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Abstract

Epilepsy is one of the problems and diseases that accompanies a person for the rest of his/her life after diagnosis. This disease can severely 
affect a person’s physical condition and lead to psychological problems. Many patients with epilepsy suffer from psychological problems 
and are under the supervision of a psychiatrist, and they take medications to control the mental state. However, many patients are reluctant 
to take other medications, including psychiatric medications, due to long-term use of the drug. Therefore, in this study, we examined non-
pharmacological treatments for psychological problems caused by epilepsy. In addition to developing epilepsy and receiving medications 
for the disease, these patients develop mental illnesses such as stress, depression, anxiety, and cognitive processes that require treatment. 
After searching for texts published in various English language databases, the required items were obtained. First, some of the psychosocial 
consequences of epilepsy, including negative attitude towards epilepsy, social stigma, family factors, quality of life, and sexual activity, were 
evaluated. Furthermore, the concurrency of psychological disorders (stress, depression, anxiety, cognitive processes, and theory of mind) 
along with non-pharmacological treatments were investigated.
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1. Context
Epilepsy is one of the most important neurological disor-

ders of the nervous system. It is caused by sudden and ex-
cessive electrical discharge of neurons in the cerebral cor-
tex that occurs intermittently and is characterized by the 
long-term risk of recurrent epileptic seizures (1). The basis 
for the diagnosis of epilepsy is past medical history, clinical 
findings, and electroencephalography (EEG) results (2). Epi-
lepsy affects people of both genders in all age groups, races, 
and social classes (3). However, it tends to develop more in 
children and middle-aged people. According to reports, it 
is slightly more common in males than females. In a sys-
tematic review and meta-analysis by Fiest et al. (2016), the 
estimated global incidence rate of epilepsy was 2.2 to 41.0 
per 1000 people (4).

Epilepsy may have destructive economic, social, and cul-
tural outcomes for epileptic patients. It is associated with 
a broad spectrum of biological and psychopathological 
aspects, among which depression is the most common psy-
chological disorder in epileptic patients. The first-line treat-
ment for epilepsy is drug therapy, and psychological meth-
ods should not replace pharmacological therapy. However, 
some psychological interventions have been shown to be 
effective in solving the psychological problems of these 

patients (5). Accordingly, the present study reviewed the 
psychological factors and interventions in the treatment of 
epilepsy and its sociopsychological outcomes (6).

2. Socio-Psychological Outcomes of Epilepsy
Epileptic patients need to adjust to the psychosocial out-

comes of epileptic seizures and long-term care and medical 
treatment. Also, they have to cope with negative attitudes 
and false beliefs about epilepsy that exist in most commu-
nities and are more unpleasant than the epileptic seizures 
themselves (7). With the occurrence of the first epileptic 
seizure and the continuation of these attacks, deep chang-
es happen in the personality traits and in the emotional, 
educational, behavioral, occupational, social, and family 
aspects of life, all of which arise from the label “epileptic”. 
Finally, the continuance of these attitudes and labels leads 
to behavioral, emotional, and cognitive disorders and ab-
normalities, plus disruption of family, marital, profession-
al, and social relationships (8). Epilepsy results in psychoso-
cial problems because it is a chronic and lifelong disease. 
It affects different aspects of patients’ life, as well as their 
quality of life (QOL). Ultimately, it leads to problems such 
as lack of self-respect, depression, anxiety, social isolation, 
and fear of death during epileptic seizures. The following 
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is a brief review of some of the psychosocial outcomes of 
epilepsy (9, 10).

2.1. Negative Attitudes Towards Epilepsy
Epileptic patients and the people around them, including 

parents, teachers, or even the public, lack sufficient infor-
mation and knowledge regarding this disease. This results 
in misinterpretation and negative attitudes towards epi-
lepsy among the public. These wrong attitudes and percep-
tions in the community cause more restrictions for an epi-
leptic patient than the disease itself (11). The community’s 
attitude and behavior towards epileptic patients and the 
actions it takes in relation to them differ in social groups, 
and even in various geographical subgroups. In this regard, 
the social background, religious beliefs, and cultural crite-
ria influence the community’s attitude towards epilepsy 
(12). Furthermore, low self-esteem and negative self-con-
cept in epileptic patients are closely related to the attitudes 
towards this disease. Therefore, having proper knowledge 
and information about the causes of epilepsy is an impor-
tant factor in reducing negative attitudes towards epilepsy 
among the public, improving psychosocial adjustment of 
epileptic children and psychological well-being of parents, 
developing social skills in these children, and enhancing 
their social relationships and success after graduation 
from school (13).

