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Purpose: Epilepsy is a neurological disease that causes recurrent seizures and can have a significant
impact on a person’s quality of life (QOL). A self-management intervention (SMI) can allow adults with
epilepsy to modify behaviors in order to manage their seizures and evaluate the impact of medication
and treatments on their daily lives. The purpose of this study was to investigate the effects of a SMI
for adults with epilepsy.
Methods: This was a longitudinal randomized controlled trial. Adults with epilepsy between the age of 20
and 65 years were recruited from a medical center in northern Taiwan. Participants were assigned to an
intervention group (IG) or control group (CG) through simple randomization. Data regarding demographic
and clinical characteristics were collected at baseline (T0). In addition, participants answered nine vali-
dated self-report questionnaires, which were used as outcome measures. Following collection of baseline
data, the CG received routine monthly counseling over the next 3 months. The IG received the routine
monthly counseling, as well as individual face-to-face health counseling on self-management 1 h/month
and remote counseling via the phone or computer network at least twice per month. After the first month
(T1) and at the end of the third (T2) and sixth months (T3) participants answered the nine questionnaires
again. Differences in outcomes between the IGs and CGs were analyzed by comparing scores for the nine
outcome variables at T0 with scores at T1, T2, and T3 with generalized estimating equations.
Results: A total of 210 adults agreed to participate in the study; however, only 155 participants completed
the questionnaires for all three time points: 75 in the CG and 80 in the IG. The mean age of the 155 par-
ticipants was 39.6 years (SD = 10.9). There was no significant difference between demographic or clinical
variables between the two groups. The only difference in baseline scores (T0) among the nine self-report
questionnaires was in epilepsy knowledge, measured with the Epilepsy Knowledge Profile questionnaire,
which were significantly higher for the CG (mean = 32.28, SD = 3.92) than the IG (mean = 23.01, SD = 2.79)
(p < 0.001). Generalized estimating equations (GEE) analysis showed scores decreased significantly at T3
from baseline for the CG for epilepsy knowledge and QOL (p < 0.001). Improvements in scores for sleep
quality, anxiety, depression, self-efficacy, coping, and social support did not differ between groups.
Classification of the IG by gender showed a significantly greater increase for males compared with

females from baseline to T3 for epilepsy knowledge (p < 0.001). If we further classified the IGs by seizure
frequency, participants with a seizure frequency of�1 per year had a more significant increase in epilepsy
knowledge and increase in QOL compared with participants with a seizure frequency of <1 per year at T3
compared with T0.
Conclusion: The lack of improvement in health-related quality of life (HRQoL) following the SMI may indi-
cate that additional time is required to change behaviors that impact this variable for patients with epi-
lepsy. Additional research should focus on variables associated with medication compliance, epilepsy
knowledge, medicine symptom distress, self-efficacy, anxiety, and HRQoL.

� 2021 Elsevier Inc. All rights reserved.
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1. Introduction

Epilepsy is a neurological disease that causes recurrent seizures
[1,2]. Educating adults with epilepsy about self-management of the
disease helps modify behaviors in order to manage seizures, treat-
ments, and evaluate the impact of epilepsy on their daily lives [1].
Self-management interventions (SMI) have been shown to be an
effective method of helping people with epilepsy improve their
health status, gain control of seizures [2–4] in a cost-effective man-
ner [5] that also increases health-related quality of life (HRQoL)
[4,6,7].

The six indicators for evaluating outcomes of self-management
consist of self-efficacy, health behaviors/attitudes, health status,
health service utilization, psychological indicators and quality of
life (QOL) [8]. Self-management for patients with epilepsy can be
approached from three levels: treatment management, seizure
management, and life management [1,9], which should include
medication-related issues, safety-related issues, and general life-
style issues [9]. Psychotherapy, such as cognitive-based or
mindfulness-based therapies, can also be incorporated into self-
management programs to help patients manage the impact of epi-
lepsy on their lives [10]. Goal-setting is also important in a self-
management program which can provide positive feedback for
patients with epilepsy and can increase feelings of empowerment
and self-efficacy [1,9].

Interventions for patients with epilepsy to provide information
about the disease have been demonstrated to improve QOL and
reduce seizure frequency [6,11,12]. Other studies on SMIs that
included epilepsy knowledge and medication management
demonstrated improvements in several areas: sleep quality and
social support [13,14], medication compliance [13,15], self-
efficacy [14–16], self-management ability [15–17], medication
management outcome expectance [18], and QOL [6,14,16]. Several
studies have also demonstrated self-management can help to
reduce anxiety and/or depression [19–21], medication symptom
distress [19,20,22], and seizure frequency [6,14,23] and physical
limitations [22,24].

Structured nurse-lead SMI programs for patients with epilepsy
that include counseling and provide information about epilepsy
and concomitant problems can improve QOL for patients [12,24]
and increase patient satisfaction [12]. It has also been suggested
that SMI programs that include both verbal instruction and written
educational materials can lead to better health outcomes for
patients with epilepsy [9]. In addition, incorporating technology-
focused information can enhance patient reminders about self-
management skills, which are well-received by patients and bene-
ficial for establishing adherence to behaviors [10].

A systematic review of the literature found that heterogeneity
of SMI programs for patients with epilepsy made it difficult to
compare the effects of different interventions on outcomes [6].
However, what has been shown to be critical for successful SMI
programs is a multidimensional educational component [6,10].
Therefore, the purpose of this study was to investigate the effects
of a SMI program for adults with epilepsy that included informa-
tion about epilepsy treatment, seizures, living with epilepsy, and
emotional responses to epilepsy.
2. Methods

2.1. Study design and participants

This was a longitudinal randomized controlled trial. Adult
patients with epilepsy were recruited from a medical center in
northern Taiwan from August 2012 to December 2015 and
assigned to either the intervention group (IG) or control group
2

(CG) through simple randomization. The inclusion criteria for par-
ticipants were a diagnosis of epilepsy by a neurologist, age 20–
65 years, and able to communicate in Mandarin or Taiwanese.
Patients were excluded if they were not taking any antiepileptic
medications, or had been diagnosed with cognitive impairment,
psychological dysfunction, or a psychiatric disorder.

2.2. Usual care

Participants in the CG received routine monthly counseling
about epilepsy in the epilepsy outpatient department of the study
hospital for 3 months. This counseling is provided to all patients
with epilepsy by a clinical nurse. The routine counseling includes
individual discussion with the patient about their seizure fre-
quency over the last month, how to identify and monitor seizure
auras, recording and tracking frequency of seizures, adherence to
antiepileptic drugs (AEDs) and how to improve adherence, and
identification of adverse events of AEDs and any occurrence over
the previous month. The length of each monthly counseling session
is 30 min.

