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Abstract

Objective—This study aimed to identify psychosocial predictors of two-year antiepileptic drug 

(AED) adherence trajectories among youth with newly diagnosed epilepsy, controlling for known 

demographic and medical factors.

Method—This study is part of a large, prospective, longitudinal observational study of AED 

adherence and medical outcomes in youth with newly diagnosed epilepsy. Parents completed 

questionnaires of psychosocial and family functioning at one-month and one-year following 

diagnosis. Chart review and questionnaires were used to collect medical variables and seizure 

outcomes. Previously established two-year AED adherence trajectories (Severe Early Non-

Adherence, Variable Non-Adherence, Moderate Non-Adherence, High Adherence) were used as 

the outcome variable.

Results—Participants were 91 parents of youth with epilepsy (7.3 ± 2.8 years of age; 60% male) 

and their families. Early (one-month following diagnosis) predictors of two-year adherence 

trajectories included socioeconomic status, epilepsy knowledge, family problem-solving, and 

family communication. Significant predictors one-year following diagnosis included 

socioeconomic status, parent fears and concerns, and parent life stress.

Conclusion—There are modifiable parent and family variables that predict two-year adherence 

trajectories above and beyond known medical (e.g., seizures, side effects) factors. Psychosocial 

interventions delivered at key points during the course of epilepsy treatment could have a positive 

impact on adherence outcomes.
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1. Introduction

Past research has shown that children with epilepsy have difficulties taking antiepileptic 

drugs (AEDs) as prescribed[1, 2]. There are significant health and economic impacts of 

nonadherence to AEDs, such as poor seizure control[2], uninformed clinical decision 

making[3], and increased health care costs in adults[4].

In an effort to better understand reasons for nonadherence, past research has identified 

demographic, medical, and psychosocial factors associated with adherence behaviors (e.g., 

taking medication, clinic attendance). Lower socioeconomic status (SES) is consistently 

related to[5] and predicts[1] nonadherence across the disease course. Additional 

demographic and medical predictors of adherence include family composition, family 

history of epilepsy[6], and seizure control[2, 7]. While these factors may help clinicians 

classify patients most at-risk for non-adherence, the identification of modifiable 

psychosocial factors would more easily lend themselves to intervention and ultimately, 

improved adherence. Prior cross-sectional studies have demonstrated that less disease 

knowledge[8], higher barriers to the medication regimen[9], poorer parent psychosocial 

status, and poorer family functioning[10] negatively predict AED adherence. However, 

these studies have methodological limitations which limit generalizability of findings. 

Specifically, these studies lack an operational definition or evidence-based measure of 

adherence[6–8, 10–12], have small sample sizes[5–7], or assessed patients with chronic 

epilepsy[10, 12]. Additionally, most of the research has identified correlates, rather than 

predictors, of adherence over the course of epilepsy treatment[7, 8, 11, 12]. Identifying 

predictors that are amenable to intervention is essential for the prevention or reduction of 

nonadherence over the course of epilepsy treatment.

This study, which is a secondary data analysis[1], aimed to identify demographic, medical, 

and psychosocial predictors of previously established adherence trajectories among young 

children newly diagnosed with epilepsy at two different points in the course of epilepsy 

treatment. Factors that predict adherence may change over time as the family adjusts to the 

diagnosis and associated medical management[13]. For example, AED side effects may be 

highest during the acute period but often dissipate as the patient moves further from 

diagnosis and treatment initiation[14]. Further, a patient’s tolerance for various AED side 

effects changes over time[15]. However, as the patient and family become more familiar 

with the condition and AED regimen, other factors, such as lack of resources and parental 

distress, may contribute to adherence difficulties. These trajectories were initially 

established to understand the influence of AED adherence on seizure outcomes. The next 

crucial step is to identify predictors of these trajectories to improve adherence following 

diagnosis. It was hypothesized that a more favorable (better) adherence trajectory would be 

predicted by fewer perceived barriers to the medication regimen, greater parent epilepsy 

knowledge, less perceived social stigma, decreased parent stress, and better family 

functioning, after controlling for SES, seizure trajectories, and AED side effects both early 

(one month following diagnosis) and later (one year following diagnosis) in the course of 

treatment.
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2. Methods and materials

2.1. Participants

Participants were recruited from a New Onset Seizure (NOS) Clinic at a Midwestern United 

States children’s hospital from November 2006 through March 2009. Eligibility criteria 

included: 1) new diagnosis of epilepsy; 2) 2–12 years old; 3) no parent-reported comorbid 

chronic illnesses requiring routine medications (e.g., diabetes) or significant developmental 

disorders (e.g., autism); 4) no prior AED treatment; and 5) initiation of carbamazepine or 

valproic acid monotherapy (which represented standard clinical practice within the NOS 

