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1.

INTRODUCTION

The World Health Organization defines therapeutic adherence as "the extent to which the patient's behaviour matches the prescriber's recommendations" [START_REF] Sabaté | Adherence to long-term therapies: evidence for action[END_REF]. It is therefore a dynamic, complex and multifactorial phenomenon for which patients and healthcare professionals share responsibility. Non-adherence to long-term therapies is a key issue as it concerns around half of all chronically ill patients [START_REF] Sabaté | Adherence to long-term therapies: evidence for action[END_REF]. Poor adherence severely compromises therapeutic effectiveness and therefore impacts the quality of life of these patients and the economics of health care. Accordingly, Haynes et al. stated that "increasing the effectiveness of adherence interventions may have a far greater impact on the health of the population than any improvement in specific medical treatments" [START_REF] Haynes | Interventions for helping patients to follow prescriptions for medications[END_REF].

Howlett et al. conducted a study in a population of patients with neurological functional disorders [START_REF] Howlett | Engagement in psychological treatment for functional neurological symptoms-Barriers and solutions[END_REF] to describe how many patients complete a psychological treatment program and whether recorded demographic or clinical factors predict which patients were more likely to engage in treatment. Even though they excluded patients who were initially hostile to the link between their symptoms and a psychological origin, nearly a quarter of the patients did not attend their first appointment, 20.8% unilaterally discontinued therapy, and only 41.6% completed the treatment. The only factor identified as being related to a greater likelihood of engagement was a higher age.

Among neurological functional disorders, psychogenic non-epileptic seizures (PNES) is a common but still relatively unknown chronic condition. It is recognized in ICD-11 (International Classification of Diseases 11th Revision) as an acute dissociative disorder with neurological symptoms [START_REF]ICD-10 Classifications of Mental and Behavioural Disorder: Clinical Descriptions and Disgnostic Guidelines[END_REF]. For DSM-5, PNES is classified in the section "somatic symptom disorders", under the heading of "conversion disorder " [START_REF]Statistical Manual of Mental Disorders: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition[END_REF].

Psychiatric evaluation and follow-up should be systematically offered to PNES patients (who are often subject to other psychiatric comorbidities). It is recognized that a standardized explanation can improve the prognosis of patients [START_REF] Lafrance | Multicenter pilot treatment trial for psychogenic nonepileptic seizures: a randomized clinical trial[END_REF]. Some studies have shown an association between psychological follow-up and a better prognosis, particularly in terms of quality of life [START_REF] Jones | Correlates of health-related quality of life in adults with psychogenic nonepileptic seizures: A systematic review[END_REF]. However, there is still no consensus to validate the unconditional requirement of psychotherapies.

Adherence to care in patients with PNES is fragile. Despite the extent of the issue, only a few studies have focused on the quality of adherence to mental health care in these patients and most of these are of a short-term design or quantitative approach. Even fewer studies have investigated the key factors affecting adherence both from the caregiver and patient perspective. [START_REF] Baslet | Initial treatment retention in psychogenic non-epileptic seizures[END_REF] [START_REF] Baslet | Initial treatment retention in psychogenic non-epileptic seizures[END_REF] conducted an observational retrospective study comparing initial levels of adherence to a standardized clinical protocol in subjects with PNES and sought to identify determinants of retention in care at 2 months. They found that being married or having a living partner was associated with higher initial treatment retention. However, in this same study, no differences in specific clinical or psychopathological factors (frequency of PNES, time since diagnosis, neurological or psychiatric comorbidities, psychopathology severity) were identified between adherent and non-adherent subgroups. In 2018, Tolchin et al. conducted a prospective cohort study over four standardized visits, measuring adherence to psychiatric follow-up for up to 17 months following the initial PNES diagnosis [START_REF] Tolchin | Long-term adherence with psychiatric treatment among patients with psychogenic nonepileptic seizures[END_REF]. Adherence to psychiatric treatment was found to be poor overall. Risk factors for nonadherence included a history of a prior diagnosis of PNES, and a lower level of concern about the illness.