2.3. The self-management intervention (SMI)

The SMI was developed based on the literature regarding inter-
ventions for adults with epilepsy, which employed semi-structured
sessions on self-management [18,25,26] and additional telephone-
based support [2,18,24]. In addition, we obtained input from physi-
cians, nurses, and psychologists who were specialists in epilepsy
and treating patients with epilepsy. The content of the sessions,
including statements and questions, and a handout on epilepsy
was reviewed by a panel of experts in epilepsy: a clinical specialist,
a physician, a nurse, an academic researcher, and a counseling psy-
chologist. Panel members scored the items on a 4-point Likert scale
from 0 (not relevant) to 3 (highly relevant) and the content validity
index (CVI) confirmed the validity of the SMI (CVI = 1.0). No revi-
sions were made to the content of the program.

The SMI program was provided by the same researcher for all
participants in the IG on an individual basis 1-hour per month
for a period of three months. The IG also received the monthly rou-
tine counseling about epilepsy described above. The intervention
program focused on four areas of self-management: epilepsy treat-
ment, seizures, daily life, and emotions. The program was provided
as an education and counseling program by a nurse researcher. The
first month included evaluation of epilepsy treatment manage-
ment (understanding of epilepsy symptoms, epilepsy treatment,
and drug management) and counseling from nurse educators
about any concerns the patients had about managing symptoms.
The session in the second month included assessment of seizure
management (the cause of seizures, seizure frequency, seizure
aura, seizure treatment, and seizure frequency recording and
tracking), and managing daily life events. Counseling included dis-
cussions about how to take precautions and follow medical guide-
lines, and the impact epilepsy was having on the patient’s daily
living, work, and interpersonal interactions. The third month
involved emotional management assessment and education
regarding psychological distress, negative experience processing,
and stress coping methods. In addition to the monthly sessions,
each participant received remote support and counseling twice a
month, either by telephone or online via the Internet.

2.4. Ethical considerations

The study was reviewed and approved by the Institutional
Review Board (No. 101-2194A3) of Chang Gung Medical Founda-
tion. A research assistant explained the study purposes and proce-
dures in detail. Patients were assured they were free to withdraw
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from the study at any time, and for any reason, without any com-
promise in treatment. Written informed consent was obtained
prior to filling out the questionnaires.

2.5. Data collection

Data were collected using a self-administered multi-part struc-
tured questionnaire. All participants completed the questionnaires
at four time points: baseline (T0, prior to randomization), and at
1 month, 3 months, and 6 months after enrollment in the IG or
CG. (T1, T2, and T3, respectively). The first part of the questionnaire
collected data regarding demographic and clinical characteristics
of the participants, which was only collected at baseline. Pre-
and post-test measures were collected with nine self-report ques-
tionnaires, described below.

2.5.1. The Pittsburgh Sleep Quality Index (PSQI)
Sleep quality was assessed with the 9-item PSQI developed by

Buysse et al. [27], which assesses sleep quality over 30 days. Items
are scored on a 4-point Likert scale, ranging from 0 (never a prob-
lem) to 3 (always a problem). Total global summary scores range
from 0 to 21; a score >5 indicates poor sleep quality. We used a
Chinese version of the scale, which was translated and validated
by Tseng [28]. The scale has been shown to be a valid measure of
sleep quality of older adults in Taiwan, with a Cronbach’s alpha
for internal consistency reliability of 0.8, with an intraclass corre-
lation coefficient (ICC) for 4-week test–retest reliability of 0.9,
and a relative CVI of 0.96. In this study,Cronbach’s alpha was 0.82.

2.5.2. The Liverpool Adverse Events Profile (LAEP)
The LAEP measures adverse effects of AEDs and contains 22

items related to symptoms of depression or anxiety experienced
over the last 4 weeks [29]. Items are scored on a 4-point Likert
scale, ranging from 1 (never a problem) to 4 (always a problem).
Total scores ranging from 22 to 88 is calculated; higher scores
are indicating a greater burden from the effects of AEDs. This study
used a Chinese version of the LAEP, which was demonstrated to be
a valid instrument for individuals with epilepsy in Taiwan with
Cronbach’s alpha of 0.92, ICC for 4-week test–retest reliability of
0.83, and a relative CVI of 1.0 [30]. The scale has been shown to
be a valid instrument. In this study Cronbach’s alpha was 0.93.

2.5.3. The Hospital Anxiety and Depression Scale (HADS)
The HADS self-report instrument developed by Zigmond and

Snaith [31] measures anxiety and depression in an outpatient set-
ting. The HADS is comprised of 14 items, which are divided into
two 7-item subscales: HADS-A for anxiety and HADS-D for depres-
sion. Participants rate each item on a 4-point Likert scale ranging
from 0 (never a problem) to 3 (always a problem); five items are
reverse coded. The total subscale scores range from 0 to 21. Higher
scores indicate greater levels of anxiety and depression. The total
HADS score is used as a global measure of psychological distress.
This study used the Chinese version of the HADS [32]. The scale
has been shown to be a valid instrument with Cronbach’s alpha
of 0.8, ICC for 4-week test–retest reliability of 0.77, and CVI of
0.93. In this study,Cronbach’s alpha was 0.84.

2.5.4. The Compliant Behavior Scale (CBS)
The 10-item CBS is a self-report questionnaire developed by Hu

et al. [33] to measure medication compliance for patients with
hypertension in Taiwan. Items are scored on a 5-point Likert scale,
ranging from 1 (often happens) to 5 (never happens). Total scores
range from 10 to 50; higher scores indicate a higher level of med-
ication compliance. The scale has been shown to be a valid instru-
ment with Cronbach’s alpha of 0.73, ICC for 4-week test–retest
3

reliability of 0.97, and CVI of 0.86. In this study,Cronbach’s alpha
was 0.98.

2.5.5. The Epilepsy Knowledge Profile (EKP)
The 34-item EKP is a self-report instrument developed by Jarvie

et al. to assess a patient’s knowledge of the medical aspects of epi-
lepsy [34,35]. Participants answer each itemwith a yes (1) or no (0)
response. Higher scores indicate a higher level of knowledge of epi-
lepsy. We used a Chinese translation of the EKP scale, which has
been shown to be a valid instrument with Cronbach’s alpha of
0.63, ICC for 4-week test–retest reliability of 0.78, and a CVI of
0.84 [36]. In this study,Cronbach’s alpha was 0.92.

2.5.6. The Epilepsy Self-Efficacy Scale (ESES)
The 33-item ESES is a self-report instrument that assesses var-

ious aspects of daily self-management of epilepsy [37]. Each item is
rated on an 11-point Likert scale from 0 (I cannot do it at all) to 10
(Sure I can do it). Total scores range from 0 to 330; higher scores
indicate higher levels of self-efficacy for managing epilepsy. This
study used a validated Chinese translation of the scale, which has
Cronbach’s alpha of 0.92, an ICC for 4-week test–retest reliability
0.8, and a CVI of 0.97 [36]. In this study,Cronbach’s alpha was 0.90.