Clinic at the time of the study). There were 111 eligible families (children with epilepsy and 

a parent) that were approached for study participation. Five families declined participation 

due to time constraints (95% recruitment rate). One participant was found to be ineligible 

after informed consent was obtained (due to simultaneous diagnosis of a pervasive 

developmental disorder). Fourteen participants were excluded due to lack of follow-up data 

after their initial or one-month visit or significant missing adherence data (<90% complete 

data for all visits; see[16]. Thus, 91 participants were in this study cohort (82% of those 

initially eligible). The sample size for the one-year analyses was reduced to 73 due to 

missing adherence data or attrition (e.g., never returned to clinic, family relocated, 

withdrew) from the study. Participants who withdrew between the one-month and one-year 

predictor analyses were from lower SES households (t = 2.51, p = .014). There were no 

differences in age, sex, epilepsy type, adherence trajectory group, or seizure trajectory 

group.

2.2. Measures

2.2.1. Demographic and medical characteristics—A demographics questionnaire 

that assessed child and parent race, sex, age, and SES was obtained at recruitment. 

Socioeconomic status was assessed with the Revised Duncan, an occupation-based measure 

ranging from 15 to 97, where higher scores reflect higher occupational attainment[17]. For 

two-parent households, the higher Duncan score was used. Medical chart review was used to 

collect epilepsy-related information (e.g., date of diagnosis, epilepsy type, syndrome status, 

prescribed AED). Previously established seizure trajectories demonstrating the probability 

of having seizures over a two year period, including High (26% of participants) and Low 

(74% of participants)[16] were used as the seizure outcome variable. These trajectories are 

consistent with the broader pediatric literature, which suggests that approximately 30% of 

children will have intractable seizures[18–20].

2.2.2. Side effects—AED side effects were assessed with the 19-item Pediatric Epilepsy 

Side Effects Questionnaire (PESQ)[21] which consists of five subscales (i.e., cognitive, 

motor, behavioral, general neurological, weight). Each side effect was rated based on degree 

of severity on a 6-point Likert scale from “not present/not applicable or unable to assess” to 

“high severity”. The PESQ has excellent internal consistency (α = .90), test-retest reliability 

(.91), and construct validity[21].

2.2.3. Barriers to medication adherence—The Barriers subscale (8-items) of the 

Pediatric Epilepsy Medication Self-Management Questionnaire (PEMSQ)[9], was used to 

Loiselle et al. Page 3

Epilepsy Behav. Author manuscript; available in PMC 2016 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



evaluate a parent’s perception of factors that interfere with the child’s treatment regimen 

(e.g., forgetting, disliking taste). Items were rated on a 5-point Likert scale from “strongly 

disagree” to “strongly agree”. Internal consistency for the Barriers subscale was adequate (α 

= .59).

2.2.4. Epilepsy knowledge—Knowledge about medical and social aspects of epilepsy 

was assessed using a modified version of the Epilepsy Knowledge Questionnaire (EKQ)

[22]. Items were modified to be consistent with language and medical practice in the United 

States. The revised 47-item (True/False) version had a reliability coefficient of .58.

2.2.5. Parent functioning and stress—The Concerns and Fears subscale of the Parent 

Report of Psychosocial Care[23] consists of five items that assess parent concerns regarding 

whether the child’s seizures will result in negative cognitive and health outcomes. 

Reliability for the current sample was good (α = .85). The Family Stress Scale-Seizure 

Version (FSS-Seizure)[24] is a 14-item epilepsy-specific measure of parenting stress. 

Reponses were provided on a 5-point Likert scale, ranging from “not at all stressful” to 

“extremely stressful,” with higher scores indicating greater perceived stress. Reliability for 

the current sample was good (α = .87). The Parenting Stress Index (PSI)[25] is a well-

established, evidence-based measure of the degree to which stress is related to parent 

functioning, the behavioral and temperamental qualities of the child, and the parent-child 

relationship[26].

2.2.6. Social stigma—Parents’ perception of stigma toward his/her child with epilepsy 

was measured with the Social Stigma Scale[27]. Responses were made on a 5-point Likert 

scale ranging from “strongly disagree” to “strongly agree”, with higher scores indicating 

greater perceived stigma. Internal consistency for the current sample was .66.