2.2. Social Stigma
Epileptic people deal with feelings of disgrace and un-

worthiness, which starts with labeling and leads to social 
isolation and exclusion, and in most cases, to social stigma. 
Social isolation perceived by patients is associated with 
mood disorders, anxiety, and low self-esteem, which cause 
patients to consider epileptic seizures a factor leading to 
more severe disability, as well as lower QOL and psycho-
logical well-being. Felt stigma and enacted stigma are the 
two types of social stigma in epileptic patients. Felt stigma 
refers to the shames of being epileptic and the fear of con-
fronting the related feeling of disgrace. Enacted stigma 
refers to real periods of discrimination because of being 
afflicted with this disease (14).

The intensity of the feelings of being stigmatized differs 
in different patients. There is evidence indicating that the 
type of epilepsy, the age of onset of the disease, the pa-
tient’s feelings regarding life and the damages caused by 
epilepsy, anxiety, uncertainty, anxiety resulting from epi-
leptic seizures, social support, self-efficacy, occupational 
status, and other psychosocial problems influence the per-
ception of social stigma in epileptic people (15).

2.3. Family
Epilepsy creates a unique challenge for the patients and 

their families. The social stigma attached to these patients 
in a more general perspective affects their family and their 
communication models, and lowers the prestige of the 

family. The basis of the family adaptation model to deal 
with its epileptic member includes being aware of the af-
fliction of the family member with epilepsy, re-regulating 
and re-developing the roles, facing social conflicts and 
problems, and helping the epileptic member to rejoin 
the community. Research has shown that there are higher 
levels of emotional expression, anxiety, and depression in 
families with epileptic members, and parents taking care 
of epileptic children become emotionally damaged and 
physically weak. Furthermore, the problems and concerns 
of parents with epileptic children lead to their excessive 
support and imposition of restrictions on these children’s 
activities, or even to epileptic seizures (16, 17).

2.4. Quality of Life
The QOL of epileptic people is lower than that of the gen-

eral population, and it is the same or even worse than that 
of patients with other chronic diseases, such as asthma and 
diabetes. The disruption in cognitive function is the most 
important cause of the decline in QOL. However, patients 
without seizures have desirable life satisfaction, and pa-
tients with a better QOL enjoy a better mental health. Evi-
dence indicates that the factors pertaining to demographic 
characteristics and epilepsy, along with physiological and 
psychosocial factors (such as social support and self-man-
agement behaviors), anxiety, and uncertainty can affect 
patients’ QOL. Various studies have reported that different 
factors have greater influence on patients’ low QOL (18).

2.5. Sexual Activity
Sexual activity can trigger seizures in epileptic people 

with an incidence rate of 40% in all epileptic people. In 
these patients, heavy breathing during orgasm, sexual 
intercourse, and even self-stimulation in marital relation-
ships can increase epileptic seizures. Besides, two-thirds 
of epileptic patients complain of reduction in or dysfunc-
tion of sexual activity, but in few cases, an increase in sexual 
desire has been reported. Sexual dysfunction has a nega-
tive effect on various dimensions of QOL in epileptic pa-
tients. Sexual dysfunction in these patients is experienced 
as arousal disorder or orgasmic dysfunction. A variety of 
etiological reasons have been proposed in this regard, in-
cluding the process of epilepsy as a chronic and disabling 
disease, drug therapies for epilepsy, psychosocial factors 
(such as depression), hormonal disorders caused by drugs, 
dysfunction of the limbic-hypothalamic-pituitary system, 
increased secretion of prolactin and reduced secretion of 
gonadotropin, including LH and FSH followed by reduced 
secretion of testosterone, psychological factors (such as 
fear of the onset of epileptic seizure during sexual inter-
course), and high prevalence of polycystic ovary syndrome 
(PCOS) in epileptic women. In general, the neurological 
factors and therapeutic, hormonal, cognitive, and psycho-
social measures are involved in the development of sexual 
and fertility disorders in epileptic women (19).
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2.6. Other Outcomes
Epilepsy can lead to academic failure, problems in com-