2.5.7. Jalowiec Coping Scale (JCS)
The 40-item JCS measures frequency and effectiveness of differ-

ent coping behaviors consisting of affective-oriented coping (25
items) and problem-oriented coping (15 items) [38,39]. Partici-
pants respond to each item on a 4-point Likert scale from 0 (never
used) to 3 (often used). Total scores range from 1 to 120; higher
scores indicate better coping skills. Cronbach’s alpha for the total
scale is 0.86. In this study, we used a validated Chinese translation
of the scale, which has Cronbach’s alpha of 0.89, and an ICC for 4-
week test–retest reliability of 0.77, and a relative CVI of 1.0.

2.5.8. Inventory of Socially Supportive Behaviors (ISSB)
The 15-item ISSB scale is a self-report measure of perceived

social support during the preceding month [40,41]. Items include
support in the form of goods and services (tangible) and support
in the forms of guidance and encouragement (intangible), which
are rated on a 5-point Likert scale from 0 (not at all) to 4 (about
every day). Total scores range from 0 to 60; higher scores indicate
greater perceived social support. We used a Chinese translation of
the scale for this study, which has been demonstrated to be valid
for adults in Taiwan, with Cronbach’s alpha of 0.93, an ICC for 4-
week test–retest reliability of 0.75, and a relative CVI was 1.0
[36]. In this study Cronbach’s alpha was 0.95.

2.5.9. Quality of Life in Epilepsy—31 (QOLIE-31)
The 31-item QOLIE-31 instrument was developed as a measure

of HRQoL for adults with epilepsy [42]. The QOLIE-31 self-report is
comprised of questions about a patient’s health and daily activities.
The summary score of this scale ranges from 0 to 100. A higher
total score indicates a better QOL for adults with epilepsy. We used
the Taiwanese version of the QOLIE-31, which has been demon-
strated to be a valid scale for persons with epilepsy in Taiwan,
which Cronbach’s alpha of 0.93, an ICC for 4-week test–retest reli-
ability of 0.86, and a relative CVI of 1.0 [36]. In this study,Cron-
bach’s alpha was 0.93.

2.6. Statistical analysis

All questionnaires were encoded to comply with confidentiality.
Statistical analysis was performed using the software package SPSS
21.0 for Windows. Univariate analyses of baseline demographic
and clinical data for all participants and the CGs and IGs were con-
ducted using chi-square tests and independent t-tests for
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frequency (n, %), mean, and standard deviation (SD). Analysis of
baseline scores on the multi-part self-management questionnaire
were conducted using one-way ANOVA and Pearson’s correlation.
We then performed bivariate analyses with generalized estimating
equations (GEE) to examine changes in scores from baseline at T1,
T2, and T3. All statistical tests were two-tailed, and the significance
level was set to a standard of a < 0.05.
3. Results

3.1. Participants and characteristics

A total of 216 patients agreed to participate. However, only 210
participants returned for baseline evaluations. These participants
were then randomized to the IG (n = 105) or CG (n = 105). An addi-
tional 30 participants in the IG and 25 in the CG were not included
in the final analysis due to withdrawal from the study (IG, n = 14;
CG, n = 7), a missed outpatient follow-up (IG, n = 2; CG, n = 3), or
not all intervention or phone support sessions were completed
(IG, n = 14; CG, n = 15). Data from 155 valid questionnaires were
analyzed: 75 participants from the IG and 80 participants in the
CG. The flowchart for the participants is shown in Fig. 1.
Fig. 1. Flow chart of parti

4

The mean age of the 155 participants was 39.6 years
(SD = 10.9); 56% were male; and most (78%) had at least a college
or university education. Seizure frequency ranged from one per
month (14.8%) to �1 per year (59.4%); 58% had a combined seizure
type. There was no significant difference between groups for
demographic or clinical variables (Table 1).

Baseline scores for the nine self-report questionnaires used as
outcome variables are shown in Table 2. Only the score for epilepsy
knowledge (EKP scale) differed between groups. The score for all
participants was 27.64 (SD = 6.60). The CG had a significantly
higher baseline score than the IG (32.28, SD = 3.92 vs. 23.01, SD
= 2.79, respectively (p < 0.001). The test for homogeneity showed
no significant differences for any other variables.
3.2. Effects of the SMI

GEE analysis demonstrated significant differences in outcome
variables between participants who received the SMI and the CG.
In the IG, the 6-month SMI significantly increased medication com-
pliance (p < 0.001) and epilepsy knowledge (p < 0.001). In the CG,
adverse events increased (p < 0.001), whereas knowledge of epi-
lepsy and QOL decreased (p < 0.001 and p = 0.04, respectively).
cipants in the study.



Table 1
Demographic and clinical characteristics of all participants (N = 155) and comparison between the Control group and Intervention group.

Variable Group t/v2 p

All Participants Control Intervention
(N = 155) (n = 80) (n = 75)

Demographic characteristic
Age (years), mean (SD) 39.55 (10.9) 40.72 (10.46) 39.11 (10.37) 0.72 0.37
20–40 years, n (%) 87 (56.1) 43 (53.7) 43 (57.3) 0.01 0.91
41–65 years, n (%) 68 (43.9) 37 (46.3) 32 (42.7

Gender, n (%)
Male 87 (56.1) 46 (57.5) 41 (54.7) 0.08 0.78
Female 68 (43.9) 34 (42.5) 34 (45.3)

Level of education, n (%)
Junior high school 15 (9.7) 10 (12.5) 5 (6.7) 16.55 0.60
Senior high school 19(12.3) 8 (10.0) 11 (14.7)
College 60 (39.3) 29 (36.3) 31 (42.6)
University or higher 61 (38.7) 33 (41.2) 27 (36.0)

Employment, n (%)
Employed 112 (72.3) 55 (68.8) 57 (76.0) �1.0 0.32
Unemployed 43 (27.7) 25 (31.2) 1 8 (24.0)

Clinical characteristic
Onset of seizures (age), mean (SD) 17.65 (9.62) 18.13 (10.6) 17.15 (8.5) 0.32 0.53
Duration of seizures, mean (SD) 22.05 (11.50) 22.25 (10.7) 21.82 (12.4) 0.20 0.82
Seizure frequency, n (%)
Once a month 23 (14.8) 12 (15.0%) 11 (14.7) 19.58 0.77
Once every 3 months 13 (8.4) 6 (7.4) 7 (9.3)
Once every 6 months 13 (8.4) 7 (8.8) 6 (8.0)
Once a 1 year 14 (9.0) 7 (8.8) 7 (9.3)
Over >once a year 92 (59.4) 48 (60.0) 44 (58.7)

Number of AEDs per day, n (%)
1 68 (43.9) 31 (38.8) 37 (49.3) 3.92 0.92
2 47 (30.3) 20 (25.0) 27 (36.0)
�3 40 (25.8) 29 (36.2) 11 (14.7)

Seizure type
Partial 32 (20.7) 20 (25.0) 12 (16.0) 2.61 0.63
Generalized 33 (21.3) 15 (18.8) 18 (24.0)
Combined 90 (58.0) 45 (56.2) 45 (60.0)

Abbreviation: SD = standard deviation; AED = antiepileptic drugs.

Table 2
Baseline scale scores (T0) on self-report questionnaires for all participants and comparison between the Control and Intervention group.