Studies are focusing on ways to improve adhesion to care. For instance, Tolchin et al [START_REF] Tolchin | Motivational Interviewing Techniques to Improve Psychotherapy Adherence and Outcomes for Patients With Psychogenic Nonepileptic Seizures[END_REF] conducted a randomized trial of motivationnalmotivational interview (MI) as an intervention to improve adherence and outcomes among 60 PNES patients. Participants were randomly assigned to receive a single session of MI prior to the initiation of psychotherapy or to receive psychotherapy alone. At the 16-week follow-up, those who received the MI session had higher rates of psychotherapy adherence (65% versus 31%), lower PNES frequency (mean reduction of 76% versus 35%), and higher quality of life.

The studies mentioned above suggest that long-term adherence to mental health care in patients with PNES is poor. However, more detailed descriptions of the factors affecting adherence over time are few and far between. Thus, the first aim of our study was to describe the status of adhesion to mental health care at 6, 12, 18 and 24 months after PNES diagnosis in patients who started follow-up and in those who did not. The second aim was to describe the reasons given by non-adherent patients. The third aim was to compare the perception of the quality of the caregiver-patient relationship in patients who started mental health care follow-up.

METHOD

Study protocol

We conducted an ancillary study of a multicentermulticentre prospective study (PHRC EDUQ-CPNE ClinicalTrials.gov Identifier: NCT02311829, Agreement of the French Ethics Committee: 2012-A01580-43). Subjects were recruited according to a standardized protocol between January 2014 and June 2017, in the departments of neurology of four French university hospitals (Nancy, Tours, Dijon, Reims). All the participants gave their written informed consent after receiving fully detailed information about the study.

Population

The inclusion criteria were as follows: patients aged > 18 years, with a clear diagnosis of PNES (with or without epilepsy) by a neurologist after a video-EEG, and having experienced repetitive PNES episodes for > 3 months.

Recruitment was performed during hospitalization for a video-EEG examination by a neurologist and a psychiatrist or a neuropsychologist. All the clinicians had with expertise in epileptology and PNES.

All the patients underwent a standardized diagnostic explanation according to a validated protocol approved by trained practitioners [START_REF] Hall-Patch | Acceptability and effectiveness of a strategy for the communication of the diagnosis of psychogenic nonepileptic seizures[END_REF].

The patients were referred to their community mental health consultation centerscentres and/or to a private psychiatrist/psychologist. The clinicians had variable inequal training, competence in treating PNES, reflecting the reality of current practice. Letters were sent out to the psychiatric care facilities informing them of the patient's participation in the study and requesting their cooperation in assessing adherence to care. An information leaflet on PNES was also sent to mental health caregivers to explain the pathology and treatment possibilities, in order to standardize a minimum level of knowledge about the pathology. Everydisorder. 6 months , patients had a neurologist appointement. Study participants returned for follow-up interviews with neurologist every 6 months.

2.3.

Procedure and collected data

Descriptive data

We collected the sex and age of the patients, the number of PNES they had experienced during the previous 3 months, the duration of the illness since the beginning of PNES (in months) and if they have both PNES and epilepsy.

Status of adherence to mental health care

The adhesion status of each patient was collected through cross-referenced data from both mental health caregivers and the patients themselves at 6, 12, 18 and 24 months.

The clinical research associate called the mental health structures (designated at inclusion and who had received information about the study) to find out whether the patient had started a care program, how many consultations had been attended and if the leaflet had been received . The patient was also contacted by telephone to ensure that he/she had not started another program in a different structure.

Six months after inclusion (M6), the patients were classified into one of two groups: a "no follow-up started" group including patients who had not started any follow-up care (i.e., one appointment or less); and a "follow-up started" group including patients who had started follow-up care (i.e., at least two appointments).

From 12 months (M12) to 24 months (M24) after inclusion, the "follow-up started" group was divided into three subgroups: an "ongoing follow-up" subgroup comprising patients who were still in follow-up at the time of the phone call; a "consensual withdrawal" subgroup comprising patients who had discontinued the program with the agreement of the mental health caregiver; and a "nonconsensual withdrawal" subgroup comprising patients who had decided to discontinue the program unilaterally without prior agreement of the mental health caregiver.

The initial recommendations given to patients were to begin a psychological follow-up. We do not give any recommendations of duration, leaving it up to the patients and their therapists to decide . On this basis, we defined a "not following initial recommendations" group consisting of patients from the "no follow-up started" and "nonconsensual withdrawal" groups, and an "following initial recommendations" group included patients from the "ongoing follow-up" and "consensual withdrawal" groups.