2.2.7. Family functioning—The McMaster Family Assessment Device (FAD)[28] is a 

60-item well-established measure of family functioning[26]. Based on a priori hypotheses, 

we examined the general functioning (overall functioning of family) scale, as well as the 

problem-solving (ability to resolve problems), communication (exchange of clear and direct 

verbal information), and behavior control (manner used to express and maintain standards of 

behavior) subscales. Internal consistencies were excellent for the general functioning scale 

(α = .95) and acceptable for the subscales (α = .74 – .77).

2.2.8. Medication adherence—Adherence to AEDs was assessed on a daily basis with 

electronic monitors (i.e., MEMS™ TrackCap, Aardex, Sion, Switzerland). This continuous 

data was used to identify four long-term adherence trajectory groups over the course of two 

years using latent class growth modeling [16], which include: Severe Early Non-adherence 

(9%), Variable Non-Adherence (15%), Moderate Non-Adherence (37%), and High 

Adherence (39%). These trajectory groups capture patterns of adherence during the two 

years following epilepsy diagnosis.
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2.3. Procedure

This study was approved by the hospital’s Institutional Review Board. Written parental 

consent and verbal assent was obtained during the child’s first scheduled clinic visit. The 

current study is part of a larger investigation and details regarding study procedures have 

been described elsewhere[1, 2, 16]. Broadly, families were given an electronic monitor to 

measure AED adherence on the day of diagnosis. Children and their families completed ten 

study visits, which coincided with routine NOS clinic visits, over the course of two years. 

Data from the electronic monitors were downloaded at each visit; however, only parent-

reported questionnaires at one month and one year post-diagnosis were used for the current 

study. Families were compensated with gift cards for completion of questionnaires and for 

bringing electronic monitors back to clinic for study visits.

2.4. Approach to statistical analysis

Adherence trajectory group status was the primary outcome variable used in ordinal logistic 

regression models implemented in SAS (version 9.3; SAS Institute, Cary, NC). Individual 

and family factors were all entered simultaneously as predictors of adherence trajectory 

group status in these models. Two models were estimated at two different important time 

points: initial diagnosis and one-year following diagnosis. Statistical significance was 

defined as p < 0.05. For statistically significant predictors, odds ratios with 95% confidence 

intervals and partial r2 values were calculated to provide a better understanding of effect 

size. Partial r2 values were calculated using max-rescaled r2 values for logistic regression 

models to account for the fact that standard r2 measures generally have an upper limit of less 

than 1.0 for discrete outcome variables[29, 30].

3. Results

3.1. Participants

Children in the study cohort were 7.3 ± 2.8 years of age, 60% male, and 98% non- Hispanic. 

Additional participant characteristics are described in Table 1.

3.2. Initial predictors of adherence trajectories

Initial predictors (e.g., individual and family factors) of the two-year adherence trajectories 

(Severe Early Non-adherence, Variable Non-adherence, Moderate Non-adherence, and High 

Adherence) were evaluated. Four significant predictors were identified, including SES (χ2 = 

12.2 [n = 79]; p < .001; partial r2 = .093), epilepsy knowledge (χ2 = 4.0 [n = 79]; p = .04; 

partial r2 = .029), Problem Solving (χ2 = 10.6 [n = 79]; p = .001; partial r2 = .092), and 

Communication (χ2 = 9.8 [n = 79]; p = .002; partial r2 = .083). The result of the overall 

multinomial logistic regression model for predicting adherence trajectories is shown in 

Table 2.

3.3. Predictors of adherence trajectories at one-year following diagnosis

One-year post-diagnosis predictors of the two-year adherence trajectories were also 

examined. Three significant predictors were identified, including SES (χ2 = 10.1 [n = 67]; p 

= .002; partial r2 = .115), parent fears and concerns (χ2 = 6.3 [n = 67]; p = .01; partial r2 = .
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053), and parent life stress (χ2 = 4.4 [n = 67]; p = .04; partial r2 = .042). The result of the 

overall multinomial logistic regression model is shown in Table 3.

4. Discussion

To our knowledge, this is the first study to identify modifiable predictors of adherence 

trajectories in young children with newly diagnosed epilepsy using evidence-based 

adherence assessment[31]. Modifiable predictors of adherence trajectories included family-

based problem solving, family communication, parent life stress, parent fears and concerns, 

and parent epilepsy knowledge, while SES was a significant nonmodifiable predictor. 

Surprisingly, family and parent predictors were significant above and beyond important 

medical variables, such as seizure trajectories and AED side effects. Our data highlights the 

critical role of parent and family functioning in adherence behaviors in pediatric epilepsy.