Questionnaire All participants
(N = 155)

Control group
(n = 80)

Intervention group
(n = 75)

t/r p

Mean ± SD n (%) M ± SD n (%) Mean ± SD n (%)

The Pittsburgh Sleep Quality Index 8.79 ± 2.69 8.95 ± 2.50 8.75 ± 2.89 0.15 0.86
Good (�5) 21 (13.5) 9 (11.3) 12 (16.0) 1.71 0.19
Poor (>5) 134 (86.5) 71 (88.8) 63 (84.0)

The Liverpool Adverse Events Profile 38.72 ± 13.10 38.95 ± 13.89 38.47 ± 12.3 0.23 0.82
HADS-Anxiety 6.27 ± 4.15 6.83 ± 4.53 5.71 ± 3.67 0.06 0.19
57 84 (54.2) 39(48.7) 45 (60.0) 4.93 0.30
8–10 48 (31.0) 26(32.5) 22 (29.3)
�11 23 (14.8) 15(18.8) 8 (10.7)

HADS-Depression 5.34 ± 3.80 5.49 ± 3.99 5.19 ± 3.61 0.68 0.73
57 103 (66.5) 53(66.3) 50 (66.6) 1.02 0.91
8–10 35 (22.5) 18(22.5) 17 (22.7)
�11 17 (11.0) 9(11.3) 8 (10.7)

Compliant Behavior Scale 36.21 ± 2.96 36.48 ± 2.96 35.95 ± 2.97 0.90 0.29
Epilepsy Knowledge Profile 27.64 ± 6.60 32.28 ± 3.92 23.01 ± 2.79 17.32 <0.001
Epilepsy Self-Efficacy Scale 277.47 ± 41.33 273.64 ± 41.29 281.29 ± 41.37 �1.00 0.32
Jalowiec Coping Scale 50.90 ± 14.76 51.41 ± 14.7 50.41 ± 14.85 0.66 0.69
Inventory Social Support Behavior 13.13 ± 2.50 13.08 ± 1.95 13.19 ± 2.99 �0.03 0.98
Quality of Life in Epilepsy-31 60.51 ± 16.54 59.54 ± 18.45 61.48 ± 14.24 �0.95 0.34

Abbreviations: SD = standard deviation; HADS = Hospital Anxiety and Depression Scale.
P-values in bold indicate significance <0.05.
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However, there was no significant difference between two IG and
CG in sleep quality, anxiety, depression, self-efficacy, coping or
social support (see Table 3).

3.3. Effects of the SMI by gender and seizure frequency

GEE analysis demonstrated significant differences in changes
from baseline to 6 months (T3) for outcome variables between
5

male and female participants who received the SMI (Table 4).
Although both males and females had significant changes in med-
ication compliance and epilepsy knowledge, the change in medica-
tion compliance was significantly greater for females compared
with males (p < 0.001), while the increase in epilepsy knowledge
was greater for males (p < 0.001). Only male participants in the
IG had a significant change from baseline for adverse events, anx-
iety, and epilepsy self-efficacy (all p < 0.05).



Table 3
GEE analysis of change in scores on self-report questionnaires at 1 month (T1), 3 months (T2) and 6 months (T3) compared with baseline (T0) for the Intervention group (n = 75)
and Control group (n = 80).

Questionnaire T0 T1 T2 T3 Group Time Group � time
Group M ± SEM M ± SEM M ± SEM M ± SEM P-value p/Wald v2 p/Wald v2 p/Wald v2

Sleep quality Control 8.95 ± 0.28 9.40 ± 0.26 9.16 ± 0.32 9.52 ± 0.30 0.05 0.29/1.10 0.50/1.40 0.47/4.55
Intervention 8.75 ± 0.33 8.73 ± 0.32 8.85 ± 0.33 8.75 ± 0.40 0.10

Adverse events Control 39.26 ± 1.6 43.71 ± 1.63 43.07 ± 1.68 45.75 ± 1.60 <0.001 0.23/1.42 0.001/14.71 <0.001/23.61
Intervention 38.47 ± 1.4 39.43 ± 1.32 41.40 ± 1.40 42.19 ± 1.30 0.07

Anxiety Control 6.83 ± 0.5 6.66 ± 0.47 6.31 ± 0.48 6.33 ± 0.50 0.29 0.06/3.67 0.38/1.94 0.27/6.35
Intervention 5.71 ± 0.4 5.32 ± 0.42 5.48 ± 0.45 6.11 ± 0.50 0.21

Depression Control 5.49 ± 0.4 5.54 ± 0.48 5.71 ± 0.38 5.33 ± 0.40 0.71 0.22/1.52 0.63/0.94 0.66/3.28
Intervention 5.19 ± 0.4 4.65 ± 0.46 5.17 ± 0.41 5.21 ± 0.50 0.95

Medication compliance Control 36.48 ± 0.3 36.20 ± 0.25 37.47 ± 0.40 37.09 ± 0.40 0.17 0.56/0.34 <0.001/23.94 < 0.001/28.17
Intervention 35.95 ± 0.3 36.70 ± 0.45 38.12 ± 0.43 38.27 ± 0.50 <0.001

Epilepsy knowledge Control 32.28 ± 0.6 33.79 ± 0.48 24.22 ± 0.34 24.44 ± 0.30 <0.001 <0.001/171.76 <0.001/181.17 <0.001/481.11
Intervention 23.01 ± 0.4 24.53 ± 0.46 24.79 ± 0.35 25.61 ± 0.40 <0.001

Epilepsy Self-efficacy Control 273.64 ± 4.6 274.83 ± 5.16 278.22 ± 5.59 272.12 ± 5.30 0.70 0.23/1.43 0.48/1.46 0.52/4.19
Intervention 281.29 ± 4.6 284.61 ± 4.93 283.27 ± 4.76 286.66 ± 4.60 0.13

Coping behaviors Control 51.41 ± 1.6 52.05 ± 1.75 52.14 ± 1.61 53.33 ± 1.50 0.10 0.86/0.03 0.36/2.02 0.83/2.16
Intervention 50.41 ± 1.7 51.59 ± 1.53 52.58 ± 1.27 53.19 ± 1.70 0.12

Social support Control 13.08 ± 0.3 13.06 ± 0.34 13.55 ± 0.32 13.54 ± 0.30 0.22 0.79/0.07 0.59/1.04 0.16/7.88
Intervention 13.19 ± 0.3 13.61 ± 0.33 13.21 ± 0.36 13.64 ± 0.30 0.20

Quality of life Control 59.54 ± 1.9 56.17 ± 1.82 58.36 ± 1.70 58.96 ± 2.26 0.04 0.36/0.86 <0.001/17.01 0.001/20.77
Intervention 61.30 ± 1.6 59.20 ± 1.65 59.71 ± 1.66 59.16 ± 1.70 0.06

Abbreviations: M ± SEM = Estimated marginal mean ± standard error of the mean; GEE = general estimating equation.
P-values in bold indicate significance <0.05.