Qualitative data about adherence to care at M24

A psychiatrist called all the patients and their mental health caregivers (when possible) at M24 to obtain qualitative data on adherence to care as well as on the quality of the caregiver-patient relationship.

Reasons of stopping or not beginning follow-up care:

Patients who had not started or who had discontinued follow-up care at the time the data was collected, were invited to give their reason(s) from the following list: -I was not interested/I did not see the need for follow-up -I was feeling better -I did not know who to turn to (lack of information) -

The waiting time for an appointment with a specialist was too long -

The clinic or specialist refused to see me -I had serious health problems (surgery, hospitalization) -For financial reasons -No specific reason -Other (please specify).

Data on caregiver-patient relationship:

We created a qualitative assessment questionnaire to measure adherence and the caregiver-patient relationship, inspired by tried-and-tested scales such as the Working Alliance Inventory (WAI) [START_REF] Horvath | Development and validation of the Working Alliance Inventory[END_REF]. It was completed by both the patients and their mental health caregivers. The questionnaire (Appendix A) contained the same five items for patients and caregivers. Subjects were invited to score each item from 0 to 10 (0 = "not at all satisfied/comfortable", 10 = "extremely satisfied/comfortable"). The items were related to: -feeling comfortable in the relationship or with the care provided, -continuity of care content of the sessions effectiveness of the sessions the patient's overall assessment of the follow-up care.

2.4.

Statistical analysis.

Sociodemographic and clinical characteristics are presented using means and standard deviations (SD) for continuous variables and frequency distributions for categorical variables. Statistical comparisons between groups of patients were done by using non-parametric tests due to the size of the sample, namely Mann-Whitney test for continuous variables. A p < 0.05 was considered significant.

RESULTS

3.1.

Description of the patients and mental health caregivers.

Patient baseline characteristics

The mean age of the 108 patients was 34 years (± 10.8) and 78 were females (72.2%). Seventy-eight of the patients were followed in the Nancy area, 15 in the Tours area, eight in the Dijon area, and seven in the Reims area. Overall, they had been diagnosed an average of 77 months prior to inclusion (± 86 months), and had an average of 59 seizures per patient over the previous 3 months (± 67 months). 45 of 108 patients (41.7%) had a dual diagnosis of epilepsy and PNES at the time of inclusion. Three patients left the study before M6 and were not included in the analysis.

Mental health caregivers

We interviewed 56 mental health caregivers (39 females, 69.6%), including psychiatrists (54.3%), psychologists (32.9%) and nurses (12.9%). Forty-one of the caregivers (72.9%) worked in community mental health centerscentres (42.9% psychiatrists, 36.7% psychologists, 20.4% nurses), and 15 (27.1%) in private practice (88.3% psychiatrists and 11.7% psychologists).

In the community mental health centerscentres, a dual follow-up (i.e., involving two caregivers working together) was initially planned for 41.3% of the patients: 62.4% of psychiatrist-nurse pairs, 27.4% of psychiatrist-psychologist pairs, and 10.2% of psychologist-nurse pairs. The type of follow-up was sometimes modified according to the patient's needs.

Status of adherence to mental health care

Figure 1 summarizes the distribution of the patients in the different follow-up groups throughout the study period. At M6, one-third (35.2%) of the 105 patients had not started any follow-up. At M24, only one quarter (25.8%) of the patients were still in a follow-up program. At M12, 2% of the patients in the "follow-up started" group were in the "consensual withdrawal" subgroup (i.e., discontinuation in agreement with the mental health caregiver). This percentage increased to 9.3% at M24.

Figure 2 shows the changes in adhesion status over time for the "not following initial recommendations" and "following initial recommendations " subgroups. From M6 to M24, adherence decreased progressively from two thirds (64.8% of patients at M6) to one third (35.1% at M24).

Reasons for discontinuing the care program

At M24 we managed to contact 49 of the 63 patients (response rate 77.8%) in the "not following initial recommendations " group (i.e., "no follow-up started" group and "non-consensual withdrawal" subgroup). The first reason was "lack of interest" (47.7% of cases) and the second was "feeling better" (36.6% of cases). Thus, 18 patients (18.5% of the M24 cohort) reported to feel better without any additional follow-up after diagnosis of PNES. These data are summarized in Figure 3.