We examined predictors of adherence at two key time points in the disease course: early in 

the diagnosis and one-year following diagnosis. Family SES emerged as an early and late 

predictor of two-year adherence trajectories. Since SES is typically stable over time, it 

appears to have ongoing negative consequences, such that lower SES is associated with 

worse adherence trajectories. It is well-established in the literature that lower SES is 

associated with poorer adherence among youth with epilepsy[1, 12] and other chronic 

illnesses[32]. Although SES is non-modifiable, clinicians should be aware that it is an 

important risk factor for non-adherence to AED therapy.

Parent and family factors played a differential role in predicting two-year adherence 

trajectories depending on the timing of assessment. Early in the disease course, parent 

epilepsy knowledge and family-based problem solving and communication were identified 

as significant predictors of adherence, after controlling for seizure trajectories and AED side 

effects. Greater parent knowledge of epilepsy was associated with better adherence 

trajectories soon after diagnosis but not later in the course of the disease. Knowledge has 

been shown to be a necessary, but not sufficient, factor[33, 34] to improve adherence 

outcomes in the general adherence literature[35, 36]. However, knowledge plays a minor 

role[8, 9] in adherence behaviors relative to other parent and family factors.

The ability for families to communicate and problem solve is critical for good adherence 

soon after diagnosis. Specifically, better family communication and problem-solving skills 

were associated with more favorable two-year adherence trajectories, above and beyond 

seizures and side effects. This is a novel finding within pediatric epilepsy, but has been 

demonstrated in other pediatric diseases[37] and highlights the specific aspects of family 

functioning that warrant clinical attention. Evidence-based adherence interventions that 

target problem-solving and communication, such as Behavioral Family Systems 

Therapy[38], have demonstrated efficacy for improving adherence in adolescents with 

diabetes and cystic fibrosis[39–42]. In addition, a pilot adherence intervention focused on 

education and problem-solving has demonstrated initial efficacy in young children with 

newly diagnosed epilepsy[43]. Future intervention efforts are needed to further enhance 

communication and problem-solving skills in families of children with epilepsy.
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One year following diagnosis, new predictors of adherence trajectories emerged, including 

parent fears and concerns and parent life stress (e.g., death of family members, significant 

income reduction, relocation, marital separation). Fewer parent fears/concerns and less life 

stress were associated with better adherence trajectories. The initial diagnosis and frequent 

medical monitoring in the form of clinic visits and correspondence with the health care team 

condition may override any parent concerns or anxiety, resulting in adequate adherence. 

However, as time increases from the child’s diagnosis, the parent’s functioning may become 

more salient with regard to adherence. It is also possible that once the shock of diagnosis 

wanes, parents start to worry about the long-term effects of epilepsy (e.g., re-emergence of 

seizures, future health complications secondary to AED treatment), which emerges as they 

learn more about the condition. This phenomenon has also been documented in the pediatric 

cancer literature[44–46]. It is likely that parent fears and stress may be handicapping them 

from engaging in epilepsy management behaviors. All families need time to adjust to the 

epilepsy diagnosis, new treatment regimen, ongoing seizures, and AED side effects[13, 47]. 

However, a subgroup of parents who experience fears, concerns, and life stress one year 

following the child’s epilepsy diagnosis appear to have more difficulty with AED adherence. 

All of these factors, in conjunction with low SES, may mean that some parents lack the 

resources to administer medication above and beyond the daily demands of their lives. 

Interestingly, these same variables seem to play a critical role in the child’s health-related 

quality of life[48]. Thus, parentfocused interventions to address fears, concerns, and life 

stress may be more critical later in the course of the child’s epilepsy and could have a 

positive impact on adherence to epilepsy treatment and ultimately HRQOL.

Overall, inter-disciplinary care, which includes social workers, pharmacists, and 

psychologists, may be beneficial throughout the treatment process to address these key 

parent and family behavioral predictors of adherence. A model of care has been established 

to proactively screen children with epilepsy throughout their disease course, which allows 

for early identification of both child and family needs[49]. Additionally, members of the 

psychosocial service are able to provide brief, evidence-based interventions to address these 

needs. Based on the results of the current study, targeted interventions at critical time points 

(e.g., one-month after diagnosis, one-year after diagnosis) may need to be incorporated into 

clinical care. Knowledge of the modifiable factors that are the strongest predictors of 

adherence over the course of epilepsy treatment could result in more efficient delivery of 

care. Future treatment studies should examine whether behavioral interventions targeted to 

the predictors identified in this study would result in improved adherence over time.

