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Objective. )e aim of the study is to investigate the influencing factors of quality of life in adult patients with epilepsy in Wenzhou
in China. Methods. A total of 190 patients who visited our hospital from July 2019 to February 2021 were included in the study.
Demographic data and disease status were collected. Moreover, QOLIE-31, PSQI, ESS, HAMD-17, and GAD-7 were used in the
questionnaire survey. Structural equation model fitting was used to analyze the influencing factors of quality of life in adult
patients with epilepsy. Results. )e scores of the dimension of onset worry in men were greater than those of women (P� 0.049),
and the scores of the dimension of life satisfaction were lower than women (P� 0.047). )e scores of cognitive function decreased
with age (P� 0.047).)e scores of quality of life of unemployed and drinking patients significantly decreased (P< 0.05). )e score
of quality of life positively correlated with good economic status and family relations (P< 0.05). )e score of emotional health
increased first and then decreased with the course of the disease. With the decrease in seizure frequency and the extension of
months without a seizure, the score of quality of life gradually increased. Furthermore, the structural equation model showed that
health status was directly correlated to the quality of life of patients with epilepsy. Conclusion. Male, unemployment, drinking,
older age, and disease are negatively related to the quality of life in patients with epilepsy. However, good economic status, good
family relations, and good colleague relationships are positively related to the quality of life.

1. Introduction

Epilepsy is a kind of disease with short-term abnormal brain
function, which has a high incidence rate. )e clinical
manifestations include major attack, minor attack, psy-
chomotor, limited, andmixed attack [1]. Human beings have
experienced a long history to discover and understand
epilepsy. )e pathogenesis of the disease is complex, and the
clinical manifestations are diverse. According to different
pathogenesis, the concept of clinical treatment changes.
More than 70 million patients with epilepsy in the world are
mainly concentrated in economically poor areas [2]. )e
total number of epileptic cases in China is about 9 million,
and there are about 400,000 new epileptic cases every year
[3]. Because the disease is a chronic disease that can last for

decades, it has a great impact on the patient’s physical,
mental, marital and economic, and social status.

Compared with the general population, patients with
epilepsy have a significantly higher rate of depression. A
meta-analysis showed that the incidence of depression in
patients with epilepsy was 23.1%, more than twice as high as
the general population [4]. More importantly, anxiety and
depression increase the risk of suicide.

)ere is a correlation between the sleep cycle and the
onset time and frequency of epilepsy. Lack of sleep can affect
seizures, and seizures can also affect sleep structure. A
clinical trial study found that 21% of patients with epilepsy
had seizures at night, 42% had seizures during the day, and
37% had seizures during the day and night [5]. )erefore, in
the clinical treatment of epilepsy, paying attention to sleep is
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of great significance for controlling epileptic seizures and
improving the quality of life of patients.

In clinical work, whether epilepsy is cured and reha-
bilitated is based on whether epilepsy is controlled or not.
Although a variety of new antiepileptic drugs that can
control most seizures have been put on the market, there are
still some epilepsy that cannot be controlled by drugs. )e
long-term use of antiepileptic drugs and their side effects not
only bring serious psychological burdens to the patients
themselves but also cause psychological pressure and heavy
economic burden to the families of patients with epilepsy. In
1993, WHO defined quality of life as “the experience of
individuals in different cultures and value systems based on
life expectation and state, including physical, psychological
and whole social adaptability” [6]. )erefore, the clinical
treatment of epilepsy is no longer limited to etiological
treatment and symptom relief but to making the patients
recover to a healthy level.

In recent years, there are more researches on the
influencing factors of the quality of life in patients with
epilepsy. At present, the investigation and research on the
influencing factors of the quality of life of adult epilepsy
patients in Wenzhou has not been reported. )erefore, the
purpose of this study was to explore the influencing factors
of quality of life in adult patients with epilepsy in Wenzhou
in China.

2. Subjects and Methods

2.1. Subjects. A total of 190 patients who visited our hospital
from July 2019 to February 2021 were included in the study.
All patients were diagnosed and treated by neurologists. )e
inclusion criteria are as follows: (1) patients who met the
epilepsy diagnostic criteria of the “Seizure Classification and
Diagnosis Essentials published by the International Anti-
Epilepsy Alliance in 2010,” (2) the cause and type of seizures
in patients with epilepsy that were not limited, (3) the pa-
tients whose age range was 18 to 75 years old, without re-
striction on men and women, (4) the patient who had an
education level of elementary school or above and can read
and complete the self-rating scale, and (5) the patients who
volunteered to participate and sign informed consent. )e
exclusion criteria are as follows: (1) patients with a history of
other psychotic symptoms such as delirium; (2) patients with
progressive central nervous system diseases such as acute
stroke, brain malignant tumors or metastases, various en-
cephalitis, and acute phases; (3) patients with Parkinson’s
disease and the like; (4) patients with a history of malignant
tumors; (5) patients with a history of serious systemic
diseases such as severe heart, lung, liver, kidney, and blood
system; (5) patients with cognitive dysfunction, and (6)
patients who refused to participate in the study.