More specifically, in the "no follow-up started" group (n=23) the causes cited by the patients were lack of interest / usefulness (60.9%), feeling better (30.4%), followed by lack of confidence in mental health professionals / structures (8.6%), long waiting times / refusal of the structures and without reason (4.8%). 2.6% of patients cited two causes.

In the "non-consensual withdrawal" group (n=26), the causes cited were feeling better (42.9%), lack of interest / usefulness (33.3%), lack of confidence in mental health professionals / structures (23.8%), followed by long waiting times, serious health problem, and no reason (4.8% per reason). 1.3% of patients cited two or three causes. These data are summarized in Figure 3.

In the "consensual withdrawal" group, all the patients (100%) cited feeling better as reasons for discontinuing the care program.

3.4.

Caregiver-patient relationship 60 patients and 56 mental health care providers were contacted by phone to answer the 5-item questionnaire about the caregiver-patient relationship. Patient response rate for the caregiverpatient relationship (iei.e., subgroups non-consensual, consensual withdrawal, and ongoing folluwfollow-up) was 77.8%%. Mental health caregiver response rate was 92.3% The results are described in Figure 4.

In the "nonconsensual withdrawal" subgroup, the average perception of the therapeutic relationship was similar for most items for both the patients and mental health caregivers including overall perception of follow-up (p=0.91). The session content was more positively perceived by the professionals (p=0.035). Both the patients and mental health caregivers perceived the quality of the therapeutic relationship as poor (overall score of 4.9/10).

In the "consensual withdrawal" subgroup, the patients' and mental health caregivers' perception of the quality of the therapeutic relationship was different for all items (p<0.001). The average patient rating of the follow-up was high (8.5/10 ±3.6), compared to moderate (5.4/10 ±3.6) for the mental health caregivers. Patients in this group perceived the sessions as particularly effective (9/10 ±3.6).

Compared to the patients, the mental health caregivers reported being less comfortable, perceived less continuity of care, and rated the content and effectiveness of therapeutic sessions less positively.

In the "ongoing follow-up" subgroup, patients rated their follow-up (6.9/10 ±1.9) similarly to the caregivers (6/10 ±3.0) on average. The perception of the effectiveness of the sessions was moderate for both (p=0.455). Once again, professionals reported being less comfortable, perceived less continuity of care, and assessed the session content less positively.

More specifically, we compared the "consensual withdrawal" and "non-consensual withdrawal" groups in patients on the one hand and mental health caregivers on the other.

Among patients, 3 of the 5 items of the therapeutic sessions were perceived differently between the 2 groups (p<0.05), and the 2 other items have a strong statistical tendency to significance. Thus, patients in the "consensual withdrawal" group had a more positive perception of the sessions than patients in the "non-consensual withdrawal" group.

In contrast, among mental health caregivers, the sessions were perceived in the same way in both groups. These results can be seen in Figure 5.

DISCUSSION

Our study confirms how difficult it is for patients diagnosed with PNES to engage in psychiatric care as reflected by the poor adherence to health care programs initiated after diagnosis: between 6 and 24 months after diagnosis the number of patients engaged in ongoing follow-up decreased progressively from two-thirds to one-quarter, while the number of not totally adherent patients increased from one-third to two-thirds.

These results are consistent with those of the literature. Tolchin et al. [START_REF] Tolchin | Long-term adherence with psychiatric treatment among patients with psychogenic nonepileptic seizures[END_REF] also reported that adherence with psychiatric treatment is initially reasonably good but worsens rapidly. In this study, the subjects were recruited and followed for up to 17 months. Eighty percent of the subjects attended the first outpatient visit, 42% attended the second, 24% attended the third, and only 14% remained adherent for the fourth visit. Mckenzie et al. [START_REF] Mckenzie | Early outcomes and predictors in 260 patients with psychogenic nonepileptic attacks[END_REF] conducted a cohort study relating treatment outcome to attendance at two follow-up visits post-PNES diagnosis: 71.9% of the patients attended at least one follow-up visit (6 months), while 40.4% of them attended two visits (6 and 12 months). Baslet et al. [START_REF] Baslet | Initial treatment retention in psychogenic non-epileptic seizures[END_REF] found an initial adherence rate of 54% for psychotherapeutic treatment conducted in the same institution.

