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Introduction

Epilepsy is a disorder of the brain characterized by an endur-
ing predisposition to generate epileptic seizures.1,2 Epilepsy 
affects people of all ages, gender, races, social classes, and 
geographic locations.3–6 It has affected more than 69 million 
people worldwide.1–6 Nearly 80% of people with epilepsy are 
from developing countries, majority from sub-Saharan Africa 
(SSA).5–8 In SSA countries, the annual incidence and age-
adjusted prevalence of epilepsy is 70–80 per 100,000 and 

13.2 per 1000, respectively, two to three times higher than 
reports from the developed world.9–11 Likewise, Ethiopia is 
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affected by epilepsy, with a reported annual incidence of 64 
per 100,000 and prevalence of 5.2 per 1000.12 These epide-
miological findings could be partly attributed to the higher 
occurrence of perinatal or birth injuries, CNS infections and 
infestations, and traumatic brain injuries in SSA coun-
tries.2,3,6–8 With available antiseizure medications (ASMs), up 
to 70% of patients living with epilepsy (PWE) attain pro-
longed seizure remission.1–6 In SSA countries, more than 
80% of PWE are not receiving their medication appropriately 
or are not on treatment.2,4,7,8,13–15 The plausible explanation 
for the high epilepsy “treatment gap” was the lack of skilled 
health personnel to diagnose and treat epilepsy, the unavaila-
bility and cost of ASMs, poor health system infrastructure, 
and negative cultural beliefs.6–16 The goal of ASMs is to 
maintain complete seizure freedom with no or minimal drug 
side effects. The selection of ASM is based on efficacy against 
seizure types and adverse effect profile. Older ASMs have a 
comparable seizure control rate, while newer ASMs are cho-
sen for their better side effect profile. Older ASMs are fre-
quently used in SSA countries for their long-term experience, 
lower cost, and known efficacy.3,4,8,13–18 Sociodemographic, 
clinical, behavioral, and treatment-related factors play a 
major role in epilepsy treatment outcome. Age of seizure 
onset, prolonged duration of epilepsy, focal or multiple sei-
zure types, frequent pretreatment seizure episodes, sympto-
matic epilepsy, abnormal electroencephalography (EEG) 
findings, MRI lesions, poor adherence to ASMs, family his-
tory of epilepsy, coexisting psychiatric problems, and alcohol 
consumption were condemned as risk factors for poor seizure 
control.11,17–36 Poorly controlled seizures lead to excessive 
bodily injury, psychological distress, lower educational 
achievements, lower employment opportunities, reduced 
marriage prospects, social stigma and discrimination, impair-
ment of quality of life and shortened lifespan.3–11,15,17 The 
study aimed to find strategies for optimal seizure control in 
the study setting and similar institutions.

Methods

Study settings

A hospital-based cross-sectional study was conducted 
between 1 January 2021 and 31 October 2021 at the 
Neurology Clinic, University of Gondar hospital, Northwest 
Ethiopia. The Neurology Clinic provides health care services 
for outpatients with neurological disorders who have follow 
up at the clinic. The clinic was run by neurologists, intern-
ists, medical residents, medical practitioners, and unit nurses. 
Patients were appointed at the clinic every 1–3 months based 
on the severity of their illness.

Study population and study subjects

Study population. Adult patients, who had follow up at the 
Neurology Clinic, University of Gondar hospital.

Study subjects. Adult patients, who had follow up at the Neu-
rology Clinic, University of Gondar hospital, and were on 
ASMs for at least 1 year before the study period.

Inclusion and exclusion criteria

Inclusion criteria. Epileptic patients 18 years old or above, and 
were on antiepileptic drugs for at least 1 year before the 
study period.

Exclusion criteria. Epileptic women who were pregnant; 
patients with acute symptomatic seizures; patients with 
incomplete medical records; and patients who did not give 
consent were excluded from the study.

Study variables

Dependent variable: seizure control among epileptic patients.  
Independent variables: (1) Socio-demographic variables: 
Age, sex, residence, distance from hospital, religion, marital 
status, occupation, educational status, and economic status; 
(2) Behavioral factors: Alcohol intake, cigarette smoking, 
and khat chewing; (3) Clinical factors: Age at epilepsy 
onset, type of epilepsy, pretreatment duration of epilepsy, 
frequency of pretreatment seizure episodes, presence of 
comorbidities, and family history of epilepsy; (4) Treat-
ment-related factors: Type of ASMs, number of ASMs 
taken, access to ASMs, ASM-related side effects, and adher-
ence to ASMs.

