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What is already known on
this topic?

Epilepsy can reduce the qual-
ity of life (Qol) by disrupting the
psychiatric health of patients and
families.

Children with new-onset epilepsy
accompanied by comorbid con-
ditions have a risk of decreased
Qol.

It is important to evaluate chil-
dren with epilepsy and their
families in terms of psychosocial
problems in order to provide

early intervention.

What this study adds on
this topic?

It was observed that as the KINDL
epilepsy Qol dimension scores
increase, the scores of all sub-
dimensions of the parent KINDL
Qol scale increase.

As the KINDL epilepsy scale
treatment satisfaction dimen-
sion scores increase, the physi-
cal health and emotional health
dimensions of the parental
SF-36 Qol scale increase.

In the epilepsy group, the aver-
age KINDL parental self-esteem
and chronic disease scores were
statistically lower in those with
comorbidities than those without
comorbidities.

This study suggests that adding
self-measuring questionnaires to
the extent that the child’s men-
tal state permits may be use-
ful in learning the details of the
problem.
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ABSTRACT

Objective: The aim of this study was to compare sociodemographic characteristics, quality
of life, and levels of depression and anxiety of children with epilepsy and their families with a
healthy control group.

Materials and Methods: In this study, 60 epileptic children and their families were included. The
data of these patients were compared with 51 healthy children and their families. The Children’s
Depression Inventory, Beck Depression and Anxiety Scale, State-Trait Anxiety Inventory for
Children, KINDL General quality of life scale, KINDL-epilepsy module, and short form-36 were
used to determine the depression, anxiety, and quality of life levels of children and parents.

Results: Depression and anxiety scale scores of the epilepsy group were statistically higher than
the control group (P < .05). In the epilepsy group, the emotional well-being dimension on the
KINDL parent scale and the total health, emotional well-being, family, and friends dimensions
on the KINDL child scale were statistically lower than the healthy control group (P < .05). Short
form-36 scores of the parents of the epilepsy group were statistically lower than the parents of
the control group (P < .05). As the KINDL epilepsy quality of life dimension scores increased, the
scores of the parental short form-36 quality of life scale scores increased. KINDL parental total
scores were statistically lower in those with comorbidities than those without comorbidities.

Conclusion: Monitoring for psychiatric comorbidities and quality of life status for both the child
and the parents is recommended. Also, it should be emphasized that it would be more benefi-
cial to use self-answered scales when assessing the quality of life of epileptic children.

Keywords: Children, family, anxiety, depression, epilepsy, quality of life

INTRODUCTION

Epilepsy is one of the most common neurological diseases in children and can cause psy-
chological problems in patients and their families. In children diagnosed with epilepsy, these
accompanying psychological problems can adversely affect both the child’s and the family’s
health-related quality of life (HRQL).2 Although the underlying etiology of epilepsy and psy-
chiatric diseases is similar, many psychosocial factors may exacerbate symptoms.?? In addi-
tion, studies show that there is a relationship between a family’s psychological problems and
depression-anxiety in children. These findings underline the importance of reviewing family
factors in treating children and adolescents with epilepsy.*”’
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Quality of life is defined as the way individuals perceive their
situation within their culture and value system. It has been
demonstrated that epilepsy affects the HRQL of patients and
those who take care of them.®®

Many risk factors may affect the prevalence of anxiety and
depression in those with epilepsy.”® Anxiety disorders accom-
pany epilepsy more frequently in adolescence compared to
younger age groups.” Conflicting results have been reported
between depression and gender.” Some studies have sug-
gested that there may be a relationship between seizure fre-
quency, polytherapy, antiepileptic drug type, and the duration
of the disease.™” Research conducted by Hobdell et al™ found
that the feeling of anger is higher in the families of children
diagnosed with a concomitant disease with epilepsy than those
without.

This case-control study aimed to compare sociodemographic
characteristics as well as depression, anxiety, and QoL levels in
children with epilepsy and their families with those of a healthy
control group. One of the hypotheses of this study is epileptic
children and their parents have more psychiatric disorders and
lower QoL than normal children. Another hypothesis is that by
using questionnaires that children answer themselves, more
information can be gained about their QoL.