municating with peers, poorer academic performance in 
children, and problems in employment, marriage, having 
children, and legal restrictions in adult life. Besides, be-
havioral problems in children with epilepsy may damage 
their social adequacy. Mainly, epilepsy has an indirect effect 
on social adequacy and mental health. In accordance with 
the existing evidence, the lack of social skills and presence 
of attention problems make epileptic children prone to 
behavioral disorders. In addition, factors pertinent to epi-
lepsy prevent children from acquiring desirable social ad-
equacy. Fear of mental retardation, self-alienation, and un-
certainty, fear of dying during epileptic seizures, inferiority 
complex, diminished self-confidence, deprivation of social 
rights such as driving, low annual income, and purchase 
of expensive drugs are among the other psychosocial out-
comes of epilepsy (20, 21).

3. Concurrency of Psychological Disorders
Emergence of psychosocial problems exposes epileptic 

patients to various psychiatric disorders, such as anxiety, 
major depressive disorder, psychosis, personality change, 
erectile dysfunction in men, and sexual dysfunction in 
women. Depression has been observed in 20% of epilep-
tic patients, and suicide risk among these patients is two 
times higher than the normal population. Furthermore, 
epilepsy is more common among autistic patients. This 
section investigates some of the psychological factors in-
volved in the aggravation and treatment of epilepsy (22).

3.1. Stress
Many epileptic patients have reported the effect of 

stress on the frequency and aggravation of epileptic sei-
zures (incidence rate: 50 - 80% in all epileptic people). 
Most of the known causes of epileptic seizures, such as 
tumors, brain damages, or quitting alcohol, which in 
some cases lead to epilepsy, are stressors. In this regard, 
chronic stress can result in the development or diagno-
sis of epilepsy. Several studies stated that fatigue, sleep 
deprivation, stress accompanying insomnia, and stress 
itself are among the independent factors that lead to 
epileptic seizures (23). Stress as a defense mechanism, if 
severe, can lead to changes in hormonal balance, reduce 
sexual activity, and lead to poor sexual function (11). In-
creased stress is also inversely related to QOL, so that the 
higher the stress, the lower the QOL in epileptic people 
(13). Finally, family relationships in patients with epilep-
sy and high stress are strongly affected by stress, which 
leads to such adverse effects as separation, violence, and 
fights (23).

3.2. Depression
One out of every three epileptic people has experienced 

depression in their life. Depression is more common in 

these patients compared to other people (incidence rate: 
25 - 55% in all epileptic people). Furthermore, people with 
family records of depression are at risk of depression. 
Depression affects the QOL related to health in epileptic 
people. Psychosocial problems, such as adaptation to epi-
lepsy, fear of the onset and continuance of seizures, finan-
cial pressure, social support and family, occupational and 
social problems are all involved in aggravation of depres-
sion in epileptic people (24).

Some epileptic people experience depression before, 
during, or after seizures. Depression can occur hours 
prior to seizure. Furthermore, some epileptic patients 
may experience a sudden change of mood prior to their 
first seizure (warning symptoms of seizure). This is more 
common among people with temporal lobe epilepsy. De-
pression might not occur within several hours or more 
than seven days after the seizure. People whose seizure is 
not controlled with anti-epileptic drugs (AEDs) are more 
at risk of depression. Depression can aggravate epilepsy, 
disrupt a person’s sleep pattern, or cause a person to for-
get the dosage of their AEDs. Both cases may trigger sei-
zures in some epileptic patients (25, 26).

Some AEDs can affect epileptic patients’ mood and lead 
to depression as a side effect. The depression cases de-
pend on the dosage of consuming some AEDs, but not 
all of them. Hence, the higher the dosage of consuming 
a specific drug, the higher the risk of the development of 
depression. Patients who consume more than one type of 
AEDs are more at risk of depression (3).