According to our data, the top two qualitative reasons given by patients for discontinuing follow-up were lack of interest or need for follow-up, and spontaneous subjective clinical improvement after diagnosis. The lack of interest in mental health follow-up may partly reflect the patients' poor acceptance of their PNES diagnosis. Patients often reject the psychological nature of PNES and view the condition primarily as a physical issue [START_REF] Stone | Illness beliefs and locus of control[END_REF]. More generally, several studies have demonstrated that patients with functional neurological symptoms are often hostile to the idea of psychological treatment for their symptoms, which they typically attribute to an undiscovered physical cause [START_REF] Stone | Functional symptoms in neurology: Management[END_REF]. Nevertheless, it is well recognized that psychoeducation is crucial in the context of PNES to help the patient understand that neurological dysregulation is treatable through psychological work on emotion management.

More than a third of the patients (36.6%) in the "not following initial recommendation " group cite "feeling better" as the second reason for non-adherence and as many as 42.9% as the first reason in the "non-consensual withdrawal". It is thus important to note that a significant proportion of these patients report to feel well. This could be due to the well-known therapeutic effectiveness of a standardized diagnostic explanation. Indeed, several retrospective studies suggest that about one third of patients report improvement of their PNES when asked 3-6 months after diagnosis with no further intervention [17;18]. Most patients who became PNES-free stopped having seizures immediately after the explanation of the condition [15; 19]. Although we did not collect this data in the present ancillary study, it would be interesting to use it in a future analysis of the cohort. It would also be interesting to compare this feeling of clinical improvement with objective data such as the frequency of seizures or the severity of the psychopathological profile. Patients reporting that they feel better may just mean they were out of crisis, but could still be having comorbidities or other events which were not tallied in this study. It is also possible that patients with a good caregiverpatient relationship reported feeling better even if they were no't. And those who did no't have a fine therapeutic relationship reported they were worse.

We initially had the subjective impression that the care pathway was a true barrier to initiating follow-up (long waiting lists, refusal of mental health caregivers to manage patients with PNES…). However, these difficulties were not reflected in our results possibly because the study was not specifically designed to explore this point. It can also be assumed that having specifically informed the mental health caregivers about the patient's participation in a study is a bias that prompted effective management. And yet, it remains difficult today to refer PNES patients to psychologists or psychiatrists in France for several reasons including long waiting-lists and financial constraints: patients are not reimbursed for psychotherapy with a psychologist in private practice, and only partly reimbursed for most private practice psychiatrists; and healthcare public structures are increasingly overloaded and understaffed. These classic obstacles are also found at an international level, with even greater difficulties in the poorer countries [START_REF] Hingray | Access to diagnostic and therapeutic facilities for psychogenic nonepileptic seizures: An international survey by the ILAE PNES Task Force[END_REF]. A recent cohort study [START_REF] Stone | Predicting first attendance at psychiatry appointments in patients with dissociative seizures[END_REF] showed that a first attendance at a psychiatry appointment after a diagnosis of PNES delivered by was not associated with any predictors, including patient confidence in the diagnosis.

Unfortunately, only 9.2% (at the most) of the withdrawals were consensual, i.e., the patient decided to discontinue the program in agreement with his/her caregiver. The originality of this study was to provide some insights about a possible reason for the high rate of non-consensual withdrawals by comparing the dual perspective from both patients and caregivers about the therapeutic relationship. Patients in the "non-consensual withdrawal" group generally rated their relationship less satisfactory than in the other groups: they appeared less confident and unsatisfied with the content of the sessions. This was made clear during the data collection, through multiple changes of therapists and with patients "testing" one or two sessions before stopping. In this subgroup, the discordance with the caregivers is obvious; the caregivers themselves had a much more positive view of the content of their sessions.

One approach to improve this discordant point of view would be to focus on communication between patients and caregivers (a topic which was not directly investigated in our study). It is well known that communication is a challenging issue with PNES patients. Tolchin et al [START_REF] Tolchin | Motivational Interviewing Techniques to Improve Psychotherapy Adherence and Outcomes for Patients With Psychogenic Nonepileptic Seizures[END_REF] suggested that motivational interwiewinterview (MI) as a complement to psychotherapy can improve the interviewer's commitment to collaborating with the patient and thus the patient' engagement in care.