MATERIALS AND METHODS

Research Location

The research was conducted in Health Sciences University, Dr.
Behcet Uz Children's Hospital. Patients with a diagnosis of epi-
lepsy who were followed up in the pediatric neurology outpa-
tient clinic were included in the study. The patients and their
families included in the study were referred to the child psy-
chiatry outpatient clinic.

Data Collection Method

The study included 60 children with epilepsy and their parents
(epilepsy group) between the ages of 7 and17 and was followed
up for at least 6 months in the pediatric neurology department.
Data of these patients were compared with 51 healthy chil-
dren with equivalent age and gender of normal intelligence
and their families (control group). The control group consisted
of patients from the outpatient polyclinic of healthy children.
Informed consent was obtained from both the patient and con-
trol groups to administer depression, anxiety, and QoL scales.

Case Report Form

Information related to each patient’s demographic data, elec-
troencephalogram, brain magnetic resonance imaging (MRI),
etiology of epilepsy, epilepsy onset age, epilepsy duration, drug
discontinuation, and seizure recurrence was obtained from
their medical records. The 2017 International League Against
Epilepsy classification was used for the etiology of epilepsy
classification.” In-house radiologists evaluated the brain MRI
images, and neuroradiology consultations were scheduled for
any suspicious ones.

Psychiatric Evaluation

Pediatric psychiatrists examined the psychiatric health of all
patients. The Wechsler Intelligence Scale for Children-Revised
intelligence test was applied to determine their intelligence

level. Mental retardation was accepted as general cogni-
tive abilities (IQ) < 70. Patients with mental retardation were
excluded from the study. Questionnaire forms were adminis-
tered to the families and children by the assistant investigators.
The completed questionnaires were collected and evaluated
by the same researcher.

Questionnaires

Depression levels of the included patients were evaluated
using the Children’s Depression Inventory and Beck depres-
sion scales. Anxiety levels were assessed with the State-Trait
Anxiety Inventory for Children. The Beck depression scale and
Beck anxiety scale (BAI) were used to determining the depres-
sion and anxiety levels of the parents. The children’s QoL was
measured with the KINDL general QoL scale and the KINDL-
epilepsy module and that of the parents was determined with
the “short-form 36"

State-Trait Anxiety Scale for Children

This scale developed by Spielberger® has 2 multiple-choice
subscales with 20 questions each for state and trait anxiety. The
validity and reliability of the scale for Turkey were confirmed by
Ozusta.” Each itemis scored as 1, 2, or 3 according to the sever-
ity of the symptom. The lowest score that can be obtained on
the scale is 20, and the highest total score is 60. State anxiety
defines the anxiety felt by an individual at a certain time and
under certain conditions and may vary according to external
factors. Trait anxiety defines what an individual generally feels
and reflects the general tendency of the individual to anxiety.
Adaptation studies of the scale show its applicability in the 9-16
age group.

Children’s Depression Scale

On this 27-item self-report scale developed by Kovacs et al.”
each item gets 0, 1, or 2 points depending on the severity of the
symptom. The maximum score is 54. The higher the score, the
more severe the depression. This scale is acceptable for use in
children aged 6-17. Turkish validity and reliability study of this
scale was performed by Oy et al® and the cut-off point was
determined as 19 points.

Beck Depression Inventory

The Beck depression inventory is a 21-item scale filled in by
the participant that measures the physical, emotional, cog-
nitive, and motivational symptoms seen in depression. Each
item is scored with increasing severity from 0 to 3 and a total
score of 17 and above indicates “depression requiring clinical
attention.”?® Turkish validity and reliability were performed by
Hisli et al.?!

Beck Anxiety Scale

First developed by Beck et al.??2 the BAIl is a self-assessment
scale used to determine the frequency of anxiety symptoms
experienced by individuals. Turkish validity and reliability were
performed by Ulusoy et al.® It uses a Likert-type scale con-
sisting of 21 items that are scored between 0 and 3. The score
range is 0-63, and a high total score indicates the severity of
the individual’s anxiety.