Depression is a more severe form of stress that leads to 
a severe decline in QOL in epileptic people. Also, in people 
with epilepsy and depression, family relationships might 
be destructed (19). Researchers have shown that the high-
er the severity of depression, the more questionable and 
easily destroyed the friendships that are at the heart of 
the family (11, 17). There is also a decrease in the coopera-
tion of family members with the patient. The sexual life 
of these people is also impaired due to the suppression 
of the sexual system following the imbalance of sex hor-
mones (22).

3.3. Anxiety
In general, 35% of epileptic patients suffer from anxi-

ety and depression. Anxiety in epilepsy can be classified 
on the basis of the temporal relationship with stressful 
events. Accordingly, epileptic people experience anxiety 
before, during, and after a seizure. Pre-seizure anxiety oc-
curs several hours or several days before the seizure, and 
post-epileptic seizure anxiety may continue up to seven 
days after the seizure. In pre-seizure, anxiety, rage, fear, 
and irritability can cause a partial seizure or a complex 
partial seizure, especially in temporal lobe epilepsy (26).

Anxiety during a seizure refers to the presence of symp-
toms of anxiety with no temporal relationship with seizure 
and appears as panic disorder, generalized anxiety disorder 
(GAD), and obsessive-compulsive disorder (OCD). Different 
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studies have reported the prevalence of anxiety during sei-
zure; however, it has been reported more often in patients 
with focal epilepsy than in patients with other chronic dis-
eases and normal people. The origin and types of seizure, 
time of diagnosis, temporal lobe epilepsy, consumption 
of AEDs, and psychosocial factors can aggravate anxiety in 
epileptic people (27). Anxiety has a similar mechanism to 
stress, but it is less severe (19). Therefore, in people with epi-
lepsy, anxiety has less effects on such variables as sexual de-
sire, QOL, and family relationships. Thus, it is better to treat 
anxiety in the early stages to reduce its severity (20, 21).

3.4. Cognitive Processes
Although most epileptic patients enjoy normal intelli-

gence, they generally have poorer cognitive functions such 
as attention problems, slowed thought processes, word 
finding difficulties, and memory problems compared to 
normal people. However, an intelligence range lower than 
normal has been observed in epileptic patients with and 
without brain damage, as well as in patients with more 
frequent seizures kept at clinical centers. In some studies, 
a slight but general defect was reported in cognitive func-
tions of these patients, including perception, recognition, 
judgment, learning, and memory. Even in the absence of 
epileptic seizures, attention deficit disorder has been ob-
served in these patients (28).

On the other hand, simple and complex reaction time 
in epileptic patients is longer than in normal people, and 
they have poorer personal and spatial perception func-
tions. Defects in memory functions in idiopathic epilepsy 
and reduced brain functions in temporal lobe epilepsy, 
which affects some of the speech activities, memory func-
tion, and visual and auditory functions, are also observed. 
Epileptic seizures, confusion following seizures, brain 
tumor, AEDs, seizure deep in the temporal lobe, age at on-
set of epileptic seizures, and the duration of epilepsy can 
affect the memory function and problems related to it in 
epileptic people. Furthermore, people suffering from left 
temporal lobe epilepsy experience speech memory prob-
lems, whereas people with right temporal lobe epilepsy 
suffer from visual memory problems. There is contradic-
tory evidence regarding improvement in patients’ intelli-
gence, memory, spatial perception, and personal percep-
tion after cessation of epileptic seizures (29).

3.5. Theory of Mind
Theory of mind deficit in epileptic people may cause 

problems in bilateral interactions and relationships, 
which are one of the features of this deficit and originate 
from a neural basis, the effect of drugs, and clinical, per-
sonality, and situational characteristics of patients. Re-
searchers define the theory of mind as the capacity of a 
person in ascribing mental states to oneself and others 
and predicting behaviors on the basis of mental states. 
Furthermore, some other researchers define the mind 
as the power of the human mind for imagining one’s 

own states and those of others. There is a relationship 
between the age of onset of epilepsy and theory of mind 
deficit. The earlier the age of onset of epilepsy, the higher 
theory of mind deficit. Patients with temporal epilepsy 
suffer from a defect in the basis and progress of the the-
ory of mind, and this damage is reported to occur more 
in people with right temporal lobe epilepsy (30). Patients 
with middle temporal lobe epilepsy demonstrate prob-
lems regarding learning from feedbacks and making 
decisions in vague and undetermined conditions. These 
patients face problems in the various aspects of social 
cognition and are at risk. They encounter more problems 
than patients with non-temporal lobe epilepsy. Mind in 
patients with focal epilepsy has a specific impact on self-
evaluation, ability to cope with problems, and QOL. Stud-
ies on other types of epilepsy indicated bilateral amygda-
la damage in processing the theory of mind. Besides, the 
evident brain areas along with epileptiform discharges 
affect the neural networks of the theory of mind (31).