4.1. Limitations and future directions

There are limitations of the current study that should be considered, as well as 

considerations for future research. First, these data are representative of a cohort of young 

and school-aged children with newly diagnosed epilepsy. Findings from the current study 

may not generalize to adolescents and young adults with epilepsy or children with 

developmental disabilities. Future research should incorporate patients spanning a broader 

developmental level to determine if the modifiable factors identified in this study are 

relevant. Second, we only examined parent-reported factors as predictors of adherence 

trajectories due to the developmental level of our sample. There may be psychosocial factors 
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from the child’s perspective that are also critical predictors of adherence and future research 

should incorporate self-reported measures. Third, this study only evaluated individual and 

family level influences on AED adherence. Other modifiable and nonmodifiable factors, 

including aspects of the health care system (e.g., access to resources, patient-provider 

communication) and community (e.g., peer support), should be examined in the context of 

pediatric epilepsy adherence. Fourth, the measures designed to assess medication barriers 

and perceived social stigma had low internal consistency, which may have yielded non-

significant results. Finally, there was attrition across the course of the two-year study period, 

and these participants were more likely from lower SES backgrounds. This may limit 

generalizability of results.

4.2. Conclusions

Overall, the current study highlights the importance of parent and family factors in 

predicting two-year adherence trajectories in young children with newly diagnosed epilepsy. 

Parent and family functioning were associated with adherence above and beyond known 

medical correlates (i.e., seizure trajectories, side effects), further pointing to their salience 

and importance with regard to adherence. Behavioral interventions to improve some of these 

factors exist, and should be continued to be modified and used with pediatric epilepsy.

Acknowledgements

Supported by the National Institutes of Health (NIH) awarded to Dr. Modi (K23HD057333: Novel Adherence 
Measurement and Intervention in Children with New-Onset Epilepsy) and to Dr. Loiselle (T32HD068223: 
Enhancing Treatment Adherence and Health Outcomes). We would like to thank the families from the New Onset 
Seizure Clinic who participated in this twoyear longitudinal study. We would also like to thank Julie Field and the 
research staff who were involved with data collection.

Abbreviations

AED antiepileptic drug

SES socioeconomic status

References

1. Modi AC, Rausch JR, Glauser TA. Patterns of non-adherence to antiepileptic drug therapy in 
children with newly diagnosed epilepsy. JAMA. 2011; 305:1669–1676. [PubMed: 21521848] 

2. Modi AC, Rausch JR, Glauser TA. Early pediatric antiepileptic drug nonadherence is related to 
lower long-term seizure freedom. Neurology. 2014; 82:671–673. [PubMed: 24463625] 

3. Modi AC, Wu YP, Guilfoyle SM, Glauser TA. Uninformed Clinical Decisions Resulting From Lack 
of Adherence Assessment in Children with New Onset Epilepsy. Epilepsy and Behavior. 2012; 
25:481–484. [PubMed: 23159375] 

4. Ettinger AB, Manjunath R, Candrilli SD, Davis KL. Prevalence and cost of nonadherence to 
antiepileptic drugs in elderly patients with epilepsy. Epilepsy Behav. 2009; 14:324–329. [PubMed: 
19028602] 

5. Otero S, Hodes M. Maternal expressed emotion and treatment compliance of children with epilepsy. 
Dev Med Child Neurol. 2000; 42:604–608. [PubMed: 11034453] 

6. Asadi-Pooya AA. Drug compliance of children and adolescents with epilepsy. Seizure. 2005; 
14:393–395. [PubMed: 15978849] 

Loiselle et al. Page 8

Epilepsy Behav. Author manuscript; available in PMC 2016 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



7. Hazzard A, Hutchinson SJ, Krawiecki N. Factors related to adherence to medication regimens in 
pediatric seizure patients. J Pediatr Psychol. 1990; 15:543–555. [PubMed: 2124261] 

8. Carbone L, Zebrack B, Plegue M, Joshi S, Shellhaas R. Treatment adherence among adolescents 
with epilepsy: What really matters? Epilepsy & Behavior. 2013; 27:59–63. [PubMed: 23376337] 

9. Modi AC, Monahan S, Daniels D, Glauser TA. Development and validation of the Pediatric 
Epilepsy Medication Self-Management Questionnaire. Epilepsy Behav. 2010; 18:94–99. [PubMed: 
20452831] 

10. Mitchell WG, Scheier LM, Baker SA. Adherence to treatment in children with epilepsy: who 
follows "doctor's orders"? Epilepsia. 2000; 41:1616–1625. [PubMed: 11114221] 

11. Kyngas H. Compliance with health regimens of adolescents with epilepsy. Seizure. 2000; 9:598–
604. [PubMed: 11162760] 