Short-Form 36 (SF-36)
The short-form 36, developed by the Rand Corporation in
1992, has a generic scale feature and provides wide-angle
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measurement among the QoL scales. The aim when developing
this scale was for it to be short, easy to apply, and have a wide
range of uses. Initially, 149 items were set out. Then, in studies
with more than 22 000 people, the 20-item form, SF-20, was
prepared by factor analysis. However, to increase the psycho-
metric properties and scope, the SF-36 was created with 36
items. Turkish validity and reliability studies were performed
by Kogyigit et al.?® Evaluation is made with a Likert-type scale,
except for some health items, and the status of the patients in
the last 4 weeks is taken info account. Subscales evaluate health
between 0 and 100, and the higher the score, the better the qual-
ity of life is interpreted, that is a score of 0 is equivalent to maxi-
mum disability and a score of 100 is equivalent to no disability.

Kid-KINDL General QoL Scale

The Kid-KINDL is a general-purpose (generic) QoL scale
developed for children consisting of 24 items and 6 dimen-
sions (physical well-being, emotional well-being, self-esteem,
family, friends, and school). The original version of the scale
is German, and there are versions adapted to different lan-
guages.” Counting the scores given to the items for each
dimension, converting them to scale between 0-100, and sum-
marizing the score is calculated. Scores are positively oriented.
The higher the score, the better the perceived Qol. Turkish
validity and reliability work was performed by Eser et al.? There
are 3 versions edited on a declarative basis. Those are Kiddy-
KINDL for children aged 4-6 (the version administered through
interviewer); Kid-KINDL for 7-13 year olds; and Kiddo-KINDL
for adolescents aged 14-17 years. There are 2 “parent forms”
in which children can be evaluated indirectly by their families.

KINDL-Epilepsy Scale

Kid-KINDL Epilepsy is a 36-item QoL scale developed for chil-
dren with epilepsy (7-13 years old). Ravens-Sieberer et al? first
developed this scale, and Turkish validity and reliability were
performed by Ergin et al.?® The original KINDL-Epilepsy module
comprises 2 dimensions: epilepsy (the first 31 items) and the
treatment (items 32, 33, 34, 35, and 36) dimensions. Higher
values reflect better QoL. The psychometric properties of the
KINDL epilepsy module have not been studied before. The total
score was calculated by adding the sub-scale scores trans-
formed to a scale of 100 as per the instructions.

Sample Size

The G Power 3.19.2 program was used to calculate the sample
size in this study. It was observed in the literature that sam-
ple sizes in epilepsy/control group comparison studies varied
between at least 12 and at most 86 participants. The number of
patients/control group: 1/1, 95% Cl, 0.80 power level, and effect
size of 0.52, and the minimum sample size was calculated as
60 for epilepsy, 60 for the control group, and 120 in fotal.

Statistical Analysis

The Statistical Package for the Social Sciences 18.0 program
was used to analyze the data obtained in the study. Categorical
variables were presented as percentage and frequency,
numerical variables as mean, standard deviation, minimum
and maximum values in the descriptive statistics. The compari-
son of categorical variables was done using the chi-square test.
The conformity of the variables to the normal distribution was
examined with the Kolmogorov-Smirnov test. The Student’s
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t-test was used in the analysis of variables with normal distribu-
tion, and the Mann-Whitney U test was used for variables that
did not fit normally. Spearman or Pearson correlation analy-
sis was used to determine the relationship between continuous
variables. The significance level was accepted as P < .05.

RESULTS

A total of 111 children, 60 of whom had been previously diag-
nosed with epilepsy and 51 of whom were healthy, and their
families were included in the study.

Gender

Approximately half of the patients (48%) were female. There
was no statistically significant difference in gender between
epilepsy and the control group (y* = 0.300, P = .584).

Age

The mean ages of the epilepsy and control groups were simi-
lar (n = 60/51; 130.63 + 26.91 and 136.82 + 25.93; t = —1.228,
P =.222), (Table 1).