2.2. Questionnaire Investigation. )e patients with epilepsy
who met the inclusion criteria were investigated by ques-
tionnaire. First of all, all the patients who participated in the
study were informed of the purpose of the study and the
principle of confidentiality of the psychological evaluation

results. )e patients were assessed and investigated volun-
tarily. )e researcher will explain the content of the scales
and answer the questions. )e general information and
forms were filled out by the patients themselves. After the
completion of the questionnaire, the neurologist scored each
scale according to the standard score of each scale.

2.3. General Clinical Data Collection. )e demographic and
clinical data of patients with epilepsy were collected through
self-made general survey forms. Demographic data included
age, gender, marital status, education level, smoking and
drinking history, family economic status, family relation-
ship, colleague relationship, occupation, and so on. )e
clinical data included the time of the first diagnosis, age of
first seizure, course of the disease, seizure frequency, types of
drugs taken, main types of epilepsy, intractable or not,
months without seizure after treatment, and so on.

2.4. QOLIE-31. )e American quality of life in epilepsy
(QOLIE-31) was used to evaluate the quality of life, which
was compiled by Cramer and other experts in 1998 [7].
QOLIE-31 consisted of seven factors, such as seizure anxiety,
life satisfaction, emotional health, energy fatigue, cognitive
function, drug effect, and social activities. )e total item was
the overall health level, including 31 items. )e score of the
scale was calculated by “doctor Tong” in the mobile app.
According to the scoring rules of the scale, the item of overall
health level was not included in each factor score or total
score, so it was listed separately for statistics. In this study,
the score of each factor was the original score converted into
the percentage score, which was not multiplied by the
weight.

2.5.HAMD-17. )eHamilton depression scale-17 (HAMD-
17) was used to evaluate the depression level, which was
compiled by Hamilton in 1960 [8]. HAMD-17 consisted of
17 items. Most of the items were scored at 5 levels of 0–4, and
a few items were scored at 3 levels of 0–2. )e sum of the
score of each item is the total score. A score of less than 7 is
normal; 7–17 may be depressed; 17–24 is depression; and
more than 24 may be severe depression.

2.6. GAD-7. )e generalized anxiety disorder-7 (GAD-7)
was used to evaluate the anxiety level [9]. )ere were 7 items
in GAD-7, and the items were scored at four levels of 0–3.
)e total score of GAD-7 was 21 points.)e higher the score,
the more serious the anxiety symptom.

2.7. PSQI. )e Pittsburgh sleep quality index (PSQI) was
used to evaluate sleep quality, which was compiled by Buysse
et al. [10]. )e total score of PSQI was 21 points. )e higher
the score, the worse the sleep quality. )e scale also had
seven-factor scores, including sleep quality, sleep time, sleep
time, sleep efficiency, sleep disorders, sleep drugs, and
daytime dysfunction. )e various symptoms of insomnia
patients were covered. )e cutoff value was 7 points.
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2.8. ESS. )e Epworth sleeping scale (ESS) was used to
assess excessive daytime sleepiness, which was compiled by
Johns [11]. )e total score of PSQI was 24 points. More than
6 points indicated drowsiness; more than 11 points indicated
excessive drowsiness; and more than 16 points indicated
dangerous drowsiness.

2.9. Experimental Quality Control. )e case observation
table designed by the designer was used to express the
content of this study. Researchers truthfully recorded all data
and ensured the authenticity and validity of all data. All
researchers strictly abided by the research plan during the
research, and uniform guidelines and evaluation standards
were used. )e recording and evaluation of all information
were carried out in accordance with the requirements of the
research protocol.

2.10. Statistical Analysis. SPSS22.0 and AMSO22.0 were
used for statistical analysis. Quantitative data were expressed
as mean± standard deviation (SD). Independent sample t-
test was used to compare the quantitative data between the
two groups; one-way ANOVA was used to perform a
comparison among multiple groups, and snk-q test was used
to perform a comparison between the two groups. Quali-
tative data were expressed as the number or constituent
ratio. Pearson correlation analysis was used to analyze the
correlation between the two quantitative variables. )e
influencing factors of quality of life were analyzed by
multiple linear stepwise regression analysis and structural
equation model fitting. )e difference was statistically sig-
nificant when P< 0.05.