Sample size and sampling procedure

The sample size was calculated using a single population 
proportion formula with the assumption of 95% confidence 
level, 5% margin of error, and taking 30% for seizure control 
in recent study in Ethiopia.20 A convenience sampling 
method was used to recruit 320 study subjects.

Data collection instrument and procedures

Data were collected through an investigator administered 
predesigned, semistructured questionnaire. The question-
naire was prepared in English and translated into the local 
language (Amharic) for data collection, and then retrans-
lated back to English with maintaining its consistency. The 
questionnaire had been pretested on 32 patients in a similar 
setup before the actual data collection was commenced to 
check for consistency and reliability of the questionnaire. 
Patients were interviewed to obtain sociodemographic data. 
Relevant medical history and laboratory parameters were 
obtained from patients’ records. One supervisor (medical 
resident) and two data collectors (medical practitioners) 
participated in the data collection process. The quality of the 
data was ensured through the training and supervising of 
data collectors.
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Statistical analysis

Data were entered into EPI Info version 4.4.1 and trans-
ported to SPSS version 20 for analysis.

Patient characteristics were reported as counts (percent-
ages) for categorical variables, and mean with standard devi-
ation for continuous variables. The results were summarized 
using frequency, tables, and graphs. Bivariate and multivari-
ate logistic regression models were constructed to identify 
factors associated with seizure control among epileptic 
patients. The goodness of fit of the model was judged from 
the Hosmer–Lemeshow test. The fit of the model was con-
sidered acceptable (p-value = 0.67). The crude odds ratio 
(COR) and adjusted odds ratio (AOR) were reported. 
p-value < 0.05 was used to declare a significant association.

Ethical considerations

The research protocol complied with the Declaration of 
Helsinki, and ethical clearance was obtained from the 
Institutional Review Board (IRB) of the College of Medicine 
and Health Sciences, University of Gondar (date: 19 May 
2021, ref no. 615/05/2021). Study subjects were recruited 
only after written informed consent was obtained. All data 
obtained were treated confidentially.

Definition of terms. Epilepsy is a disease of the brain defined 
by the following conditions: (1) At least two unprovoked (or 
reflex) seizures occurring > 24 h apart; (2) One unprovoked 
(or reflex) seizure and a probability of further seizures simi-
lar to the general recurrence risk (at least 60%) after two 
unprovoked seizures, occurring over the next 10 years; (3) 
Diagnosis of an epilepsy syndrome.1,2

Epilepsy treatment gap: the difference between the num-
ber of people with active epilepsy and the number whose 
seizures are treated appropriately in a given population at a 
given time, expressed as percentage. It reflects the propor-
tion seeking treatment for epilepsy and who adhere to the 
prescribed treatment.3,4

Controlled seizure: The patient had no seizure over the 
past 1 year before the study period.37

Uncontrolled seizure: The patient experienced at least one 
episode of seizure over the past 1 year before the study period.37

Drug adherence: “continuous, single interval measure of 
medication gaps” was used to assess medication refill for 
ASMs. It was calculated as the sum of the days a patient was 
late for ASMs pick-up appointments in each month of the 
year, divided by the total number of days between pickup peri-
ods in the year of study. Nonadherence was defined as more 
than one-third of days late for ASMs pick-up appointments.38

Results

Sociodemographic characteristics of study 
participants
A total of 320 study participants were included in the study. 
The mean (±SD) age of patients was 27.5 ± 7.6 years.

More than half of the study subjects were in the age range 
of 18–30 years (188/320, 59%), and were males (187/320, 
58%) (Figure 1). Majority of study participants were urban 
dwellers (176/320, 55%), and had formal education (209/320, 
65%). Half of the study subjects (161/320, 50%) were mar-
ried, and most of them (274/320, 86%) were Orthodox 
Christian followers. A few of study subjects (24/320, 8%) 
had history of alcohol consumption (Table 1).