Table 4
GEE analysis of change in scores from baseline (T0) at 6 months (T3) in the intervention group by gender.

Questionnaire Male (n = 41) Female (n = 34)

T0 T3 T0 T3 Group Time Group � time
M ± SEM M ± SEM P-value M ± SEM M ± SEM P-value p/Wald v2 p/Wald v2 p/Wald v2

Sleep quality 8.66 ± 0.4 8.74 ± 0.5 0.85 8.85 ± 0.33 8.47 ± 0.5 0.47 0.15/2.08 0.87/0.73 0.85/3.40
Adverse events 36.78 ± 1.6 40.66 ± 1.8 0.01 42.71 ± 2.3 43.89 ± 1.8 0.67 <0.001/35.97 0.03/8.74 <0.001/46.10
Anxiety 5.0 ± 0.5 5.92 ± 0.7 0.03 6.56 ± 0.6 6.16 ± 0.7 0.50 <0.01/7.83 0.85/0.80 0.02/16.86
Depression 5.51 ± 0.5 5.32 ± 0.6 0.63 4.79 ± 0.6 5.1 ± 0.7 0.65 0.58/0.30 0.90/0.60 0.96/2.05
Medication Compliance 35.54 ± 0.5 37.16 ± 0.7 0.04 36.44 ± 0.5 39.57 ± 0.7 <0.001 0.24/1.38 <0.001/28.87 <0.001/33.81
Epilepsy knowledge 22.61 ± 0.7 25.58 ± 0.6 <0.001 23.50 ± 0.4 25.70 ± 0.7 0.002 0.63/0.24 <0.001/49.9 <0.001/152.9
Epilepsy Self-efficacy 279.93 ± 6.3 289.08 ± 6.0 0.04 282.94 ± 7.2 279.93 ± 7.2 0.59 0.68/0.17 0.92/0.48 0.99/1.10
Coping behaviors 49.59 ± 2.5 54.00 ± 1.9 0.06 51.41 ± 1.7 50.90 ± 2.9 0.85 0.64/0.22 0.58/1.97 0.75/4.22
Social support 13.12 ± 0.4 13.26 ± 0.5 0.70 13.26 ± 0.6 13.87 ± 0.5 0.37 0.34/0.91 0.73/1.31 0.86/3.22
Quality of life 63.70 ± 1.9 62.04 ± 2.4 0.20 58.79 ± 2.3 56.59 ± 2.6 0.12 <0.001/29.93 <0.01/3.66 <0.001/33.88

Abbreviations: M ± SEM = Estimated marginal mean ± standard error of the mean; GEE = general estimating equation.
P-values in bold indicate significance <0.05.

Table 5
GEE analysis of change in scores from baseline (T0) at 6 months (T3) in the intervention group by seizure frequency.

Questionnaire <1/year (n = 31) �1/year (n = 44)

T0 T3 T0 T3 Group Time Group � time
M ± SEM M ± SEM P-value M ± SEM M ± SEM P-value p/Wald v2 p/Wald v2 p/Wald v2

Sleep quality 8.75 ± 0.6 9.23 ± 0.8 0.47 7.38 ± 0.8 8.38 ± 0.6 0.17 0.05/3.77 0.87/0.71 0.69/4.76
Adverse events 44.83 ± 2.6 45.82 ± 2.1 0.69 34.0 ± 3.6 40.13 ± 3.5 0.27 <0.001/39.19 0.03/8.84 <0.001/48.55
Anxiety 6.46 ± 0.7 7.23 ± 0.8 0.29 6.5 ± 1.3 6.63 ± 1.1 0.9 <0.001/18.86 0.77/1.14 <0.01/21.34
Depression 6.33 ± 0.7 6.77 ± 0.7 0.47 5.75 ± 0.6 5.75 ± 1.6 1.0 <0.001/29.78 0.74/1.26 <0.001/35.34
Compliant behavior 35.04 ± 0.8 37.14 ± 0.9 0.07 36.63 ± 0.4 37.88 ± 1.0 0.13 <0.001/17.88 <0.001/24.31 <0.001/49.77
Epilepsy knowledge 23.71 ± 0.5 25.36 ± 0.6 0.006 22.88 ± 0.9 25.50 ± 0.8 <0.001 0.18/1.81 <0.001/143.5 <0.001/157.4
Epilepsy Self-efficacy 268.71 ± 8.2 277.09 ± 7.7 0.27 287.0 ± 13.3 287.5 ± 14.8 0.97 <0.001/16.69 0.84/0.83 0.01/17.57
Coping behaviors 52.42 ± 3.1 52.77 ± 2.8 0.86 45.63 ± 7.2 52.13 ± 7.3 0.42 0.12/2.37 0.6/1.89 0.47/6.65
Social support 13.42 ± 0.5 14.0 ± 0.4 0.22 12.88 ± 0.9 12.5 ± 1.7 0.68 0.69/1.45 0.01/6.66 0.3/8.43
Quality of life 55.05 ± 2.2 52.06 ± 2.7 0.49 62.08 ± 3.7 60.47 ± 6.0 0.72 <0.001/56.72 0.42/2.83 <0.001/61.82

Abbreviations: M ± SEM = Estimated marginal mean ± standard error of the mean.
P-values in bold indicate significance <0.05.
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We also compared outcomes for participants in the IG by sei-
zure frequency of <1 and �1 seizure per year (Table 5). Participants
in both groups showed significant increases in epilepsy knowledge
6

at T3 compared with baseline (<1 per year, p < 0.01; �1 per year,
p < 0.001). The increase was significantly greater for participants
with �1 seizure per year compared with participants who
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experienced <1 seizure per year. Although changes in scores from
T0 to T3 differed between groups, there were no significant
increases for any other outcome variables.
4. Discussion

4.1. Characteristics of participants

We examined and baseline measures on self-report question-
naires for participants randomized to the SMI program compared
with those who received usual care. There were no differences in
demographic or clinical characteristics between the IGs and CGs
and, with the exception of epilepsy knowledge, baseline measures
of the nine outcome variables were not significantly different. The
mean age for participants of 39.55 years is similar to the mean age
of persons with epilepsy in other countries [5,21,43]. Although
there were more males than females in both groups, the difference
was not significant, which reflects the distribution in other studies
[4,23,44]. The mean total score for the QOLIE-31 scale for all partic-
ipants was 60.5 ± 16.5, which is similar to other reports for
patients with epilepsy in the Netherlands, Germany, and the UK
[5,12,23], although higher than reported for patients in Iran
(48.6 ± 15.04) [45] and the United States (52 ± 9.4) [2].

4.2. Effect of the SMI on medication compliance

Medication compliance scores increased significantly in IG com-
pared with the CG at 6 months. Our finding is similar to a study
showing a SMI for patients with poor epilepsy control and poor
medication compliance improved medication compliance [22].
Self-management programs are effective at helping patients with
poor seizure control learn how to manage epilepsy, which includes
increasing self-management of medication compliance [46]. We
also found female and male participants in the IG had significant
improvements at 6 months in medication compliance. The
improvement was significantly greater for females compared with
males (p < 0.001). Our findings are similar to previous studies
demonstrating medication compliance is lower for males than
females [47,48]. We suggest that SMI programs might need to be
modified for males, in order to target factors that might help facil-
itate medication compliance.