3. Results

3.1. 6e General Clinical Characteristics. A total of 200 ep-
ileptic patients participated in this study. Due to incomplete
data, three patients were excluded. Four patients were ex-
cluded because the questionnaire was not submitted in time.
As three patients gave up halfway, they were also excluded.
)e general clinical characteristics of the 190 patients are
shown in Table 1. Moreover, the prevalence of epilepsy
patients is shown in Table 2. Furthermore, the anxiety,
depression, and sleep conditions are shown in Table 3. )ere
were 34.7% of patients with different degrees of anxiety,
28.9% of patients with different degrees of depression, 28.4%
of patients with different degrees of lethargy, and 22.1% of
patients with poor quality of sleep.

3.2. Correlation between Quality of Life and Demographic
Factors in Patients with Epilepsy. )e dimensions and scale
scores of quality of life in patients with epilepsy are shown in
Table 4. )e correlation between the quality of life and
demographic factors in patients with epilepsy are shown in
Table 5. )e score of the anxiety dimension in males was
higher than that in females (P� 0.049). However, the score of
the dimension of life satisfaction in males was less than
females (P� 0.047). )e scores of cognitive function were

decreased with age (P< 0.05). However, there was no sig-
nificant correlation between the quality of life and the status
of marriage, education level, or smoking (P> 0.05).
Moreover, the correlation between the quality of life and
occupation was mainly reflected in the dimension of seizure
anxiety (P� 0.010). )e scores of students and unemployed
patients were relatively low, while the scores of other oc-
cupations were relatively high. Similarly, the scores of
anxiety (P� 0.002) and emotional health (P� 0.044) of pa-
tients with alcohol drinking were higher than those of pa-
tients without alcohol drinking. )e score of emotional
health was positively correlated with good economic status
(P< 0.05). )ere was no significant correlation between the
quality of life and family relationships in the dimension of
life satisfaction (P> 0.05). However, a good family rela-
tionship is positively correlated with the quality of life
(P< 0.05). )e quality of life of epileptic patients was sig-
nificantly correlated with their colleagues and working
conditions in the four dimensions of seizure anxiety, energy
fatigue, social activity, and total scale (P< 0.05).

3.3. Correlation betweenQuality of Life and Epileptic Status in
Patients with Epilepsy. As shown in Table 6, there was no
significant correlation between quality of life with etiology
and age of onset (P< 0.05). )e score of emotional health
increased first and then decreased with the course of the
disease. )e scores of cognitive function, social activity, and
total scale reached the highest when the course of the disease
was 6–10 years and then gradually decreased with the ex-
tension of the course (P< 0.05). For the type of seizure,
patients with simple and complex seizures scored lower in
the dimension of drug influence than those with general
seizure and absence seizure (P< 0.05). Furthermore, with
the decrease in seizure frequency, the score of quality of life
increased gradually (P< 0.05). Moreover, with the pro-
longation of seizure-free months and the decrease of
medication amount, the score of quality of life increased
gradually (P< 0.05). Interestingly, the score of quality of life
in patients with refractory epilepsy was lower than that in
patients with nonrefractory epilepsy (P< 0.05).

3.4. Correlation Analysis of Anxiety, Depression, Sleep, and
Quality of Life in Patientswith Epilepsy. As shown in Table 7,
Pearson correlation analysis showed that the quality of life
was negatively correlated with anxiety, drowsiness, de-
pression, and low sleep quality (P< 0.01). However, the
quality of life was positively correlated with health status
(P< 0.01).

3.5. Structural EquationModel Analysis of Influencing Factors
of Quality of life in Patients with Epilepsy. According to
theoretical assumptions, domestic, and foreign literature
and the results of Pearson’s correlation analysis, after model
fitting, the path that was not statistically significant was
excluded, and the structural equation model established is
shown in Figure 1. )e maximum likelihood method is used
to test each path coefficient. Table 8 shows that the nine
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paths involved in Figure 1 were all statistically significant
(P< 0.001).

In order to examine the fitting degree between the
measurement data and the conceptual model and the re-
lationship between the items, multiple indicators were used
for comprehensive evaluation. )e absolute fitness was
evaluated by X2/DF, GFI, SRMR and RMSEA. AGFI, CFI,
and IFI were used to evaluate the relative fitness. PNFI and
PGFI were used as simple and effective adaptation indexes,
and their values should be greater than 0.5. As shown in
Table 9, most of the fitting indexes of the model were in the
required range or close to the reference standard.