4. Treatment
Even though most cases of epilepsy cannot be prevent-

ed, taking measures to reduce the damage to the head 
and providing the required care at birth may be benefi-
cial in preventing epilepsy. Epilepsy is usually treated af-
ter the first seizure by daily consumption of drugs. AEDs 
are considered selective therapy for epilepsy, and proba-
bly they should be used throughout the entire life of epi-
leptic patients. AEDs are selected on the basis of the type 
of seizure, epilepsy syndrome, other employed therapies, 
health problems, age, and lifestyle of the patient. Drug 
therapy is the first line of treatment of epilepsy; however, 
considering the psychosocial problems associated with 
this disorder, psychological and psychosocial interven-
tions can be employed as a complementary treatment 
to improve the mental hygiene of epileptic people. Here, 
the types of treatments and their effectiveness in these 
patients will be discussed (32).

4.1. Drug Therapies
Drug therapy is the front-line treatment for epilepsy. 

Prescribing AEDs has been quite successful in preventing 
or reducing the frequency of seizures. The main AEDs are 
carbamazepine, phenytoin, and valproic acid, and the new 
drugs include gabapentin, lamotrigine, tiagabine, and 
topiramate. Drug selection must be based on diagnosis, 
clinical conditions, facilities, healthcare, and economic 
status of the patient. AEDs can control epileptic seizures to 
a considerable extent; however, their side effects, such as 
causing behavioral problems and affecting cognitive func-
tions and memory are among the serious problems. AEDs 
can have harmful effects on cognitive functions by prevent-
ing neuronal excitability or increasing neuronal transfers. 
The old AEDs, such as phenobarbital, phenytoin, carbam-
azepine, and sodium valproate, have unfavorable effects 
on cognition (attention span, motor function continuity, 
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and time of doing specific homework) and memory. New 
AEDs (felbamate,  vigabatrin, gabapentin, and lamotrigine) 
are more tolerable for patients, although their delayed 
and long-lasting side effects cannot be ignored. Certain 
new AEDs such as gabapentin and lamotrigine have less 
harmful effects on cognitive functions and mostly affect 
emotions. However, several studies have mentioned the 
positive effects of new drugs; for instance, lamotrigine can 
cause behavioral improvement, increased alertness, and 
reduced absence seizures. Considering the undesirable 
side effects of drugs on cognition and memory functions 
in patients, it appears that greater attention should be 
paid to psychological treatments alongside pharmacolog-
ical therapies (33).

4.2. Psychological Interventions
Some psychological interventions can be employed to 

reduce psychological problems in epileptic people. In this 
regard, cognitive-behavioral therapy (CBT) is effective in 
treating inefficient attitudes and depression. This model 
argues that patients’ psychological problems are due to 
their inefficient beliefs and fundamental assumptions re-
garding the self, the world, and human beings. Inefficient 
thoughts and attitudes and negative reactions in the com-
munity towards this disease lead to despair and passivity 
in most of these patients. The CBT targets these intellec-
tual distortions and negative attitudes, and corrects and 
replaces them with positive and constructive thoughts. 
Besides, it treats the psychological disorders in these pa-
tients and enhances their QOL by correctly accepting the 
disease and increasing their daily activities (7). Another 
therapeutic approach is teaching the coping skills to pa-
tients to reduce stress. Since a broad spectrum of behaviors 
can be effective in reducing stress, it is possible to control 
the emotional and behavioral outcomes of the disease by 
learning the required skills. The precede-proceed model is 
another training approach that affects patients’ awareness, 
attitudes, and behavior. This approach is a model for plan-
ning and consists of two parts. The first part includes a se-
ries of designed evaluations that produces the information 
to be used in subsequent decision-making. This collection 
of the stages includes considerable investigation and clas-
sification of all factors and refers to the precede part of the 
model (i.e., the predisposing, reinforcing, and enabling fac-
tors for training, ecological, and evaluation recognition). 
The second part is determined by the strategic execution of 
the multiple activities that are based on what was learned 
from the evaluations in the first stage (34).