4.3. Effect of the SMI on epilepsy knowledge and seizure frequency

Epilepsy knowledge scores significantly decreased for the CG
and increased for the IG at 6 months compared with baseline
scores. We can only speculate about why knowledge decreased
in the CG and increased in the IG. One possible explanation is the
intervention was effective at providing participants with knowl-
edge that allowed them to make changes in their behaviors. A lit-
erature review by Kim suggested knowledge about an area can
help individuals take effective actions that can help them make
cognitive and behavioral changes [49]. In addition, the intervention
involved continuous reinforcement of skills, similar to what Bald-
win and Ford describe as transfer of training, which can help main-
tain skills learned during initial training [50]. In contrast, usual
care for participants in the CG was only routine monthly counsel-
ing, without continuous reinforcement of self-management behav-
iors. The significant increase in epilepsy knowledge at 6-months
for the IG suggests knowledge was sustained following completion
of the SMI. The participants in the IG may also have been more
motivated due to frequent encouragement received via telephone
support as a means of transfer of training [50].

We examined whether there were differences in outcomes for
the IG at 6 months based on seizure frequency. Participants with
7

a frequency of �1 per year and those with <1 per year showed sig-
nificant improvements compared with baseline scores for epilepsy
knowledge. Studies have demonstrated that a SMI can help
patients with poor epilepsy control to learn how to manage epi-
lepsy treatment by including activities and information that
improve knowledge of epilepsy and side effects of medications
[16,46], strengthen information regarding epilepsy treatments,
and self-management of daily living [16,17].

4.4. Effect of the SMI on self-efficacy

The SMI had no effect on scores for self-efficacy for either the
CG or IG at any time point. Our findings are in contrast to studies
showing significant improvements in self-efficacy for patients with
epilepsy following participation in a SMI [14–17]. However, when
we examined scores for males and females in the IG at 6 months,
compared with baseline, there was a modest, but significant
increase for males, and changes in scores from baseline were sig-
nificantly greater for males compared with females. The difference
is self-efficacy between genders is in agreement with one study
showing male patients with epilepsy had higher self-efficacy
scores for managing daily activities and social interactions than
females [51].

4.5. There was no effect of the SMI on HRQoL and other outcome
variables

Participation in the SMI program did not result in significant
improvements in HRQoL compared with participants in the CG,
as measured by the QOLIE-31, which is contrast to other studies
[11,16,52]. We also saw no significant improvement for HRQoL
when participants who received the SMI were grouped by gender
or seizure frequency, which is in contrast to studies showing
females have lower HRQoL than males [21,36,53] and those with
higher seizure frequency have poorer HRQoL [21,53]. One explana-
tion for a lack of significant improvement may be that seizure fre-
quency for most participants in our study (60%) was less than once
per year. Control of seizures was relatively stable, therefore making
it less likely of detecting a change in HRQoL for participants. A sec-
ond explanation could be the SMI may need a longer period of time
for behavior changes to have a significant impact on HRQoL. The
factors that affect QOL are diverse and complex. Therefore, not only
intervention measures can be improved but also multiple factors
need to be considered.

Finally, the SMI had no significant effect on changes from base-
line in scores for sleep quality, anxiety, depression, coping skills, or
social support compared with controls. Our findings are similar to
studies showing these variables did not differ between patients
with epilepsy in a self-management program and those receiving
using care [5,21].

4.6. Study limitations

Our findings might be limited by the design of the SMI.
Although the SMI was based on previous interventions for patients
with epilepsy, the patient–intervener contact was less frequent
than other SMIs. Studies have provided nurse consultations by
telephone once-per-week for 8 weeks [2], four contacts once every
3 weeks [18], or every 3 months for 2 years [24]. Funding con-
straints required that a compromise be made on the number of
consultations, and therefore phone/Internet support for the SMI
intervention occurred twice a month for 3 months. This 3-month
period might also be too short for participants to make significant
improvements in outcome variables. Further research conducted
over a longer period, with more frequent consultations are



Hsiu-Fang Chen, Yun-Fang Tsai, Jun-Yu Fan et al. Epilepsy & Behavior 117 (2021) 107845
recommended in order to adequately examine the impact of the
SMI for patients with epilepsy.
5. Conclusions

The SMI was a holistic program that provided patients with epi-
lepsy the skills to help manage seizures, medications, daily life
events, and emotions by assessing abilities, epilepsy knowledge,
self-confidence, and coping. Although the overall goal was
improvement in QOL for patients with epilepsy, the SMI program
did not significantly improve HRQoL. This might suggest this QOL
is a variable that is difficult to alter or requires more time to
change behaviors that impact QOL for patients with epilepsy. Addi-
tional research on patients with epilepsy should focus on variables
associated with medication compliance, epilepsy knowledge, med-
icine symptom distress, self-efficacy, anxiety, and QOL.

Individualized SMI programs are a means of enhancing the abil-
ity of patients with epilepsy to manage this disorder. We suggest
future research examine whether further enhancements could be
made in the application of medical Internet technology. An online,
iCloud-based computing network could facilitate communication
between healthcare providers and patients with epilepsy as well
as improve patient evaluations and data collection. This form of
remote healthcare could allow the medical team to help patients
with epilepsy obtain immediate care that is also cost-effective,
while simultaneously providing information about epilepsy knowl-
edge, seizure treatment, and emotional support.
6. Disclosure

This study was funded by Linkou Chang Gung Memorial Hospi-
tal, Taiwan (No. CMRPF1D0021-22). We sincerely thank all of the
patients who participated in this study.

Declaration of Competing Interests

The authors declare that they have no known competing finan-
cial interests or personal relationships that could have appeared
to influence the work reported in this paper.

References

[1] American Epilepsy Society. Self- management resources. 2020. Available from:
https://www.aesnet.org/clinical_resources/treatments/self_management_
resources.

[2] Caller TA, Ferguson RJ, Roth RM, Secore KL, Alexandre FP, Zhao W, et al. A
cognitive behavioral intervention (HOBSCOTCH) improves quality of life and
attention in epilepsy. Epilepsy Behav 2016;57(Pt A):111–7.

[3] Leenen L, Wijnen B, van Haastregt J, de Kinderen R, Evers S, Majoie M, et al.
Process evaluation of a multi-component self-management intervention for
adults with epilepsy (ZMILE study). Epilepsy Behav 2017;73:64–70.

[4] Sajatovic M, Needham K, Colon-Zimmermann K, Richter N, Liu H, Garrity J,
et al. The Community-targeted Self-management of epilepsy and mental
illness (C-TIME) initiative: a research, community, and healthcare
administration partnership to reduce epilepsy burden. Epilepsy Behav
2018;89:175–80.