12. Snodgrass SR, Vedanarayanan VV, Parker CC, Parks BR. Pediatric patients with undetectable 
anticonvulsant blood levels: comparison with compliant patients. J Child Neurol. 2001; 16:164–
168. [PubMed: 11305683] 

13. Painter E, Rausch JR, Modi AC. Changes in daily activity patterns of caregivers of children with 
newly diagnosed epilepsy: a case-controlled design. Epilepsy Behav. 2014; 31:1–6. [PubMed: 
24291521] 

14. Cramer JA, Mintzer S, Wheless J, Mattson RH. Adverse effects of antiepileptic drugs: a brief 
overview of important issues. 2010

15. Junger KW, Morita D, Modi AC. The Pediatric Epilepsy Side Effects Questionnaire: Establishing 
clinically meaningful change. Epilepsy Behav. 2015; 45:101–104. [PubMed: 25842203] 

16. Modi AC, Wu YP, Rausch JR, Peugh JL, Glauser TA. Antiepileptic drug nonadherence predicts 
pediatric epilepsy seizure outcomes. Neurology. 2014

17. Nakao, K.; Treas, J. General Social Survey Methodological Report No. 74. Chicago: University of 
Chicago, National Opinion Research Center; 1992. The 1989 Socioeconomic Index of 
Occupations: Construction from the 1989 Occupational Prestige Scores. 

18. Holland KD, Glauser TA. Response to carbamazepine in children with newly diagnosed partial 
onset epilepsy. Neurology. 2007; 69:596–599. [PubMed: 17679679] 

19. Holland KD, Monahan S, Morita D, Vartzelis G, Glauser TA. Valproate in children with newly 
diagnosed idiopathic generalized epilepsy. Acta Neurol Scand. 2010; 121:149–153. [PubMed: 
20055770] 

20. Kwan P, Brodie MJ. Early identification of refractory epilepsy. N Engl J Med. 2000; 342:314–349. 
[PubMed: 10660394] 

21. Morita DA, Glauser TA, Modi AC. Development and Validation of the Pediatric Epilepsy Side 
Effects Questionnaire. Neurology. 2012; 79:1252–1258. [PubMed: 22875082] 

22. Jarvie S, Espie CA, Brodie MJ. The development of a questionnaire to assess knowledge of 
epilepsy: 2--Knowledge of own condition. Seizure. 1993; 2:187–193. [PubMed: 8162382] 

23. Austin JK, Dunn DW, Huster G, Rose D. Development of scales to measure psychosocial care 
needs of children with seizures and their parents. 1. J Neurosci Nurs. 1998; 30:155–160. [PubMed: 
9689606] 

24. Stevens, J. Psychology. Bloomington: Indiana University; 1998. Parenting Stress, Social Support, 
Marital Satisfaction, and Psychological Distress in Families of Children with and without Seizure 
Disorders: A Contextual Approach. 

25. Abidin, RR. Parenting Stress Index: Professional Manual. Odessa: Psychological Assessment 
Resources, Inc.; 1995. 

26. Alderfer MA, Fiese BH, Gold JI, Cutuli JJ, Holmbeck GN, Goldbeck L, Chambers CT, Abad M, 
Spetter D, Patterson J. Evidence-based assessment in pediatric psychology: family measures. J 
Pediatr Psychol. 2008; 33:1046–1061. discussion 1062–4. [PubMed: 17905801] 

27. Austin JK, Macleod J, Dunn DW, Shen J, Perkins SM. Measuring stigma in children with epilepsy 
and their parents: instrument development and testing. Epilepsy and Behavior. 2004; 5:472–482. 
[PubMed: 15256183] 

28. Epstein NB, Baldwin LM, Bishop DS. The McMaster Family Assessment Device. Journal of 
Marital and Family Therapy. 1983; 9:171–180.

Loiselle et al. Page 9

Epilepsy Behav. Author manuscript; available in PMC 2016 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



29. Cohen, J.; Cohen, P.; West, S.; Aiken, L. Applied multiple regression/correlation analysis for the 
behavioral sciences. 3rd ed.. Mahwah N.J: L. Erlbaum Associates; 2003. 