The intervention based on emotion regulation has a 
positive impact on psychological well-being. In this inter-
vention, people learn the correct methods of coping with 
problems and events and the appropriate way of commu-
nicating with others by learning the correct methods of 
expressing emotions. This can lead to the establishment 
of a better relationship between the epileptic person and 
others, logical interpretation of events, and also correc-

tion of communicative and interpersonal problems in 
epileptic patients. One of the approaches in behavioral 
therapy is progressive muscular relaxation, in which the 
patient helps the general relaxation of the body by con-
tracting and relaxing a group of muscles. In this thera-
peutic approach, the patients are trained to contract a 
group of their muscles from head to toe, count to five, 
relax, and count to ten (35).

Mindfulness therapy is another therapeutic approach 
that emphasizes the present moment via a special, target-
ed, and non-judgmental method. This therapy combines 
the methods of meditation and body inspection to in-
crease the understanding and mindfulness of thoughts, 
feelings, and automatic and unintentional bodily sen-
sations. In this method, patients are trained to employ 
methods to remove the automatic state of the responses 
dependent on thoughts, feelings, and bodily sensations 
and make changes in their occurrence. Another effective 
approach for epileptic patients resistant to treatment is 
based on acceptance and commitment. In this method, 
the patients are confronted with situations that they 
normally avoid. They are also trained to experience their 
thoughts and feelings merely as thoughts and be aware 
of the inefficient nature of their current plan instead of 
trying to suppress those thoughts and feelings, and in-
stead of providing an answer to them, carry out what is 
important for them in life and is in line with their values. 
Patients with epilepsy are more inclined towards depres-
sion due to frequent confrontation with uncontrollable 
events (epileptic seizures) and the fear of these epileptic 
seizures happening in the social environment, as well 
as concerns regarding the perceptions of others about 
them, which might result in strengthening the inefficient 
beliefs in them. On the other hand, the continuation of 
epileptic seizures and disruption in cognitive function 
can lead to a reduction of QOL in epileptic people. The 
CBT targets automatic thoughts and changes the funda-
mental beliefs of patients attributing the failures caused 
by epilepsy to themselves, which results in the improve-
ment of their mood and depression. Planning the activi-
ties also helps epileptic patients to improve their QOL 
by reducing their failures in achieving their daily goals 
and valuing any increase in the level of the daily activi-
ties (36).

Epileptic patients experience their first epileptic seizure 
following stressful events, and in many cases, the stress 
is effective in the repetition of seizures. Thus, teaching 
coping skills to epileptic people helps them to know the 
relationship between epilepsy and stress and gradually 
minimize the stress by employing the appropriate cop-
ing methods, stress-management methods, social support 
seeking methods, positive reinterpretation of epileptic sei-
zures to cope with avoidance of the disease, and actively 
confront the problems. Epileptic patients do not have 
sufficient information and knowledge regarding their 
disease, treatment options, and psychosocial outcomes. 
However, the precede-proceed model is a collection of 



Charsouei S et al.

Health Tech Asmnt Act. 2021; 5(2).6

consecutive stages that proposes objectives and criteria 
regarding the policy, implementation, and assessment of 
precede stages to identify the priorities and regulate goals 
in the proceed stages. Thus, it improves the mindfulness, 
attitude, and behavior of epileptic patients. These patients 
have lower levels of psychological well-being. On the other 
hand, when facing an emotional situation, a good feeling 
and optimism are not sufficient for controlling emotions; 
however, patients with epilepsy are required to employ the 
best cognitive function in these situations. Thus, emotion 
regulation based intervention promotes the psychological 
well-being of epileptic patients by increasing the ability to 
understand the emotions, modify the experience, and ex-
press emotions (37).

