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Abstract: Background: There is shortage of literature on the impact of epilepsy on quality of life (QoL). We conducted a
study to assess the quality of life and associated factors among epileptic patients in Ethiopia. Method: An institution based
cross -sectional study was conducted From April to May, 2013, among 423 samples of epileptic patients from outpatient
department of Amanuel Mental Specialized Hospital. Quality of life was assessed using world Health Organization Quality
of Life questionnaire (WHO QOL BREF) scale; in addition, perceived stigma scale and Hospital Anxiety and Depression
scale were used for interviewing the study participants. Logistic regression analysis was done to identify factors associated
with quality of life. Result: A total of 415 epileptic patients were included in this cross-sectional study. Out of which, 45.8%
of the study participants had poor quality of life. Respondents who are unable to read and write, primary school, those who
had frequent seizures, taking more than one type of antiepileptic drugs, anxiety, depression and perceived stigma, were
found to be significantly associated with poor quality of life. Conclusion: Poor quality of life was found to be high among
epilepsy patients. Managing patients with epilepsy to become seizure free, educating people regarding epilepsy and
treatment of co-morbid disorders will help to improve quality of life in patients with epilepsy.
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other chronic diseases because of different factors [2].
Many people in Africa also believe that epilepsy is

1. Background

Epilepsy is one of the most common and serious brain
disorders in the world that affects at least 50 million people
worldwide .This could be underestimated, as partial
seizures are often not recognized as such in the developing
world [1].

Epilepsy can be associated with profound physical,
psychological and social consequences and its impact on a
person’s quality of life can be greater than that of many

contagious and that can be spread by urine, saliva, flatus, or
feces excreted at all times or during a convulsion because
of these unwilling to help or to touch the person who has
fallen during a seizure [1, 3].These enormous social
stigmas lead epileptic patients to have lower quality of life
(QOL) [4].

WHO defined quality of life as individuals™ perceptions
of their position in life in the context of the culture and
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value systems in which they live and in relation to their
goals, expectations, standards and concerns”. It is a broad
concept consists of the subjective assessment of his or her
physical health, psychological state, and level of
independence, social relationships, and their relationships
to the environment[5].

People living with epilepsy (PLWE) in developed world
have significant impairment in their health related quality
of life (HRQOL) [6]. However, in Africa where the world
highest prevalence data regarding PLWE present, few
studies concerning HRQOL have been published [7].

2. Methods
2.1. Study Settings and Population

From April to May, 2013, we conducted a cross sectional
study at Amanuel Mental Specialized Hospital (AMSH) in
Addis Ababa. The Study Population was epileptic patients
who had treatment follow up during study period. Sample
size was determined using a single population proportion
formula. Due to absence of data in the country; proportion
of population living with epilepsy and who had poor QOL
was assumed 50%, and by adding 10% contingency for non
response rate, a total of 423 study populations were
involved. Patient whose ages were 18 years and above,
with diagnosis of epilepsy and under treatment with one or
more antiepileptic drugs from the outpatient units for at
least 6 months were included in the study. Systematic
random sampling method was used to select study
population coming to AMSH during the study period.
Patients with serious general medical condition and unable
to communicate were excluded.

2.2. Data Collection and Tools

Data was collected by using a structured questionnaire
regarding socio-demographic characteristics and clinical
factors of epilepsy. Concerning quality of life, co-morbid
anxiety, depression and stigma, World Health Organization
Quality of Life questionnaire (WHO QOL BREF) scale,
Hospital Anxiety and Depression scale (HADS) and stigma
scale were used respectively and face to face interview was
employed to obtain the data.

WHOQOL-BREF contains 26 items and a sound, cross-
culturally valid assessment of QOL, consisting of four
domains: physical health (7 items), psychological health (6
items), social relationships (3 items), and environmental
health (8 items); it also contains the first two questions on
general perception of life and health[8]. This WHOQOL is
probably the most widely used health-related quality of life
measure in the world with about 58 national
versions[9].Each individual item of the WHOQOL-BREF
is scored from 1(very dissatisfied/very poor) to 5 (very
satisfied/very good). According to instruction manual, raw
scores for the domains of WHOQOL-BREF were
calculated and were transformed on the scale ranging from
0 to 100, where 100 the highest and O the lowest QOL[S5].
The mean score of each domain and the total score were

also calculated since quality of life measures in studies are
often presented as means[10].

Therefore, categorization was done using the mean
scores of WHOQOL-BREF. Subjects were categorized as
having GOOD QOL in WHOQOL-BREF, those scores
greater than or equal to mean (M). While subjects with
values less than the mean (M) , were categorized as having
POOR QOL[11].