Clinical characteristics of study participants

Among 320 study subjects, most (305/320, 95%) of study 
participants had generalized tonic clonic seizures. One-third 
(107/320, 33%) had their first seizure when they were 
15 years old or younger, and two-thirds (188/320, 59%) had 
their first seizure when they were 16–45 years old (Figure 2). 
More than two-thirds (219/320, 68%) had duration of epi-
lepsy more than 5 years. More than half (182/320, 57%) of 
epileptic patients had uncontrolled seizures. Among patients 
who had uncontrolled seizure, about 132 (41%) patients had 
1–5 episodes of seizure, 40(13%) patients had 6–10 episodes 
of seizure, and 10 (3%) patients had >10 episodes of seizure 
over 1 year period before recruitment. One-tenth of patients 
(32/320, 10%) had concomitant comorbid illnesses. Among 
the comorbidities, 11/32 (34%) had psychiatric disorders (8 
patients had major depression and 3 patients had schizophre-
nia). EEG abnormalities were found in two-thirds (39/65, 
60%) of patients who had EEG determination. Among 
patients who had a brain imaging (computed tomography 
(CT) scan), 15% (10/66) of them had focal lesions. One-
tenth (36/320, 11%) of patients had family history of epi-
lepsy (Table 2).

Treatment-related characteristics of study 
participants

Among study participants, most (266/320, 83%) were taking 
ASMs for 2 or more years. More than two-thirds (222/320, 
69%) had >5 pretreatment seizure episodes. More than half 
(172/320, 54%) of patients had started ASMs within 1 year 
of seizure onset. The majority (228/320, 71%) of patients 
were on a single ASM. Two-thirds (209/320, 66%) were on 
phenobarbital, as a preferred ASM or combined with other 
ASMs. Less than 10% (25/320, 8%) of patients had history 
of drug-related side effects over the past 1 year. One-third 
(88/320, 28%) of patients had poor adherence to ASMs. 
More than half (178/320, 56%) patients accessed medication 
via health insurance. The remaining (142/320, 44%), 
accessed their medication via payment (Table 3).

Factors associated with uncontrolled seizure 
among epileptic patients

A binary logistic regression analysis was done to determine 
the association between each explanatory variable and sei-
zure control among epileptic patients. In bivariate analysis, 
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Figure 1. Age and sex distribution of study participants.

Table 1. Sociodemographic characteristics of study participants 
on seizure control and its associated factors among epileptic 
patients at Neurology Clinic, University of Gondar hospital, 
Northwest Ethiopia, 1 January 2021 to 31 October 2021.

Characteristics Frequency Percentage

Age
 18–30 188 58.8
 31–60 115 35.9
 >60 17 5.3
Sex
 Male 187 58.4
 Female 133 41.6
Residence
 Rural 144 45
 Urban 176 55
Distance from hospital (single trip in hrs)
 <1 h 110 34.4
 ⩾1 h 210 65.6
Religion
 Orthodox 274 85.6
 Muslim 40 12.5
 Protestant 6 1.9
Marital status
 Married 161 50.3
 Single 146 45.6
 Widowed 8 2.5
 Divorced 5 1.6

Characteristics Frequency Percentage

Occupation
 Farmer 72 22.5
 Housewife 37 11.6
 Unemployed 38 11.9
 Student 66 20.6
 Merchant 32 10.0
 Daily laborer 33 10.3
 Employed 42 13.1
Educational status
 Not educated 64 20.0
 Can read and write 47 14.7
 Elementary school 87 27.2
 Secondary school 76 23.7
 College and above 46 14.4
Monthly income (Eth birr)
 <1500 birr 180 56.2
 ⩾1500 birr 140 43.8

Eth: Ethiopia.

(Continued)

Table 1. (Continued)

sociodemographic variables such as age of patient, distance 
from hospital, occupation, educational status, and economic 
status were associated with seizure control. Among clinical 
and treatment-related factors, age at epilepsy onset, fre-
quency of pretreatment seizure episodes, pretreatment dura-
tion of epilepsy, family history of epilepsy, number of ASMs 
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Figure 2. Age at onset of epileptic seizure of study participants.

Table 2. Clinical characteristics of study participants on seizure control and its associated factors among epileptic patients at 
Neurology Clinic, University of Gondar hospital, Northwest Ethiopia, 1 January 2021 to 31 October 2021.

