 80 per cent is sufficient for 
optimal treatment in patients with epilepsy02). The 
frequency of the patients with 100 per cent com­
pliance in the present study was only 56.9 per cent, 
which is similar to reports from other studies(6,13). 

On multivariate analysis, gender, household 
income and patient's health insurance had a statis­
tically significant relationship to compliance. The 
possible reasons for this finding is that, in Thailand 
any patient who holds any kind of health insurance 
card can get medical service including drugs free of 
charge at any level of government health care offices. 
In addition, most poor patients trust their physicians 
and strictly follow the physicians' suggestions. Eco­
nomic status is still a major factor for patient com­
plianceOO). Male gender is another variable because 
male patients usually work outside. 

Other factors can affect compliance. How­
ever, the relationship of these factors to compliance 
has not been consistent. Age and number of AED 
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taken had a statistically significant relationship with 
compliance in Buck's study04) but were not in 
Gopinath's study(5). Seizure frequency and duration 
of epilepsy were related to compliance in three studies 
(Kyngas(4), Gopinath(5) and Loiseau05)) but were 
not in Buck's study(l4). However, gender and seizure 
type have consistently been shown to have no rela­
tionship with compliance(5,14,15). The patient's 
education in Gopinath 's study(5) and of age at first 
onset of epilepsy in Loiseau's study05) showed 
no significant relationship to compliance. Alcoholic 
intake in Kyngas 's study(4) and of higher income 
in Shope's study(l6) revealed a significant associa­
tion with compliance. 

Not only the factors mentioned earlier but 
also several personal reasons may contribute to non­
compliance including: patient's life style04, 17); 
patient's feeling of stigma04); denial of their illness 
(18); individual's perception of causality(5); relation­
ship between patient and health care staf£(4,5,14); 
misconceptions regarding the goal of the treatment 
and the consequences of missing a prescribed drug 
dose( 4 ); misunderstanding the doctor's instructions 
(18), fear of addiction09) ; general dissatisfaction 
with treatment(5,19); trouble with remembering08) 
and forgetfulness08). Some studies have found that 
the following altered drug taking behavior: adverse 
side effects(4,18,19); patient's personal experience 
(14); family relationships{3); the support ofparents(4). 

Finally, no single measure represents a com­
pletely valid indicator of the risk of non-compliance. 
Mitchell et al stated in their paper that dealing with 
compliance in children that "It is multidimensional 
and includes related but somewhat distinct facets 
of socio-cultural, medical, behavioral, environmental 

Table 1. Gender and age specific response rates. 

Age group Males Females Both genders 
(year) n!N % n/N % n!N % 

0-4 Ill 100.0 010 Ill 100.0 
5-9 2/2 100.0 2/2 100.0 4/4 100.0 
10-14 3/3 100.0 3/3 100.0 616 100.0 
15-24 9/11 81.8 717 100.0 16118 88.9 
25-34 7/10 70.0 lOIII 90.9 17/21 80.9 
35-44 6/10 60.0 18/18 100.0 24/28 85.7 
45-54 515 100.0 2/2 100.0 717 100.0 
55-64 Ill 100.0 4/4 100.0 515 100.0 
65+ Ill 100.0 212 100.0 3/3 100.0 

All age groups 35/44 79.5 48/49 97.9 83/93 89.2 

n = Respondents, N = Registered epileptics 
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Table 2. Factors and their relationship with patient-compliance in adult epileptics. 

Factors c NC 
(41) (31) 

Gender 
Male 16 13 

Female 25 18 

Patient's education 
~ 6 yrs 36 28 

> 6 yrs 5 3 

Caregiver's education 
~ 6 yrs 39 31 

> 6 yrs 2 0 

Patient's employment 
Unemployed 19 13 

Employed 22 18 

Household income (monthly) in Baht 
~ 2,800 28 15 

> 2,800 13 16 
Alcohol intake 

Regular or occasional 8 10 
Not at all or quit 33 21 

Need to be escorted 
Yes 16 14 
No 25 17 

AED rcgrmens 
!'vlonothcrapy 28 24 
Multiple AED regimens 13 7 

Patient's health insurance 
Yes (one or more cards) 36 21 
No 5 10 

Age at first onset of epilepsy 
< 20 yrs 25 18 
?. 20 yrs 16 13 

Durtion of epilepsy 
~ 6 yrs 5 2 
> 6 yrs 36 29 

Duration of treatment 
~ 6 yrs 5 7 
> 6 yrs 36 24 

Seizure frequency 
<once a week 36 24 
?. once a week 5 

C =Compliance. NC = Non-compliance 

(i.e. family), and individual characteristics"OO). In 
the present study, the reasons for non-compliance 
with AED regimens; misunderstanding, forgetfulness 
and economic problem were compatible with the 
results reported by other studies OS, 16, 18). This sug­
gests how patient-compliance can be improved. 
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