30. Nagelkerke NA. A Note on a General Definition of the Coefficient of Determination. Biometrika. 
1991; 78:691–692.

31. Quittner AL, Modi AC, Lemanek KL, Ievers-Landis CE, Rapoff MA. Evidence-based assessment 
of adherence to medical treatments in pediatric psychology. J Pediatr Psychol. 2008; 33:916–936. 
discussion 937–8. [PubMed: 17846042] 

32. Berquist RK, Berquist WE, Esquivel CO, Cox KL, Wayman KI, Litt IF. Adolescent non-
adherence: prevalence and consequences in liver transplant recipients. Pediatr Transplant. 2006; 
10:304–310. [PubMed: 16677353] 

33. McQuaid EL, Kopel SJ, Klein RB, Fritz GK. Medication adherence in pediatric asthma: reasoning, 
responsibility, and behavior. J Pediatr Psychol. 2003; 28:323–333. [PubMed: 12808009] 

34. Modi AC, Quittner AL. Barriers to Treatment Adherence for Children with Cystic Fibrosis and 
Asthma: What Gets in the Way? J Pediatr Psychol. 2006; 31:846–858. [PubMed: 16401680] 

35. Bonner S, Zimmerman BJ, Evans D, Irigoyen M, Resnick D, Mellins RB. An individualized 
intervention to improve asthma management among urban Latino and African-American families. 
J Asthma. 2002; 39:167–179. [PubMed: 11990232] 

36. Singh RH, Kable JA, Guerrero NV, Sullivan KM, Elsas LJ 2nd. Impact of a camp experience on 
phenylalanine levels, knowledge, attitudes, and health beliefs relevant to nutrition management of 
phenylketonuria in adolescent girls. J Am Diet Assoc. 2000; 100:797–803. [PubMed: 10916518] 

37. Cohen DM, Lumley MA, Naar-King S, Partridge T, Cakan N. Child behavior problems and family 
functioning as predictors of adherence and glycemic control in economically disadvantaged 
children with type 1 diabetes: a prospective study. J Pediatr Psychol. 2004; 29:171–184. [PubMed: 
15131135] 

38. Wysocki T, Harris MA, Greco P, Bubb J, Danda CE, Harvey LM, McDonell K, Taylor A, White 
NH. Randomized, controlled trial of behavior therapy for families of adolescents with insulin-
dependent diabetes mellitus. J Pediatr Psychol. 2000; 25:23–33. [PubMed: 10826241] 

39. Quittner, AL.; Drotar, D.; Ievers-Landis, CE.; Seidner, D.; Slocum, N.; Jacobsen, J. Adherence to 
medical treatments in adolescents with cystic fibrosis: The development and evaluation of family-
based interventions. In: Drotar, D., editor. Promoting Adherence to Medical Treatment in 
Childhood Chronic Illness: Interventions and Methods. Hillsdale, NJ: Erlbaum Associates, Inc.; 
2000. 

40. Wysocki T, Harris MA, Buckloh LM, Mertlich D, Lochrie AS, Mauras N, White NH. Randomized 
trial of behavioral family systems therapy for diabetes: maintenance of effects on diabetes 
outcomes in adolescents. Diabetes Care. 2007; 30:555–560. [PubMed: 17327320] 

41. Wysocki T, Harris MA, Buckloh LM, Mertlich D, Lochrie AS, Sadler M, White NH. Randomized, 
controlled trial of behavioral family systems therapy for diabetes: Maintenance and generalization 
of effects on parent-adolescent communication. Behav Ther. 2008; 39:33–46. [PubMed: 
18328868] 

42. Wysocki T, Harris MA, Buckloh LM, Mertlich D, Lochrie AS, Taylor A, Sadler M, Mauras N, 
White NH. Effects of Behavioral Family Systems Therapy for Diabetes on Adolescents' Family 
Relationships, Treatment Adherence, and Metabolic Control. J Pediatr Psychol. 2006; 31:928–938. 
[PubMed: 16401678] 

43. Modi AC, Guilfoyle SM, Rausch J. Preliminary Feasibility, Acceptability, and Efficacy of an 
Innovative Adherence Intervention for Children With Newly Diagnosed Epilepsy. J Pediatr 
Psychol. 2013; 38:605–616. [PubMed: 23613481] 

44. Greenberg HS, Meadows AT. Psychosocial impact of cancer survival on school-age children and 
their parents. Journal of psychosocial oncology. 1992; 9:43–56.

45. Leventhal-Belfer L, Bakker AM, Russo CL. Parents of childhood cancer survivors: A descriptive 
look at their concerns and needs. Journal of psychosocial oncology. 1993; 11:19–41.