HADS is a 14-item questionnaire, commonly used to
screen for symptoms of anxiety and depression. The 14-
items can be separated into two 7-item sub-scales for
anxiety and depression. HADS scale was validated in
Ethiopia. The scales use a cut -off score for anxiety and
depression of greater than or equal to 8 [12]. Data was
collected by three trained diploma psychiatry nurses and
one supervisor (BSc nurse) for a period of approximately
one month.

2.3. Data Quality Assurance

All questionnaire were translated into the local language
Ambharic and then translated back into English by expertise
and senior psychiatrist and 5 % of the questionnaire were
pre-tested on epileptic patients at AMSH before two days
prior to data collection. Two day training was given to
orient data collectors and supervisor on the questionnaire.

2.4. Data Processing and Analysis

The coded Data was checked, cleaned and entered into
Epi Info version 3.5.4 and then exported into SPSS window
version 20.0 for analysis.

Logistic regression was performed to assess the
association between binary outcomes and different
explanatory variables. Bivariate analysis was first
conducted for each potentially explanatory risk factor. The
strength of association was interpreted using odds ratio and
confidence interval. P-value < 0.05 was considered
statistically significant in this study.

2.5. Ethical Consideration

Ethical clearance was obtained from University of
Gondar and AMSH. Written informed consent was obtained
from the study participants. To ensure confidentiality,
names or identifying information were not indicated on the
questionnaires

3. Result

3.1. Socio-Demographic Characteristics of the
Respondents

Of the total 423 study participants enrolled, 415 were
interviewed; with response rate 98 %, of which 229(55.2%)
males were participated in the study. One hundred seventy
seven (42.7%) of the respondents lie in the age group
between 25-34 years whereas the median age were 28 years
ranging from 18-72 years.



380 Minale Tareke Tegegne et al.: Assessment of Quality of Life and Associated Factors among People with Epilepsy
Attending at Amanuel Mental Specialized Hospital, Addis Ababa, Ethiopia

Table 1. Distribution of participants by  socio-demographic
Characteristics at Amanuel mental specialized Hospital, Addis Ababa,

2013 (n=415)

Variable Number Percentage (%)
Sex Male 229 55.2
Female 186 44.8
18-24 130 31.3
A 25-34 177 42.7
35-44 68 16.4
45+ 40 9.6
. Single 255 61.4
Is\f:tﬁzal Married 146 352
Divorced/Widowed 14 34
Residence Urban 351 84.6
Rural 64 15.4
Orthodox 278 67.0
REAE) Muslim 84 20.2
Protestant 47 11.3
All others 6 1.4
Amhara 158 38.1
Oromo 121 29.2
Ethnicity Gurage 93 224
Tigre 26 6.3
Others 17 4.1
Unable to write and 35 8.4
Educational regd
T Primary school 151 36.4
Secondary school 156 37.6
Diploma and above 73 17.6
Cummtion W%th Job 324 78.1
Without Job 91 21.9
<200 117 28.2
Monthly 200-500 110 26.5
income 501-1000 103 24.8
>1000 85 20.5

Table 2. Distribution of participants by clinical factors at AMSH, Addis
Ababa, 2013(n=415)

Variable Name Frequency Percent
. <5 years 146 35.2
Eif‘sts“’“ of 6-10years 127 306
>11 years 142 342
<10 years 53 12.8
Age at onset of 10-19 years 161 38.8
illness 20-29 years 147 354
>30 years 54 13.0
s 6 >1/month 229 54.9
seizure 1-3/year 58 14.0
Seizure free for lyear 129 31.1
One 257 61.9
Type of drugs >two 158 38.1
Side effects of Yes 197 47.5
AED No 218 52.5
L <Syears 232 55.9
ﬁi::icj:l‘on 6-10 years 79 19.0
>11 years 104 25.1
Perceived stigma Yes 169 407
No 246 59.3
Ever use Yes 53 12.8
substance No 362 87.2

current use Yes 29 7.0

substance No 386 93.0

ethnicity and regarding educational status 37.3% attended
secondary school followed by primary school 35.7% (Table 1).

3.2. Clinical Characteristics of the Respondents

Regarding duration of the illness among study subjects
35.2% had duration up to five years, followed by 34.2%
eleven years and above. Concerning age at onset of illness
38.8% found between 10-19 years and 35.4% found
between 20-29 years. Most of the respondents (54.9%) had
one or more seizure attacks per month, 61.9% were under
monotherapy (using single antiepileptic drugs) and 38.1%
were using two or more antiepileptic drugs. One hundred
sixty nine (40.7 %) report perceived stigmatized by other
people because of their illness (Table2).