Epilepsy Data

The mean age at onset of epilepsy was 7 years of age, and
the mean epilepsy follow-up time was 4.8 years with a median
of 4 years. Most of the patients (83.3%) had idiopathic epi-
lepsy and 91.5% of patients were receiving monotherapy. Drug
therapy was discontinued in 49% of the patients. Seizure type
was generalized in 54.2%, focal in 44.1%, and unknown in 1.7%.
A comorbid condition (familial Mediterranean fever, cardiac,
renal, and gastrointestinal system disorders) was present in 13
(1.7%) patients.

Sociodemographic Variables in Epileptic and Control
Children

There was no statistically significant difference between the
epilepsy and the control group in terms of the number of sib-
lings and order of siblings (y?= 7.0726, P = .124 and y?= 4.45],
P = .209, respectively). There was no statistical difference
between the groups regarding the mother’s age, education
level, socio-cultural level, employment status, and physical/
psychiatric illness (P > .05).

Parent and Child Forms of KINDL QoL Scales

In the epilepsy group, the KINDL emotional well-being dimen-
sion on the parent scale and the total health, emotional well-
being, family, and friend dimensions on the KINDL children’s
scale were statistically lower than the control group (Table 2).

Child and Parental Anxiety and Depression Scales between
Epilepsy and Control Groups

Children’s Depression Inventory scores of epileptic children
were statistically higher than healthy children, but this level

Table 1. Demographic and Clinical Variables of Epilepsy and
Control Groups

Epilepsy Control Total P
Female (%) | 29 (48.3) 22 (43.1) 51(45.9) | .584"
Male (%) 31(51.7) 29 (56.9) 60 (54.1)
Mean age |130.63 + 26.91| 136.82 + 25.93 222"

*Chi-square test, “Student’s t-test.
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Table 2. Comparison of Parent and Child Forms of KINDL Quality of Life Scales Between Epilepsy and Control Groups
Epilepsy (n = 60) Control (n = 51)
KINDL Parent Mean + SD/Median(IR) Mean + SD/Median(IR) t*/z** P
Total 71.33 +14.80 74.97 +11.73 —1.418* 159
Physical well-being 70.83 + 20.28 73.52 + 21.01 —0.686* .494
Emotional well-being 72.91 + 16.82 80.14 + 14.39 —2.409* .018
Self esteem 65.10 +18.74 70.58 +16.59 —1.619* .108
Family 76.45 +18.46 75.85 +17.09 0.177* .860
Friends 71.56 +18.92 74.87 +14.38 —-1.024* .298
School 7114 + 21.43 74.87 +17.43 —0.994* .322
KINDL kids Epilepsy (n = 60) Control (n = 51) t*/z** P
Mean + SD/Median(IR) Mean + SD/Median(IR)

Total 67.06 + 13.51 74.04 + 12.27 —2.826* .006
Physical well-being 71.25 +19.53 75.61+£17.10 —1.241* 217
Emotional well-being 75 (31.25) 81.25 (56.25) —3.325%* .001
Self esteem 55.10 + 19.51 62.62 + 20.89 —1.958* .053
Family 72.70 + 20.19 79.65 + 15.85 -1.990* .045
Friends 75 (31.25) 81.25 (18.75) —2.144** .032
School 62.18 + 17.58 64.70 + 22.42 —0.663* .509

SD, standard deviation; IR, interquartile range.

* Student’s t-test data and Mann-Whitney U test data. As can be seen from the tables, mean + SD was used for the t-test data, and median (IR) variables were used

for the Mann-Whitney U test. Statistically significant data is marked in bold

was not within pathological limits. The trait anxiety and state
anxiety scale scores of the epileptic children were statisti-
cally higher than the control group’s scale scores. There was
no statistically significant difference between the epilepsy and
control groups’ parents in the scales in which parental levels of
depression and anxiety are evaluated (Table 3).