Regardless of the level of adherence to care, overall professionals expressed a more negative vision of care than their patients.

They reported being less comfortable, perceived less care continuity, tended to underestimate the value of the sessions' content and effectiveness compared to their patients. One possible explanation of the discomfort the caregivers feel could be because of their lack of knowledge of PNES. Almost half of French psychiatrists have never dealt with PNES patients, and 75% have never been trained on this disorder [START_REF] Aatti | A crosssectional survey on French psychiatrists' knowledge and perceptions of psychogenic nonepileptic seizures[END_REF].

Caregivers also have a negative perception of PNES patients (and more generally patients with functional disorder), as well as the prognosis of the disease [START_REF] Kanner | Psychiatric and neurologic predictors of psychogenic pseudoseizure outcome[END_REF]. This is unfortunately well described in the literature as the reactance theory: some caregivers see a patient in a distrustful way, leaving the patient feeling defensive or confused about the cause of the symptoms for which he was sincerely seeking help [24 ;25] .

In addition, PNES treatment requires effective collaboration between neurologists and psychiatrists, which appears to be difficult to achieve in routine practice. PNES patients are known to be at the crossroads of neurology and psychiatry, leading to a chaotic patient pathway and therapeutic nomadism [START_REF] Robson | Blaming, shaming, humiliation": stigmatising medical interactions among people with non-epileptic seizures[END_REF]. The majority of authors agree on the value of setting up a multidisciplinary consultation center comprising both neurologists and psychiatrists [START_REF] Haynes | Interventions for helping patients to follow prescriptions for medications[END_REF]. A recent paper [START_REF] Fogarty | Reactance theory and patient compliance[END_REF] described several reasons: poor psychiatry training of neurologists and poor neurology training of psychiatrists, lack of interest in neurologic literature by psychiatrists and vice versa, lack of communication between neurologists and psychiatrists, not enough time in the neurology consultations to explore psychiatric comorbidities. To address this, the authors propose a series of measures to strengthen inter-specialty knowledge. The development of a real "Epi-Psy" sub-discipline would be very interesting [START_REF] Hingray | Stop playing ping-pong! Epi-Psy, an effective discipline to promote" Comment on "Psychiatric comorbidities go unrecognized in patients with epilepsy: 'You see what you know[END_REF].

Our The study's main limitation is that we used a qualitative questionnaire that we developed to explore the caregiver-patient relationship. Even though it is not a validated questionnaire, it is based on recommendations on best practices. An assessment questionnaire is a straightforward, low-cost way of measuring the quality of the caregiving relationship, and is therefore widely used in research [START_REF] Benoit | Comment évaluer la qualité de l'observance ?[END_REF]. During data collection, we realized that the item "not interested/ i I did not see the need for follow-up" could include several different reasons, including anger or disagreement with the diagnosis, which has been shown to be relevant to prognosis.

A possible bias in our study is patient recruitment. It can be assumed that, as in other trials, patients who agree to participate are different from those who do not, for examplenamely in terms of belief in their diagnosis, trust in the medical establishment, empowerment or feeling of self-efficiency.

We can assume that the 3 patients who left the study before M6 would have increased the statistics of the "not following initial recommendations" patient group. However, they represent only 2.7% of the initial population.

In the consensual withdrawal, it was not possible to distinguish the precise given reasons given. It is possible, for example, that the therapist " gives up " the treatment because he or she believes that the treatment is not efficient enough .

Data on caregiver knowledge about PNES included in the study is lacking. We know that the level of knowledge of French psychiatrists is fairly average [START_REF] Aatti | A crosssectional survey on French psychiatrists' knowledge and perceptions of psychogenic nonepileptic seizures[END_REF]. However, the sending of the brochures allowed a common minimum base of knowledge on PNES. We cannot exclude a recruitment bias: caregivers who accept to take care of PNES patients in a research project could be more comfortable with the pathology.

Another limitation is that we were not able to report on the average number of consultations made by patients due to high variability among patients, differences between health care services and various follow-up lengths within the subgroups. Data collection was certainly limited by recall difficulties and desirability response bias of patients and mental health caregivers.