[5] Wijnen B, Leenen L, de Kinderen R, van Heugten C, Majoie M, Evers S. An
economic evaluation of a multicomponent self-management intervention for
adults with epilepsy (ZMILE study). Epilepsia. 2017;58(8):1398–408.

[6] Smith A, McKinlay A, Wojewodka G, Ridsdale L. A systematic review and
narrative synthesis of group self-management interventions for adults with
epilepsy. BMC Neurol 2017;17(1):114.

[7] Pandey DK, Dasgupta R, Levy J, Wang H, Serafini A, Habibi M, et al. Enhancing
epilepsy self-management and quality of life for adults with epilepsy with
varying social and educational backgrounds using PAUSE to LearnYour
Epilepsy. Epilepsy Behav 2020;111.

[8] Du S, Yuan C. Evaluation of patient self-management outcomes in health care:
A systematic review. Int Nurs Rev 2010;57(2):159–67.

[9] Cole KA, Gaspar PM. Implementation of an epilepsy self-management protocol.
J Neurosci Nurs 2015;47(1):3–9.

[10] Michaelis R, Tang V, Goldstein LH, Reuber M, LaFrance Jr WC, Lundgren T, et al.
Psychological treatments for adults and children with epilepsy: Evidence-
8

based recommendations by the International League Against Epilepsy
Psychology Task Force. Epilepsia 2018;59(7):1282–302.

[11] Fraser RT, Johnson EK, Lashley S, Barber J, Chaytor N, Miller JW, et al. PACES in
epilepsy: Results of a self-management randomized controlled trial. Epilepsia
2015;56:1264–74.

[12] Pfafflin M, Schmitz B, May TW. Efficacy of the epilepsy nurse: Results of a
randomized controlled study. Epilepsia 2016;57(7):1190–8.

[13] DiIorio C, Escoffery C, McCarty F, Yeager KA, Henry TR, Koganti A, et al.
Evaluation of WebEase: an epilepsy self-management Web site. Health Educ
Res 2009;24:185–97.

[14] Sajatovic M, Tatsuoka C, Welter E, Perzynski AT, Colon-Zimmermann K, Van
Doren JR, et al. Targeted self-management of epilepsy and mental illness for
individuals with epilepsy and psychiatric comorbidity. Epilepsy Behav
2016;64(Pt A):152–9.

[15] DiIorio C, Bamps Y, Walker ER, Escoffery C. Results of a research study
evaluating WebEase, an online epilepsy self-management program. Epilepsy
Behav 2011;22(3):469–74.

[16] Pandey DK, Dasgupta R, Levy J, Wang H, Serafini A, Habibi M, et al. Enhancing
epilepsy self-management and quality of life for adults with epilepsy with
varying social and educational backgrounds using PAUSE to Learn Your
Epilepsy. Epilepsy Behav 2020;111.

[17] Aliasgharpour M, Dehgahn NN, Yadegary MA, Haghani H. Effects of an
educational program on self-management in patients with epilepsy. Seizure
2013;22(1):48–52.

[18] DiIorio C, Reisinger EL, Yeager KA, McCarty F. A telephone-based self-
management program for people with epilepsy. Epilepsy Behav 2009;14
(1):232–6.

[19] Abadiga M, Mosisa G, Amente T, Oluma A. Health-related quality of life and
associated factors among epileptic patients on treatment follow up at public
hospitals of Wollega zones, Ethiopia, 2018. BMC Res Notes 2019;12(1):679.

[20] Micoulaud-Franchi JA, Bartolomei F, Duncan R, McGonigal A. Evaluating
quality of life in epilepsy: The role of screening for adverse drug effects,
depression, and anxiety. Epilepsy Behav 2017;75:18–24.

[21] Ridsdale L, McKinlay A, Wojewodka G, Robinson EJ, Mosweu I, Feehan SJ, et al.
Self-Management education for adults with poorly controlled epilepsy [SMILE
(UK)]: a randomised controlled trial. Health Technol Assess 2018;22
(21):1–142.

[22] Leenen LAM, Wijnen BFM, de Kinderen RJA, Majoie M, van Heugten CM, Evers
S. (Cost)-effectiveness of a multi-component intervention for adults with
epilepsy: study protocol of a Dutch randomized controlled trial (ZMILE study.
BMC Neurol 2014;14:255.

[23] Ridsdale L, Wojewodka G, Robinson E, Landau S, Noble A, Taylor S, et al.
Characteristics associated with quality of life among people with drug-
resistant epilepsy. J Neurol 2017;264(6):1174–84.

[24] Helde G, Bovim G, Brathen G, Brodtkorb E. A structured, nurse-led intervention
program improves quality of life in patients with epilepsy: a randomized,
controlled trial. Epilepsy Behav 2005;7:451–7.

[25] Helde G, Brodtkorb E, Brathen G, Bovin G. An easily performed group education
programme for patients with uncontrolled epilepsy- A pilot study. Seizure
2003;12:497–501.

[26] Pramuka M, Hendrickson R, Zinski A, Van Cott AC. A psychosocial self-
management program for epilepsy: a randomized pilot study in adults.
Epilepsy Behav 2007;11:533–45.

[27] Buysse DJ, Reynolds CF, Monk GA, Berman SR, Kupfer DJ. The Pittsburgh Sleep
Quality Index: a new instrument for psychiatric practice and research.
Psychiatry Res 1989;28:193–213.

[28] Tseng YJ. Sleep quality and its related factors in community dwelling elders
Unpublished Master dissertation. Taichung City: Chung Shan Medical
University; 2007.

[29] Baker GA, Jacoby A, Francis P, Chadwick DW. The Liverpool adverse drug
events profile. Epilepsia 1995;36:S59.

[30] Chen HF, Tsai YF, Shih MS, Chen JC. Validation of the Chinese version of the
Liverpool Adverse Events Profile in patients with epilepsy. Epilepsy Res
2011;94:45–52.

[31] Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta
Psychiatr Scand 1983;67:361–70.

[32] Chen ML, Chang HK, Yeh CH. Anxiety and depression in Taiwanese cancer
patients with and without pain. J Adv Nurs 2000;32:944–51.

[33] Hu WY, Tseng CD, Dai YT, Chao YM. An exploration of the drug compliant
behaviors and associated factors of hypertension patients. Chin J Pub Health
(Taipei) 1996;15:319–32.

[34] Jarvie S, Espie CA, Brodie MJ. The development of a questionnaire to assess the
knowledge of epilepsy: 1-general knowledge of epilepsy. Seizure
1993;2:179–85.

[35] Jarvie S, Espie CA, Brodie MJ. The development of a questionnaire to assess the
knowledge of epilepsy: 2-knowledge of own condition. Seizure 1993;2:187–93.

[36] Chen HF, Tsai YF, His MS, Chen JC. Factors affecting quality of life in adults with
epilepsy in Taiwan: A cross-sectional, correlational study. Epilepsy Behav
2016;58:26–32.

[37] Kobau R, DiIorio C. Epilepsy self-management: a comparison of self-efficacy
and outcome expectancy for medication adherence and lifestyle behaviors
among people with epilepsy. Epilepsy Behav 2003;4:217–25.