SF-36 Scores Between Patient and Control Groups

When the subscales of the scale in which parents evaluate their
QoL are compared, the scores of physical health, emotional
difficulties, psychiatric health, and general health subscales of
the parents of the epilepsy group were statistically lower than
the parents of the healthy controls (Table 4).

Statistical Comparison of Differences Between Study Groups

KINDL parent total scores were statistically lower in those with
comorbidities than those without comorbidities. The average
KINDL parental self-esteem score of patients with comorbid
epilepsy was statistically lower than those without comorbidi-
ties (z = —.012, P = .044). In the epilepsy group, the average
KINDL parent chronic disease score was statistically lower in

those with comorbidities than those without comorbidities
(z=-2.044, P = .041). The mean scores of the SF-36 for physi-
cal role difficulty were statistically lower in those with comor-
bidities than those without comorbidities (z=—2.098, P=.036).
The SF-36 viability score averages were statistically lower in
those with comorbidities than those without comorbidities
(z = —2.324, P=.020).

The mean state anxiety score of children with symptomatic epi-
lepsy was statistically lower than those with idiopathic epilepsy
(z = —2.385, P = .017). In the epilepsy group, the mean state
anxiety score of children with MRI findings was statistically
lower than those without MRI findings (z = —2.141, P = .032).
In the group of parents with epileptic children with MRI find-
ings, the Kid-KINDL Epilepsy physical health dimension aver-
ages were statistically lower than those without MRI findings
(z=—-2.018, P=.044).

KINDL parent emotional well-being scores of patients with
idiopathic epilepsy were statistically lower than those with
healthy control group (z = —2.409, P = .049). In the idiopathic
epilepsy group total health, emotional well-being, family, and

Table 3. Comparison of Child and Parental Anxiety and Depression Scales Between Epilepsy and Control Groups
Epilepsy (n = 60) Control (n = 51)

Mean + SD/Median (IR) Mean + SD/Median (IR) t*/z** P
Children
CDI 8 (6) 5(6) —3.307** .001
Trait anxiety 34.08 +8.39 30.03 + 6.60 2.776* .006
State anxiety 44.45 + 6.34 29.37 + 6.29 12.477* <.0001
Parent
Beck Depression Inventory 11.5(17.75) 9(1m) —1.864** .062
Beck Anxiety Scale 6.5(14.75) 6(8) —0.848** .396
SD, standard deviation; IR, interquartile range; CDI, Child depression inventory.
*Student’s t-test and **Mann-Whitney U test were used istatistically significant data is marked in boldStatistically significant data is marked in boldStatistically
significant data is marked in bold
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Table 4. Comparison of Parental Quality of Life Scores Between Epilepsy and Control Groups

Epilepsy (n = 60) Control (n = 51)

Parent Mean + SD/Median (IR) Mean + SD/Median (IR) t*/z** P

Short-Form 36 physical 78.23 + 23.92 86.47 + 15.37 —2.188* .031*
Physical difficulty 75 (50) 100 (25) —1.867** .062**
Pain 76.02 + 22.76 77.30 + 21.82 —0.302* .763*
Viability 65.96 + 20.13 65.68 +19.74 0.74* .941*
Social function 75.875 + 22.29 77.00 + 21.82 —-0.270* .788*
Emotional difficulty 66.7 (66.7) 100 (33.0) —2.434** .015**
Mental 65.13 + 19.20 71.84 + 14.62 —2.042* .044*
General health 62.83 + 22.10 70.88 +17.88 —2.084* .039*

SD, standard deviation; IR, interquartile range.

*Student’s t-test and **Mann-Whitney U test were used. Statistically significant data is marked in bold

friend dimensions on the KINDL children’s scale were statis-
tically lower than the healthy controls (z = —2.693, P =.008;
z=-3.638, P=.001; z=—-2.048, P=.043; z=-2.641, P=.010,
respectively).

KINDL children total, emotional well-being, friend scores of
epileptic patients without comorbidities were statistically
lower those healthy controls (z = —2.731, P=.008; z = —4.006,
P =.001; z=-2.757, P =.007, respectively).