)e model showed that health status had a direct effect
on the quality of life. Anxiety and depression not only had a
direct effect on the quality of life but also played an indirect
role through health status and other factors. Sleep quality
played an indirect role in the quality of life through anxiety,
depression, sleepiness, and health status. Somnolence played
an indirect role in the quality of life of epilepsy patients
through anxiety and health status.

4. Discussion

Regarding the effect of gender on the quality of life of adult
patients with epilepsy, different studies have different
conclusions. Our results show that the score of men is higher
than women in the onset of worry, while the score of women
is higher than men in life satisfaction. Raty et al. also have
found that the quality of life of females is better than that of
males [12]. Another study that investigates epilepsy patients
in two different places in West Africa showed that men in
one place have worse quality of life than women, and in the
other place, gender is not a factor influencing the quality of
life of epilepsy patients [13]. )e reason for the different
results may be related to the differences in humanities,
economy, and culture in different regions. Furthermore, our
results show that the influence of age on the quality of life of
patients with epilepsy is mainly manifested in cognitive
function and social function. A European study showed that
the quality of life of epilepsy patients gradually deteriorated
with age [14]. A study of 207 epileptic patients in China also

Table 1: )e general clinical characteristics.

Items Cases (n) Percentage (%)

Gender Male 87 45.8
Female 103 54.2

Age (years)
≤25 57 30.0
26–40 91 47.9
≥41 42 22.1

Marriage
Unmarried 64 33.7
Married 116 61.1
Divorce 10 5.3

Education

Below junior high school 29 15.3
Junior middle school 63 33.2

High school 39 20.5
Junior college 51 26.8

University or above 8 4.2

Occupation

Student 17 8.9
Part-time job 22 11.6
Full-time job 99 52.1

Retired 6 3.2
Unemployed 46 24.2

Smoke No 177 93.2
Yes 13 6.8

Drink No 175 92.1
Yes 15 7.9

Economic situation
Good 23 12.1

Secondary 111 58.4
Difference 56 29.5

Family relations
Harmonious 113 59.5
Commonly 64 33.7
Nervous 13 6.8

Colleague relationship

Harmonious 76 40.0
Commonly 52 27.4
Nervous 2 1.1
No job 60 31.6

Working conditions
Regular job 95 50.0

Irregular work 33 17.4
Jobless 62 32.6
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showed that age is negatively correlated with the quality of
life of epileptic patients [15].)e reasonmay be that with the
increase of age, the physical strength of the elderly is
gradually weakened, or they are troubled by other chronic or
acute diseases.

Our results show that marriage is not a factor influ-
encing the quality of life of adult epilepsy patients in
Wenzhou. Wang et al. found that the quality of life of
married patients with epilepsy in the young and middle-
aged population is better than that of unmarried adult
patients with epilepsy [16]. Compared with married
adults, unmarried adults with epilepsy are more anxious
and depressed. In a cross-sectional study in Egypt, a total
of 920 students were surveyed. Many of them have a
negative attitude towards major life milestones in

Table 2: Analysis of the prevalence of epilepsy among the subjects.

Prevalence Cases (n) Percentage (%)

Pathogeny

Inheritance 20 10.5
Structure 77 40.5
Infected 5 2.6
Unknown 88 46.3

Age of onset (years)

≤10 31 16.3
11–20 79 41.6
21–30 53 27.9
≥31 27 14.2

Course of disease (years)

≤5 50 26.3
6–10 62 32.6
11–20 47 24.7
≥21 31 16.3

Seizure type

Simple part 10 5.3
Complex part 45 23.7

Secondary comprehensiveness 103 54.2
Full-scale attack 20 10.5
Absence attack 11 5.8
Myoclonus 1 .5

Seizure frequency

>Once a week 14 7.4
Once a week to once a month 52 27.4
Once a month to once a year 58 30.5

<1 time/year 66 34.7

No attack months after treatment

Within 1 month 65 34.2
January to June 44 23.2
July to December 18 9.5
13–24 months 27 14.2
≥25 months 36 18.9

Intractable Yes 43 22.6
No 147 77.4

Number of drugs used

0 species 4 2.1
1 86 45.3

2 kinds 87 45.8
3 kinds 13 6.8

Table 3: Analysis of anxiety, depression, and sleep of the subjects.