[38] Jalowiec A, Powers MJ. Stress and coping in hypertensive and emergency room
patients. Nurs Res 1981;30(1):10–5.

[39] Mok E, Tam B. Stressors and coping methods among chronic haemodialysis
patients in Hong Kong. J Clin Nurs 2001;10(4):503–11.

https://www.aesnet.org/clinical_resources/treatments/self_management_resources
https://www.aesnet.org/clinical_resources/treatments/self_management_resources
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0010
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0010
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0010
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0015
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0015
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0015
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0020
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0020
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0020
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0020
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0020
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0025
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0025
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0025
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0030
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0030
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0030
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0035
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0035
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0035
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0035
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0040
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0040
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0045
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0045
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0050
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0050
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0050
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0050
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0055
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0055
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0055
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0060
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0060
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0065
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0065
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0065
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0070
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0070
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0070
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0070
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0075
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0075
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0075
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0080
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0080
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0080
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0080
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0085
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0085
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0085
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0090
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0090
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0090
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0095
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0095
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0095
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0100
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0100
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0100
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0105
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0105
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0105
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0105
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0110
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0110
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0110
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0110
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0115
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0115
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0115
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0120
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0120
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0120
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0125
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0125
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0125
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0130
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0130
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0130
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0135
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0135
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0135
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0140
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0140
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0140
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0145
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0145
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0150
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0150
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0150
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0155
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0155
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0160
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0160
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0165
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0165
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0165
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0170
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0170
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0170
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0175
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0175
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0180
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0180
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0180
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0185
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0185
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0185
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0190
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0190
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0195
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0195


Hsiu-Fang Chen, Yun-Fang Tsai, Jun-Yu Fan et al. Epilepsy & Behavior 117 (2021) 107845
[40] Barrera M, Sandler IN, Ramsy TB. Preliminary development of a scale of social
support: studies on college students. Am J Community Psychol
1981;9:435–47.

[41] Wang YH. Study on life quality and its associated factors of rheumatoid
arthritis patients Unpublished Master dissertation. Taipei City: National
Defense University; 1993.

[42] Vickrey BG, Perrine KR, Hays RD, Hermann BP, Cramer JA, Meador KJ, et al.
Scoring manual for the QOLIE-31, Version 1.0. Santa Monica, CA: Rand; 1993.

[43] Pandey DK, Levy J, Serafini A, Habibi M, Song W, Shafer PO, et al. Self-
management skills and behaviors, self-efficacy, and quality of life in people
with epilepsy from underserved populations. Epilepsy Behav 2019;98(Pt
A):258–65.

[44] Ngugi AK, Bottomley C, Scott AG, Mung’ala V, Bauni E, Sander JW, et al.
Incidence of convulsive epilepsy in a rural area in Kenya. Epilepsia 2013;54
(8):1352–9.

[45] Yadegary MA, Maemodan FG, Nayeri ND, Ghanjekhanlo A. The effect of self-
management training on health-related quality of life in patients with
epilepsy. Epilepsy Behav 2015;50:108–12.

[46] Kralj-Hans I, Goldstein LH, Noble AJ, Landau S, Nicholas Magill N, Paul
McCrone P, et al. Self-Management education for adults with poorly controlled
epILEpsy (SMILE (UK)): a randomised controlled trial protocol. BMC Neurol
2014;14:69.
9

[47] Ferrari CM, de Sousa RM, Castro LH. Factors associated with treatment non-
adherence in patients with epilepsy in Brazil. Seizure 2013;22(5):384–9.

[48] Henning O, Johannessen Landmark C, Nakken KO, Lossius MI. Nonadherence to
treatment regimens in epilepsy from the patient’s perspective and
predisposing factors: Differences between intentional and unintentional lack
of adherence. Epilepsia 2019;60(5):e58–62.

[49] Kim DH. The link between individual and organizational learning, Sloan
Management Review. Fall 1993:37–50.

[50] Baldwin TT, Ford JK. Transfer of training: A review and directions for future
research. Pers Psychol 1988;41:65.

[51] Shulman LM, Velozo C, Romero S, Gruber-Baldini AL. Quality of life research:
an international journal of quality of life aspects of treatment, care and
rehabilitation Comparative study of PROMIS self-efficacy for managing chronic
conditions across chronic neurologic disorders. Qual Life Res 2019;28
(7):1893–901.

[52] Leenen LAM, Wijnen BFM, Kessels AGH, Chan H, de Kinderen RJA, Evers SMAA,
et al. Effectiveness of a multicomponent self-management intervention for
adults with epilepsy (ZMILE study): A randomized controlled trial. Epilepsy
Behav 2018;80:259–65.

[53] Yue L, Yu PM, Zhao DH, Wu DY, Zhu GX, Wu XY, et al. Determinants of quality
of life in people with epilepsy and their gender differences. Epilepsy Behav
2011;22(4):692–6.

http://refhub.elsevier.com/S1525-5050(21)00079-2/h0200
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0200
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0200
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0205
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0205
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0205
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0210
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0210
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0215
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0215
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0215
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0215
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0220
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0220
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0220
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0225
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0225
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0225
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0230
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0230
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0230
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0230
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0235
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0235
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0240
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0240
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0240
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0240
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0245
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0245
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0250
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0250
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0255
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0255
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0255
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0255
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0255
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0260
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0260
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0260
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0260
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0265
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0265
http://refhub.elsevier.com/S1525-5050(21)00079-2/h0265

	Evaluation of a self-management intervention for adults with epilepsy in Taiwan: A longitudinal randomized controlled trial
	1 Introduction
	2 Methods
	2.1 Study design and participants
	2.2 Usual care
	2.3 The self-management intervention (SMI)
	2.4 Ethical considerations
	2.5 Data collection
	2.5.1 The Pittsburgh Sleep Quality Index (PSQI)
	2.5.2 The Liverpool Adverse Events Profile (LAEP)
	2.5.3 The Hospital Anxiety and Depression Scale (HADS)
	2.5.4 The Compliant Behavior Scale (CBS)
	2.5.5 The Epilepsy Knowledge Profile (EKP)
	2.5.6 The Epilepsy Self-Efficacy Scale (ESES)
	2.5.7 Jalowiec Coping Scale (JCS)
	2.5.8 Inventory of Socially Supportive Behaviors (ISSB)
	2.5.9 Quality of Life in Epilepsy—31 (QOLIE-31)

	2.6 Statistical analysis

	3 Results
	3.1 Participants and characteristics
	3.2 Effects of the SMI
	3.3 Effects of the SMI by gender and seizure frequency

	4 Discussion
	4.1 Characteristics of participants
	4.2 Effect of the SMI on medication compliance
	4.3 Effect of the SMI on epilepsy knowledge and seizure frequency
	4.4 Effect of the SMI on self-efficacy
	4.5 There was no effect of the SMI on HRQoL and other outcome variables
	4.6 Study limitations

	5 Conclusions
	6 Disclosure
	Declaration of Competing Interests
	References