Correlation Studies

There was a positive moderate correlation between KINDL
Epilepsy QoL dimension scores and the scores of all sub-
dimensions of the parent KINDL QoL scale (r = +0.511, P < .0001).
There was a positive moderate correlation between KINDL
Epilepsy QoL dimension scores and Kid-KINDL Qol total score,
physical health score, self-esteem score, and school score
(r=+0.356, P=.005; r =+0.323, P=.012; r = +0.478, P=.0007;
r = +0.317, P = .014, respectively). There was a negative mod-
erate correlation between Child Depression Scale scores and
KINDL Epilepsy QoL dimension scores (r = —0.525, P < .0001).
There was a negative moderate correlation between KINDL
Epilepsy QoL dimension scores and Child State Anxiety Scale
scores (r = —0.456, P < .0001). There were negative moderate
correlations between Beck Anxiety and Beck Depression Scale
scores and KINDL Epilepsy QoL dimension scores (r = —0.310,
P = .016; r = —0.425, P = .001). There was a positive moder-
ate correlation between the physical role difficulty, social func-
tion, emotional, mental, and general health dimensions of the
parental SF-36 QoL scale and KINDL Epilepsy QoL dimension
scores (r = +0.293, P = .023; r = +0.277, P = .032; r = +0.388,
P=.002; r =+0.325, P=.011; r = +0.324, P = .012, respectively).
There was moderate positive correlation between the physi-
cal health and emotional health dimensions of the parental
SF-36 QoL scale and KINDL Epilepsy scale treatment satisfac-
tion dimension scores (r = +0.312, P=.015; r = +0.292, P=.023,
respectively), (Table 5).

DISCUSSION

It is well known that epilepsy treatment is not limited fo treat-
ing seizures. Psychiatric comorbidities are common in child-
hood epilepsies and affect epilepsy treatment and QoL."? The
present study is a novel case-control study in which the psy-
chiatric status and QoL of both children and their families are
comprehensively examined. Children with epilepsy were both
more depressed and more anxious than healthy children in
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accordance with the literature. The physical health, emotional
difficulties, psychiatric, and general health of the parents of
the epilepsy group were lower than the control group’s parents.

Previously, studies have been conducted comparing the QoL of
patients with epilepsy and other chronic disease groups such
as cardiac diseases or asthma.?*3° However, it has become
popular today to conduct studies by investigating psychiat-
ric comorbidities and QoL in more homogeneous epilepsy
groups.® To increase the power of this study, all patients who
were determined to have the adequate mental capacity to
answer the questionnaire were included; however, it is recom-
mended that more advanced studies be performed in specific

epilepsy groups.

A variety of tools are available in the form of parent reports
and personal reports based on children’s HRQL.**** Previous
studies have found low to moderate consistency between self
and surrogate reports, but few studies have explicitly com-
pared psychometric attributes.?* In the present study, when the
parent and child forms of the KINDL QoL scales were compared
between epilepsy and control groups, parents of epileptic chil-
dren believed that only their children’s emotional QoL was
lower than the healthy group. Children with epilepsy believed
that their overall QoL was lower than healthy ones in the emo-
tional, family, and friends QoL domains. This study suggests
that adding self-measuring questionnaires to the extent that
the child’s mental state permits may be useful in learning the
details of the problem.

Many studies have found that the statements of children and
families about psychiatric health and well-being are compat-
ible.* In the present study, families of healthy children reported
higher psychiatric health and well-being than their children,
while families of children with chronic diseases reported lower
Qols than their children. No consistent findings were found
regarding other potential determinants of parent-child com-
patibilities, such as the child’s age, gender, or socioeconomic
variables.*® Different levels of consistency have been deter-
mined in terms of different aspects of HRQL between the fam-
ily’s and the child’s reports.’” These results show that families’
evaluations should be interpreted carefully as a potential
substitute for self-report evaluations. It has been suggested
that proxy reports should be regarded as providing comple-
mentary information about young people’s mental health and
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Table 5. The Relationship of the KINDL Epilepsy Scale with the Quality of Life of Parents and Children and Anxiety and Depression