Regarding co-morbidity, out of the total respondents
33.5%, 32.8% had anxiety and depression symptoms,
respectively (figure 1).

80.0%
70.0% 67.2% 66.5%
60.0%
50.0%

40.0%
) 32.8% 33.5% ;=

=5 HN
30.0% - e

20.0%
10.0%

0.0%

Depression Anxierty

Figure 1. Frequency of depression and anxiety symptoms among epileptic
patients attending at AMSH, 2013

3.3. WHOQOL-BREF (0-100) Characteristics of
Respondents

The mean (SD) total score on the WHOQOL-BREF
scale in this study was 56.36 + 13.37. Out of the total 415
study participants, 45.8% had poor quality of life.

The WHOQOL BREF covers four different domains of
quality of life, physical, psychological, social and
environmental (Table3).

Table 3. Distribution of four domains of WHO QOL- BREF among
epileptic patients at AMSH, Addis Ababa Ethiopia, 2013 (n= 415)

Poor QOL Good QOL
Variables Mean + SD Frequency Frequency

(%) (&0)
Physical domain  (56.02+ 14.62) 183(44.1) 232(55.9)
Psychological

+

domain (55.41+ 14.58) 198(47.7) 217(52.3)
*Social domain (61.88+ 19.24) 182(43.9) 233(56.1)
Environmental 5, 1) | 15 4) 212(51.1) 203(48.9)
domain

Majority of the study participants were single (61.4%),
urban  dwellers (84.6%), and orthodox followers
(67.0%).Amhara (38.1%)followed by Oromo (29.1%) by

3.4. Association of Demographic and Clinical Variables
with Quality of Life

On bivariate analysis the factors found to fulfill the
minimum requirement (p-value< 0.2 in this study) were



Science Journal of Public Health 2014; 2(5): 378-383 381

entered in to multivariate logistic regression for further
analysis in order to control confounding effects.

The results of multivariate analysis showed that quality
of life was significantly associated with educational level,
frequency of seizure, types of drugs, co-morbid depression,
anxiety and perceived stigma.

It was found that lower educational level was
significantly associated with poor quality of life. Being
unable to read and write was 4.6 times (AOR=4.69, 95%CI:
1.38, 15.87) and respondents of primary school were 3.5
times (AOR=3.51, 95%CI: 1.57, 7.82) more likely to have
poor quality of life as compared to respondents with
education level of diploma and above.

Frequency of seizure was another factor associated with
quality of life. Those who had seizure frequency greater
than or equal to one seizure/month were twice more likely
to have poor quality of life as compared to patients with no
seizure in one year period (AOR=2.25, 95%CI: 1.19, 4.26).

Similarly patients who were taking two or more than two

types of antiepileptic drugs were twice more likely to have
poor quality of life as compared to patients who were
taking one type of antiepileptic drug (AOR=1.81, 95%CI:
1.02,3.22).

It is indicated that patients who had co-morbid anxiety
were about 4.4 times more likely to have poor quality of
life as compared to patients who had no anxiety
(AOR=4.49, 95%CI: 2.39, 8.44) as well as patients who
had co-morbid depression were 9.6 times more likely to
have poor quality of life as compared to patients who had
no depression (AOR=9.62, 95%CI: 4.86, 19.05).

Moreover, patients who perceived stigma were twice
more likely to have poor quality of life as compared to
patients who didn’t perceived stigma (AOR= 2.14, 95%CI:
1.24, 3.67). On the other hand, age of respondents,
occupation, monthly income, side effects of AEDs, age at
onset of illness and duration of AEDs had no statistically
significant association with quality of life on multivariate

logistic regression

Table 4. Bivariate and Multivariate analysis of variables associated with quality of life among epileptic patients at AMSH, Addis Ababa Ethiopia, 2013

COR(95%CI)

AOR (95%CI)

(n=415)
. Quality of life
Variable Poor Good
18-24 48 82
Ay 25-34 82 95
35-44 42 26
45+ 18 22
Unable to read &write 26 9
. primary school 81 70
Education Secondary school 62 94
Diploma &above 21 52
Coaan With Job 139 185
Without Job 51 40
<200 68 49
200-500 63 47
Monthly Income 501-1000 41 62
>1000 18 67
>1/month 138 90
Frequency of attack 1-3/year 22 36
Seizure free/year 30 99
One 90 167
Type of drugs > two 100 58
. Yes 119 78
Side effects of AED No 7 147
<Syears 94 138
Medication duration 5-10 years 42 37
>11 years 54 50
sty Yes 111 28
No 79 197
Depression es 120 16
No 70 209
. . Yes 106 63
Perceived stigma No 34 162