Variables Frequency Percentage

Types of seizure
 GTC 305 95.3
 Focal 12 3.8
 Absence 3 0.9
Age at onset of epilepsy(years)
 ⩽15 107 33.4
 16–45 188 58.8
 >45 25 7.8
Duration of epilepsy (years)
 1–5 102 31.9
 >5 218 68.1
Seizure attack in the past 1 year
 Yes 182 56.9
 No 138 43.1
Number of seizure attack in past 1 year
 1–5 132 41.3
 6–10 40 12.5
 >10 10 3.1
History of comorbidities
 Yes DM 2 0.6

HTN 6 1.9
HIV 6 1.9
Stroke 5 1.6

(Continued)
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Variables Frequency Percentage

Psychiatric disorders 11 3.4
Others 4 1.3
Total 32 10

 No 288 90
EEG done
 Yes, then any EEG abnormality Yes 39 12.2

No 26 8.1
Total 65 20.3

 No done 255 79.7
Brain imaging(CT/MRI) done
 Yes, then any imaging abnormality Yes 10 3.1

No 56 17.5
Total 66 20.6

 Not done 254 79.4
Family history of epilepsy
 Yes 36 11.3
 No 284 88.7

EEG: electroencephalography; DM: diabetes mellitus; GTC: generalized tonic clonic epilepsy; HTN: hypertension.

Table 2. (Continued)

Table 3. Treatment-related characteristics of study participants on seizure control and its associated factors among epileptic patients 
at Neurology Clinic, University of Gondar hospital, Northwest Ethiopia, 1 January 2021 to 31 October 2021.

Variables Frequency Percentage

Time since ASM started (years)
 <2 54 16.9
 ⩾2 266 83.1
Number of seizure attack before ASM started
 1–5 98 30.6
 >5 222 69.4
Duration of epilepsy before ASM started (years)
 <1 172 53.8
 ⩾1 148 46.2
Numbers of ASM taking
 One 228 71.3
 Two or more 92 28.7
Types of ASM taken
 Phenytoin 144 45.0
 Phenobarbital 209 65.3
 Valporic acid 31 9.7
 Carbamazepine 34 10.6
 Lamotrigine 5 1.6
ASM dose tapering in past 1 year
 Yes 29 9.1
 No 291 90.9
Having regular follow-up visit
 Yes 311 97.2
 No 9 2.8
Access to ASMs
 Health insurance 178 55.6
 With payment can afford 130 40.6

cannot afford 12 3.8
Total 142 44.4

(Continued)
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Table 3. (Continued)

Variables Frequency Percentage

History of drug-related side effects
 Yes Epigastric pain 7 2.2

Gingival swelling 3 0.9
Fatigue 5 1.6
Blurring of vision 1 0.3
Headache 5 1.6
Nightmare 3 0.9
Skin rash 1 0.3
irritability 1 0.3
Confusion 5 1.6
Total 25 7.8

 No 295 92.2
ASM adherence status
 Good 232 72.5
 Poor (nonadherent) 88 27.5

ASM: antiseizure medications.

taken, and adherence to ASMs were associated with seizure 
control. When variables with p-value < 0.25 in bivariate 
analysis were regressed into multivariate analysis, >5 pre-
treatment seizure episodes (AOR = 3.98, 95% CI: 1.81–8.75, 
p = 0.001), <2 years on ASMs (AOR = 8.64, 95% CI: 3.27–
22.85, p < 0.001), taking 2 or more ASMs (AOR = 2.48, 95% 
CI: 1.23–5.02, p = 0.011), poor adherence to ASMs 
(AOR = 9.37, 95% CI: 4.04–21.75, p < 0.001), and living at 
single trip distance from hospital equaled 1 h or more 
(AOR = 4.20, 95% CI: 2.11–8.41, p < 0.001) were signifi-
cantly associated with uncontrolled seizure among epileptic 
patients (Table 4).

Discussion

A total of 320 PWE were included in the study. The rate of 
controlled seizures among PWE was 43%. A recent hospital-
based meta-analysis report on the prevalence of controlled 
seizure in the country was 46%.12 A hospital-based study in 
India, Nigeria, and Ethiopia reported seizure remission rate 
of 40%–60%.18,20–23,39 The low magnitude of seizure control 
in developing countries could be explained by economic, 
social, and cultural issues like availability and cost of ASMs, 
poor adherence to ASMs, poor health care facilities, inade-
quate community awareness and attitudes, and social stigma. 
Generalized tonic clonic seizure accounted for most of sei-
zure types, while two-thirds of epilepsies in adults were 
known to be focal types.2–6 This discrepancy might be due to 
witnessing the conspicuous motor picture of convulsive epi-
lepsy, and subtle findings of focal seizure might not be 
noticed. Because brain imaging and EEG facilities are scarce 
in SSA countries, classification of epilepsy is largely clini-
cal.3,4 A multicenter study in Africa revealed that more than 
half of EEG-proven focal types were documented to have 
generalized convulsive epilepsy.17,40 Two-thirds of patients 