Levels in the Patient Group

KINDL Epilepsy Quality of Life (n = 60)

KINDL Epilepsy Treatment Satisfaction (n = 60)

Parent KINDL total

r=+0.511 P <.0001*

Parent KINDL physical

r=+0.498 P <.0001*

Parent KINDL emotional

r=+0.279 P=.031*

Parent KINDL self-esteem

r=+0.397 P=.002*

Parent KINDL family

r=+0.475 P <.0001*

Parent KINDL friend

r=+0.396 P=.002*

Parent KINDL school

r=+0.381 P=.003*

Parent KINDL chronic disease

r=+0.426 P =.001*

Children KINDL total

r=+0.356 P=.005*

Children KINDL physical

r=+0.323 P =.012*

Children KINDL emotional

Children KINDL self-esteem

r=0.478 P <.0001*

Children KINDL family

Children KINDL family

Children KINDL school

r =+0.317 P =.014*

Children KINDL chronic disease

Child Depression Inventory

r=-0.525 P <.0001*

State anxiety

r=-0.456 P <.0001*

Trait anxiety

Beck anxiety

r=-0.310 P=.016*

Beck depression

r=—0.425 P =.001*

Sf36 physical

r =+0.312 P =.015*

Sf36 physical difficulties

r=+0.293 P=.023*

$f36 pain

Sf36 vitality

Sf36 social function

r=+0.277 P =.032*

Sf36 emotional

r=+0.388 P=.002*

r=+0.292 P=.023*

Sf36 mental

r=+0.325 P =.011*

Sf36 general health

r =+0.324 P =.012*

*Pearson correlation test was used.
Only significant correlations are mentioned.

well-being. Different authors emphasized the importance of
personal and family reports as complementary resources in
providing information on children’s QoL.?%* According fo these
authors, discrepancies between personal reports and reports
from families may not indicate inaccuracy or bias. These differ-
ences should be considered as data reflecting the perspective
of each participant.® It is thus believed that conducting both
self and family anxiety, depression, and HRQL questionnaires
will help reveal coexisting psychiatric problems in the follow-
up of children with epilepsy.

Riechmann et al® found that QoL in children with symptomatic
epilepsy and other comorbid diseases and their families was
lower, similar to this study.

Enhart et al** found that the parental reports and the children’s
reports differed slightly according to how each group’s per-
ceptions, assessments, and possibly the emotional resonance
of the child’s own HRQL but were internally consistent. Family
reports may help evaluate QoL in younger children because
they have more internal consistency.

Puka et al*® studied adolescents and young adults (AYA) and
determined that AYA-family agreement on HRQLwas moderate,

but significant differences were observed at the individual
level. Adolescents and young adults -family agreement varied
according fo AYA and parent’s age, seizure control, and family
environment.

Healy et al* reported that adolescents with mental iliness had
lower HRQL, and clinicians should manage and tfreat both
mental health and seizures with a holistic approach.

One of the limitations of the present study was that after
questionnaires were administered and answered, a psychiat-
ric interview was not conducted. If this process was added, it
would be possible to diagnose psychiatric disorders and pro-
vide a specific treatment. Another factor limiting our study was
the minimal sample size of the control group that was calcu-
lated as 60 healthy children and parents but the control group
of this study includes 51 children and parents. Because we
could only reach so many healthy children and their families
during the study.

In conclusion, it was found that when the QoL scales based on
the self-assessment of children with epilepsy are used, more
detailed information is obtained about their QoL than the infor-
mation provided by their families. As a take-home message, it
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is recommended to use the self-reporting Kid-KINDL Epilepsy
QoL scale in which the child answers themselves while evalu-
ating the patient in outpatient clinics. The importance of con-
sidering the family when evaluating the child’s psychiatric
condition should also be emphasized. In addition, it was deter-
mined that children with epilepsy have more mental problems
than healthy children, which reduces both their own and their
family’s QoL. In future studies, the HRQL questionnaires of epi-
leptic children and their families in conjunction with psycho-
logical interviews would be beneficial in revealing coexisting
psychiatric problems.
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