46. Van Dongen-Melman JE, Pruyn JF, De Groot A, Koot HM, Hählen K, Verhulst FC. Late 
psychosocial consequences for parents of children who survived cancer. Journal of pediatric 
psychology. 1995; 20:567–586. [PubMed: 7500231] 

Loiselle et al. Page 10

Epilepsy Behav. Author manuscript; available in PMC 2016 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



47. Austin JK. A model of family adaptation to new-onset childhood epilepsy. J Neurosci Nurs. 1996; 
28:82–92. [PubMed: 8718755] 

48. Wu YP, Follansbee-Junger K, Rausch J, Modi A. Parent and family stress factors predict health-
related quality in pediatric patients with new-onset epilepsy. Epilepsia. 2014

49. Guilfoyle SM, Follansbee-Junger K, Modi AC. Development and preliminary implementation of a 
psychosocial service into standard medical care for pediatric epilepsy. Clinical Practice in 
Pediatric Psychology. 2013; 1:276–288.

Loiselle et al. Page 11

Epilepsy Behav. Author manuscript; available in PMC 2016 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Highlights

• AED nonadherence leads to poor seizure control and uninformed clinical 

decision making

• There are modifiable predictors of poor adherence after diagnosis

• Psychological interventions can be used to improve adherence in youth with 

epilepsy
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Table 1

Participant Characteristics (n = 91)

Factor M SD

Child age (years) 7.3 2.8

Family Duncan scorea 53.5 20.6

n %

Child sex

  Male 55 60.4

Child race

  White 71 78.0

  Black 12 13.2

  Biracial 6 6.6

  Other 2 2.2

Child epilepsy diagnosis

  Localization-related/Focal 51 56.0

    Idiopathic 39 42.9

    Cryptogenic 6 6.6

    Symptomatic 6 6.6

  Generalized 23 25.3

    Idiopathic 18 19.8

    Cryptogenic 4 4.4

    Symptomatic 1 1.1

  Unclassified 17 18.7

    Idiopathic 17 18.7

Child epilepsy syndrome diagnosis 18 19.8

  Childhood/juvenile absence epilepsy 12 13.2

  Benign rolandic epilepsy 6 6.6

Child initial antiepileptic drug therapy

  Carbamazepine 51 56.0

  Valproic acid 40 44.0

Parent relationship to child

  Mother 74 81.3

Parent marital status

  Married 57 62.6

a
Associated with occupations such as property managers, physician’s assistants, mail carriers, sheriffs/law enforcement, and fire prevention
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Table 2

Multinomial Logistic Regression: Initial Predictors of Adherence Trajectory Group Status

Variable χ2 p value

Individual Factors

  Family socioeconomic status 12.16 < .001***

  Seizure trajectories (High/Low) 2.43 .12

  Antiepileptic drug side effects 2.02 .16

Parent Factors

  Epilepsy knowledge 4.04 .04*

  Parent fears and concerns 1.12 .29

  Perceived stigma 0.71 .40

  Parent life stress 3.01 .08

  Parenting-related stress 3.80 .05

  Epilepsy-specific parenting stress 0.02 .88

Family Factors

  Barriers to medication adherence 0.30 .58

  Family problem-solving 10.57 .001**

  Family communication 9.83 .002**

  Behavior control 1.01 .31

  Overall family functioning 0.56 .45

Note.

*
= p < .05;

**
= p < .01;

***
= p < .001;

Odds Ratios (95% Confidence Intervals) for significant predictors are: SES [OR = 1.058 (1.025,1.092)]; Epilepsy knowledge [OR = 1.095 
(1.002,1.196)]; Family problem-solving [OR = 0.621 (0.466,0.828); Family communication [OR = 1.611 (1.196,2.171)].
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Table 3

Multinomial Logistic Regression: Predictors of Adherence Trajectory Group Status at 1-year Following 

Diagnosis

Variable χ2 p value

Individual Factors

  Family socioeconomic status (SES) 10.07 .002**

  Seizure likelihood (high, low) 0.38 .54

  Antiepileptic drug side effects 0.15 .70

Parent Factors

  Epilepsy knowledge 3.26 .07

  Parent fears and concerns 6.31 .01*

  Perceived stigma 0.73 .39

  Parent life stress 4.42 .04*

  Parenting-related stress 2.72 .10

  Epilepsy-specific parenting stress 1.26 .26

Family Factors

  Barriers to medication adherence 0.40 .53

  Family problem-solving 0.62 .43

  Family communication 0.38 .54

  Behavior control 0.03 .87

  Overall family functioning 1.94 .16

Note.

*
= p < .05;

**
= p < .01;

Odds Ratios (95% Confidence Intervals) for significant predictors are: SES [OR = 1.065 (1.024,1.107)]; Parent fears and concerns [OR = 0.762 
(0.616,0.942)]; Parent life stress [OR = 0.980 (0.961,0.999)].
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