with controlled seizure achieved seizure control with single 
ASM use, which was congruent with reports from other sub-
Saharan African countries.16–18,21–23 Several Western studies 
have shown that the response to the first ASM is the best 
predictor of long-term outcome. Seizures that continued 
despite adequate doses of an appropriate had a lower chance 
of subsequent seizure remission.24–26 Two-thirds of the 
patients used phenobarbital as the therapy of choice for their 
epilepsy. It is the World Health Organization’s3,4 drug of 
choice for treating epilepsy in developing countries. Several 
studies found it to be widely used in SSA countries.12,16,18,20–23 
On multivariate logistic regression analysis, the odds of an 
uncontrolled seizure was fourfold higher in patients with 
more than five pretreatment seizure episodes as compared 
with those who had five or less (AOR = 3.98, 95% CI: 1.81–
8.75, p = 0.001). Hospital-based studies in Italy, Scotland, 
India, and Ethiopia showed that frequent seizures before 
treatment were related to poor seizure control.22–24,26,39 It is 
known that prolonged and recurrent seizures contribute to 
further neuronal damage and the development of new epilep-
tic foci, which could increase the risk of uncontrolled sei-
zures. In addition, a high number of pretreatment seizures 
may correlate with the intrinsic severity of the disease, which 
is more likely to give a poor response to ASMs.27 Patients 
who were on ASMs for less than 2 years had a ninefold 
higher risk of uncontrolled seizures as compared with 
patients who were on ASMs for 2 or more years (AOR = 8.64, 
95% CI: 3.27–22.85, p < 0.001). This finding was consistent 
with studies done in Ethiopia, which revealed that less period 
on ASMs was a predictor of uncontrolled seizures.28,29 A pos-
sible explanation might be that the dosage of their ASMs 
might not be optimized, or patients might have less experi-
ence on drugs and might be nonadherent to their medication. 
The odds of uncontrolled seizures was 2.5-fold higher in epi-
leptic patients on 2 or more ASMs as compared with those on 
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single ASMs (AOR = 2.48, 95% CI: 1.23–5.02, p = 0.011). 
This finding was supported by studies done in the United 
Kingdom (UK), Saudi Arabia, and Ethiopia which showed 

taking two or more ASMs was a predictor of uncontrolled 
seizure.29,30,41 The plausible explanation could be that 
patients on dual or polytherapy might have more pill burden, 

Table 4. Bivariate and multivariate regression analysis of factors associated with seizure control among epileptic patients at Neurology 
Clinic, University of Gondar hospital, Northwest Ethiopia, 1 January 2021 to 31 October 2021.

Variables Seizure control COR (95%) AOR (95%) p-value

Uncont rolled controlled

Age (years)
 18–30 115 73 1 1  
 31–60 60 55 0.69 (0.43–1.11) 0.98 (0.43–2.22) 0.966
 >60 7 10 0.44 (0.16–1.22) 1.25 (0.13–12.46) 0.847
Distance from hospital (single strip in hour)
 <1 39 71 1  
 ⩾1 143 67 3.88 (2.39–6.32) 4.20 (2.11–8.41) <0.001
Occupation
 Employed 13 29 1 1  
 Daily laborer 23 10 5.13 (1.91–13.80) 1.52 (0.36–6.41) 0.570
 Merchant 13 19 1.53 (0.58–3.99) 1.51 (0.38–5.98) 0.561
 Student 41 25 3.66 (1.61–8.32) 1.07 (0.31–3.64) 0.918
 Unemployed 26 12 4.83 (1.87–12.45) 1.48 (0.39–5.62) 0.563
 Housewife 20 17 2.62 (1.05–6.58) 1.36 (0.32–5.66) 0.676
 Farmer 46 26 3.95 (1.75–8.89) 0.72 (0.17–2.96) 0.649
Educational status
 College and above 17 29 1 1  
 Secondary school 41 35 1.99 (0.94–4.23) 0.90 (0.31–2.62) 0.848
 Primary school 52 35 2.53 (1.21–5.29) 0.74 (0.24–2.27) 0.597
 Can read and write 24 23 1.78 (0.78–4.07) 1.05 (0.28–3.86) 0.941
 Not educated 48 16 5.12 (2.25–11.66) 1.44 (0.32–6.48) 0.633
Monthly income (Eth birr)
 ⩾1500 49 91 1 1  
 <1500 133 47 5.25 (3.25–8.50) 2.11 (0.98–4.55) 0.057
Age at first onset of seizure (years)
 ⩽15 72 35 1 1  
 16–45 101 87 0.56 (0.34–0.93) 0.52 (0.23–1.13) 0.097
 >45 9 16 0.27 (0.11–0.68) 0.39 (0.06–2.63) 0.332
Family history
 No 157 127 1 1  
 Yes 25 11 1.84 (0.87–3.88) 2.31 (0.81–6.56) 0.116
Time since ASM started (years)
 ⩾2 138 128 1 1  
 <2 44 10 4.08 (1.97–8.45) 8.64 (3.27–22.85) <0.001
Pretreatment number of seizure
 1–5 31 67 1 1  
 >5 151 71 4.59 (2.76–7.66) 3.98 (1.81–8.75) 0.001
Pretreatment duration of epilepsy
 <12 months 82 90 1 1  
 ⩾12 months 100 48 2.29 (1.45–3.61) 1.05 (0.52–2.13) 0.894
Numbers of ASM taken
 One 112 116 1 1  
 Two or more 70 22 3.29 (1.91–5.68) 2.48 (1.23–5.02) 0.011
ASM adherence status
 Good 105 127 1 1  
 Poor 77 11 8.47 (4.28–16.76) 9.37 (4.04–21.75) < 0.001