As mentioned, epileptic people have a lower QOL com-
pared to the normal population and patients of other 
chronic diseases. Therefore, progressive muscle relaxation 
prevents negative thoughts and emotions, such as anxiety 
and stress, and neutralizes the effects of the increase in 
muscular pressure on the body. As a result, it enhances the 
QOL of the patients by reducing the number of epileptic 
seizures. Furthermore, a computer-based training pack-
age indirectly reduces the difficulties of families regarding 
the problems pertinent to health since the awareness and 
attitudes of epileptic people, their family, and the commu-
nity towards epilepsy has a vital role in the process of treat-
ment, and it can affect the QOL of these patients. Mindful-
ness therapy emphasizes the non-judgmental approach 
regarding the internal experiences (feelings and cogni-
tion) over time and increases awareness and acceptance 
of life events pertinent to epilepsy, mindful attention, 
and emphasis on the present time, confrontation with 
unpleasant thoughts and feelings, Not avoiding bad feel-
ings and accepting them and accepting them, all of which 
can result in improvement of QOL in epileptic patients. 
In the treatment based on acceptance and commitment, 
the patients are trained to propose a suitable meaning 
for their problems, accept the psychosocial outcomes of 
epilepsy, avoid verbal rules and evaluations through diffu-
sion, live in the moment, behave with respect to their val-
ues through committed actions despite the social stigma 
caused by the disease, behave according to their selected 
values, and find their selected orientations in life (38).

4.3. Self-Management Behaviors
Epileptic people are required to carry out a considerable 

psychosocial and behavioral adjustment in their daily rou-
tine to have a high QOL. Behavioral adjustment includes 
observing medical diet, receiving sufficient sleep and ap-
propriate nutrition, and adopting stress-relieving plans 
to improve the general health status. Psychosocial adjust-
ment includes an adjustment to attachments caused by 
the disease in conducting the daily routine (e.g., inability 
to drive or work), or tolerating the social stigma caused by 
epileptic seizures for patients. Psychosocial and behavioral 
adjustments constitute self-management behaviors when 

combined. Several studies argued that self-management 
behaviors in epilepsy include the management of infor-
mation, safety, drugs, epileptic seizures, and the lifestyle 
of a person. Epileptic people employ self-management 
behaviors to a moderate extent. Epileptic attacks have a 
direct relationship with the amount of control over the 
disease and self-management behaviors (17, 39).

Finally, it can be said that self-management behaviors 
increase the QOL in patients with epilepsy (18) by increas-
ing the mental and psychological capacity of individuals; 
this leads to a feeling of freshness and positivity and im-
proves family relationships (25). On the other hand, this 
issue can lead to better management of sexual function 
and, following the establishment of hormonal balance, 
leads to optimal sexual function in epileptic patients (31).

4.4. Conclusion
Psychosocial problems in epileptic people expose them to 

a variety of psychological disorders, such as anxiety, major 
depressive disorder, psychosis, personality changes, erec-
tile dysfunction in men, and sexual dysfunction in women. 
Many psychological factors (such as stress, anxiety, depres-
sion), sexual activities, cognitive processes, theory of mind, 
and self-management behavior have a vital role in aggrava-
tion and treatment of epilepsy. The first line of treatment 
for epilepsy is drug therapy, and other psychological meth-
ods should not be used as a replacement for drug therapy. 
However, the behavioral-cognitive interventions and the 
third wave can be employed to improve the psychological 
well-being of epileptic patients. The third wave therapies 
are a combination of the spiritual tradition of the East, 
such as meditation techniques and mindfulness with the 
traditional cognitive-behavior therapy, which was com-
menced in the early 1990s and emphasizes mindfulness 
of the now and accepting it. Besides, in this approach, the 
schema that narrates the fundamental beliefs, which is the 
constituent of a person’s viewpoint regarding self, others, 
and the surrounding world, was employed to help the pro-
cess of treatment. Epilepsy in itself is not a debilitating and 
regressive disease and can be treated. Even in case of psy-
chosocial problems, patients can manage different dimen-
sions of their life affected by epilepsy through observing 
the multifaceted precautions. Therefore, it is recommend-
ed to employ a comprehensive psychosocial rehabilitation 
model, which includes prevention, treatment, rehabilita-
tion, and improvement of the QOL of epileptic people and 
comprises a collection of units of diagnosis, inpatients and 
outpatients, training, in-person, and phone consultation, 
family consultation, treatment group, empowering, social 
work, job training, and job-seeking, treatment at home.
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