CONCLUSION

Our results highlight the difficulties for adherence to mental health care follow-up after diagnosis of PNES and points up that non-adherence remains a serious problem that tends to increase over time in this population. The lack of interest in follow-up highlighted by the patients, demonstrates the need for better psycho-educative actions to increase a sense of empowerment.

And since adherence is a phenomenon that involves the caregiver as much as the patient, it might be difficult for caregivers to keep patients engaged in care. In fact, the relatively negative view of mental health caregivers on follow-up should also be a target of future training to improve their knowledge and feeling of effectiveness. Finally, interdisciplinarity must be promoted by creating links between the various caregivers.

Nevertheless, a major positive point to retain is the finding that a third of the patients remained in therapy for 24 months following diagnosis, and that they felt satisfied overall and comfortable in the therapeutic relationship.

Future studies are still needed to draw parallels between adherence profiles and factors such as the severity of the disorder and the psychopathological profile.
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 123 Figure 1. Distribution of the different follow-up groups. LS: Left study; LTFU: Lost to follow-up. MO: Inclusion and standardized diagnosis announcement

Figure 4 .

 4 Figure 4. Comparison of qualitative scores between patients and mental health caregivers in the three groups of patients: non-consensual withdrawal, consensual withdrawal, ongoing follow-up.

  DISCONTINUATION QUALITY of CAREGIVER-PATIENT RELATIONSHIP Overall view of therapy (score on 10) -Standardized explanation of PNES diagnosis -Referral to psychiatric care • 5-items questionnaire • Item « overall view of therapy » : -0 : unsatisfactory at all -10 : highly satisfactory

; MHC: Mental health caregivers Score from 0 to 10 (10 >0) P: comparisons between patient and Mental Health Caregivers Figure

  5: Comparison of qualitative scores between patients and mental health caregivers in the two groups of patients: "non-consensual withdrawal" and "consensual withdrawal".

	Non-consensual withdrawal (n=26) P MHC(n =24) 4.9 ± 2.7 4.9 ± 2.4 0.911 p 5.6 ± 2.6 5.0 ± 2.1 0.058 5.2 ± 3.3 5.4 ± 3.4 0.498 4.7 ± 2.6 5.4 ± 2.3 0.035 5.2 ± 3.3 4.8 ± 2.7 0.261 Consensual Feeling of being comfortable, Overall score, M±SD M±SD Continuity of care, M±SD Content of sessions, M±SD Effectiveness of sessions, M±SD withdrawal (n=9) nonconsensual withdrawal (n=26) Overall score 9.0 ± 3.6 5.2 ± 3.3 Feeling of being comfortable 8.5 ± 3.6 4.9 ± 2.7 Continuity of care 7.0 ± 1.4 5.6 ± 2.6 Content of sessions 7.4 ± 2.8 5.2 ± 3.3 Effectiveness of sessions 7.7 ± 1.6 4.7 ± 2.6 P: Patients; MHC: Mental health caregivers Score from 0 to 10 (10 >0) P: PatientsPATIENTS p: comparisons between patient and Mental Health Caregivers Consensual withdrawal P (n=9) MHC(n =8) p 8.5 ± 3.6 5.4 ± 3.6 0001 7.0 ± 1.4 5.6 ± 3.1 0.001 7.4 ± 2.8 4.7 ± 3.9 0.001 7.7 ± 1.6 5.7 ± 2.8 0.001 9.0 ± 3.6 6.6 ± 3.5 0.001 MENTAL HEALTH CAREGIVERS Ongoing follow-up P (n=25) MHC(n =24) p 6.9 ±1.9 6.0 ±3.0 0.001 7.2 ±1.9 6.1 ±2.8 0.001 7.3 ±2.5 6.6 ±3.7 0.001 6.9 ±2.0 6.0 ±2.9 0.001 6.0 ±2.6 5.8 ±2.9 0.455 P consensual withdrawal (n=8) nonconsensual withdrawal (n=24) P 0.004 6.6 ± 3.5 4.8 ± 2.7 0.470 0.059 5.4 ± 3.6 4.9 ± 2.4 0.810 0.055 5.6 ± 3.1 5.0 ± 2.1 0.265 0.004 4.7 ± 3.9 5.4 ± 3.4 0.259 0.001 5.7 ± 2.8 5.4 ± 2.3 0.837
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