COR: crude odds ratio; AOR: adjusted odds ratio; ASM: antiseizure medications.
All variables having p < 0.2 in bivariate analysis, then was taken for multivariate analysis.
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more drug-related side effects, and more financial expenses 
which predispose to poor ASM adherence. Polypharmacy 
causes drug–drug interactions and altered drugs metabolism. 
In addition, PWE on poly-therapy might have inherent 
intractable epilepsy, and might require other interventions. 
All these clinical scenarios could lead to uncontrolled sei-
zure in epileptic patients. Patients with poor drug adherence 
had more than a ninefold higher risk of uncontrolled seizure 
as compared with those with good adherence (AOR = 9.37, 
95% CI: 4.04–21.75, p < 0.001). Studies done in Ethiopia 
and South Africa showed that poor ASMs adherence was a 
predictor of uncontrolled seizures.21–23,28,29,32,33,39,40 Patients 
who do not adhere to their medication achieve suboptimal 
serum level, and then predisposes to uncontrolled seizure. 
Drug adherence is a crucial issue for good treatment out-
come. Patients who spent 1 h or more in single trip to the 
hospital had more than fourfold higher risk of uncontrolled 
seizure (AOR = 4.20, 95% CI: 2.11–8.41, p < 0.001). This 
finding was supported by studies in Kenya and Ethiopia, in 
which living far away from the health facility site was related 
to poor treatment outcome.15,42 The long distance from the 
hospital was a barrier for adherence to ASMs and missing 
regular follow up visits, especially when it was accompanied 
by a scarcity of road transportation. Among 24 epileptic 
patients who had a history of alcohol intake, 22 (92%) of 
them had uncontrolled seizures. Even though the sample size 
was too small to compute regression analysis because of 
small count of those with alcohol intake and good seizure 
control, alcohol intake as a predictor for uncontrolled seizure 
was supported by a meta-analysis report by Samokhvalov 
et al.31 and a study from Ethiopia. The sound explanation 
would be that alcohol intake could lead to sleep deprivation, 
missing meals, missing medications, and increased drug side 
effects, which were reported as triggering factors for seizures 
among epileptic patients.

Limitation of the study

Since it was a cross-sectional study, the determined seizure 
control among epileptic patients might not be a true reflec-
tion of what happens all the time. Generalizability to the 
study population was limited, since a nonprobability sam-
pling method was used to recruit study subjects.

Conclusion

The magnitude of seizure control among epileptic patients 
was low. Frequent pretreatment seizure episodes, less than 
2 years on ASMs, being on 2 or more ASMs, poor adherence 
to ASMs, and living far away from a health facility site were 
independently associated with uncontrolled seizures among 
epileptic patients. The dose of a preferred ASM should be 
optimized before combinations of medications are used. 
Adherence to medication should be reinforced for better sei-
zure control. Epilepsy care should be integrated into primary 
health care services in the catchment region.
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