1
1.47(0.92,2.34)
2.76(1.50,5.05)
1.39(0.68,2.86)
7.15(2.87,17.80)
2.86(1.57,5.21)
1.63(0.89,2.97)
1

1
1.69(1.06,2.71)
5.16(2.73,9.76)
4.98(2.62,9.49)
2.46(1.28,4.72)
1
5.06(3.11,8.23)
2.02(1.03,3.93)
1

1

3.2(2.12,4.83)
3.15(2.11,4.72)
1

1
1.66(0.99,2.78)
1.58(0.99,2.52)
9.88(6.05,16.13)
1

22.39(12.44,40.30)

1
3.24(2.15,4.88)
1

1
1.06(0.55,2.05)
2.20(0.92,5.27)
1.61(0.57,4.54)
4.69(1.38,15.87)
3.51(1.57,7.82)"
1.24(0.55,2.79)

1

1

0.62(0.30,1.27)
2.21(0.81,6.02)
2.29(0.93,5.62)
1.78(0.75,4.21)

1
2.25(1.19,4.26)"
1.06(0.44,2.53)

1

1
1.81(1.02,3.22)"
1.12(0.63,2.01)

1

1

1.97(0.98,3.97)
1.80(0.92,3.50)
4.49(2.39,8.44)"
1
9.62(4.86,19.05)"
1
2.14(1.24,3.67)
1

Note: " represents variables having statistically significant association. Reference groups.1

4. Discussion

In the current study, the result showed that the mean
quality of life was 56.36 which ranges from 52.1-61.8
across four domains and this study was consistent with the
study conducted in Sudan with the same instrument score

for all domains were (50.6-60.8) [13].

However, in the present study the mean quality of life
was higher than the study done in Kenya as mean QOL
among people living with epilepsy was 49.90 [14]. The
possible reason for the difference might be the Kenya study
inclusion criteria were patients who had taken Anti
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Epileptic Drugs (AEDs) for at least two years as this
revealed in various literatures longer duration of illness was
associated with poor quality of life[15-17]. The second
reason might be the use of poly AEDs therapy large (54%)
in Kenya as compared from current study (38.1%).
Different literatures [17-20] suggested that polytherapy
receiving patients had lower mean QOL score as compared
to their counterpart.

The finding of this study is lower than the result reported
from Tunisia, china and Indonesia which showed mean
overall score of 64.4, 643 and 67.6 respectively[21-
23].The possible reasons for the differences might be in
Indonesia, the inclusion criteria were with minimum
education level of junior high school. This could be
because more educated patients are more aware of taking
medication on time and are better to understand the
precipitating and aggravating factors of the disease and also
know that regular follow up with treatment can avoid
seizures[24, 25]. The second justification might be majority
of (85.5%) the patients in Indonesia were on single drug
treatment in contrast to the present study (61.9 %) which
increases their mean QOL score as compared to patients
with multi-drug treatments [20] and prescription of
multiple drugs can result in multiple adverse side effects
and have a negative effect on QOL[6, 21]. The last possible
reason could be this cross-sectional study was conducted
using WHOQOL-BREF, but that of China and Indonesia
were conducted using Quality of Life Inventory for
Epilepsy (QOLIE-31) and using SF-36 in Tunisia.

In this study, patients educated from below than
secondary school were found to have poor quality of life
compared to diploma and above which is consistent with
the study done in Iraq [6].

Regarding clinical factors, types of AEDs and frequency
of seizure were associated with quality of life in this study.
When QOL was assessed in relation to types of drugs, it
was found that patients taking two or more than two AEDs
had poor QOL score as compared to patients on single drug.
This finding was consistent with many previous studies [6,
19, 22, 23].

Moreover, in this study, most of the respondents (54.9%)
who had frequent seizures reported poor QOL. This result
was similar with many previous studies [14, 17, 19, 21, 22].

Co-morbidity of depression and anxiety were found to be
strongly associated with QOL in this study supported with
large number of previous studies [19, 23, 26, 27].

The results of the present study also revealed that the
QOL is significantly influenced by felt stigmatization about
their epilepsy; which is in line with study done in
Mangalore city of south India[24].

5. Conclusion

Poor quality of life was found to be high on epilepsy
patients in this study. Low level of education, frequent
attacks of seizure, treatment with two or more drugs, co-
morbid anxiety and depression, and also those with

perceived stigma were significantly associated with poor
quality of life. Clinicians should manage patients with
epilepsy to become seizure free period and early
recognition of co morbid psychiatric illness like depression
and anxiety in people with epilepsy should be of great
concern for health care providers.
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