Items Cases (n) Percentage (%)

Anxious

Nothing 124 65.3
Light 43 22.6

Moderate 15 7.9
Heavy 8 4.2

Depressed

Normal 135 71.1
May be depressed 44 23.2

Depressed 8 4.2
Severe depression 3 1.6

Drowsiness

Normal 136 71.6
Drowsiness 37 19.5

Excessive drowsiness 15 7.9
Dangerous sleepiness 2 1.1

Sleep quantity Normal 148 77.9
Difference 42 22.1

Table 4: Dimensions and scale scores of quality of life in patients
with epilepsy.

Dimension Values
Attack worry 61.3± 28.3
Overall quality of life 13.8± 4.0
Emotional health 69.4± 17.5
Tiredness 50.4± 16.1
Cognitive function 77.2± 25.6
Drug effects 35.4± 18.2
Social activities 63.2± 16.3
Total score of epilepsy life scale 29.6± 7.5

Journal of Healthcare Engineering 5



Ta
bl

e
5:

C
or
re
la
tio

n
be
tw
ee
n
qu

al
ity

of
lif
e
an
d
de
m
og
ra
ph

ic
fa
ct
or
s
in

pa
tie
nt
s
w
ith

ep
ile
ps
y.

It
em

s
Se
iz
ur
e
an
xi
et
y

Li
fe

sa
tis
fa
ct
io
n

Em
ot
io
na
lh

ea
lth

En
er
gy

fa
tig

ue
C
og
ni
tiv

e
fu
nc
tio

n
D
ru
g
eff
ec
t

So
ci
al

ac
tiv

ity
To

ta
ls
co
re

G
en
de
r

M
al
e

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

65
.6
±
29
.4

Fe
m
al
e

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

57
.5
±
26
.8

t
1.
98

0.
04
9

1.
98

0.
04
9

1.
98

0.
04
9

1.
98

0.
04
9

p
2.
00

0.
04
7

2.
00

0.
04
7

2.
00

0.
04
7

2.
00

0.
04
7

A
ge

(y
ea
rs
)

≤2
5

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

56
.6
±
31
.4

26
–4

0
62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

62
.7
±
27
.1

≥4
1

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

64
.2
±
26
.2

F
1.
11

0.
33
1

1.
11

0.
33
1

1.
11

0.
33
1

1.
11

0.
33
1

p
0.
43

0.
64
9

0.
43

0.
64
9

0.
43

0.
64
9

0.
43

0.
64
9

M
ar
ri
ag
e

U
nm

ar
ri
ed

58
.4
±
30
.9

61
.6
±
27
.0

74
.1
±
23
.3

58
.4
±
30
.9

61
.6
±
27
.0

74
.1
±
23
.3

58
.4
±
30
.9

61
.6
±
27
.0

M
ar
ri
ed

13
.2
±
4.
24

13
.9
±
3.
87

15
.2
±
3.
10

13
.2
±
4.
24

13
.9
±
3.
87

15
.2
±
3.
10

13
.2
±
4.
24

13
.9
±
3.
87

D
iv
or
ce

71
.0
±
15
.5

68
±
18
.6

75
.2
±
14
.2

71
.0
±
15
.5

68
±
18
.6

75
.2
±
14
.2

71
.0
±
15
.5

68
±
18
.6

F
1.
37

0.
25
8

1.
37

0.
25
8

1.
37

0.
25
8

1.
37

0.
25
8

p
1.
34

0.
26
4

1.
34

0.
26
4

1.
34

0.
26
4

1.
34

0.
26
4

Ed
uc
at
io
n

Be
lo
w

ju
ni
or

hi
gh

sc
ho

ol
60
±
28
.7

63
.7
±
26
.6

58
.4
±
31
.2

60
.2
±
28
.8

66
.7
±
26
.7

60
±
28
.7

63
.7
±
26
.6

58
.4
±
31
.2

Ju
ni
or

m
id
dl
e
sc
ho

ol
14
.6
±
2.
9

14
.1
±
3.
6

12
.4
±
5.
0

14
.0
±
4.
1

12
.4
±
2.
5

14
.6
±
2.
9

14
.1
±
3.
6

12
.4
±
5.
0

H
ig
h
sc
ho

ol
64
.1
±
20
.4

67
.1
±
17
.7

74
.2
±
15
.8

70
.9
±
15
.7

73
.5
±
17
.8

64
.1
±
20
.4

67
.1
±
17
.7

74
.2
±
15
.8

Ju
ni
or

C
ol
le
ge

48
.6
±
20
.0

49
.0
±
15
.4

51
.5
±
15
.8

51
.5
±
15
.2

55
±
13
.9

48
.6
±
20
.0

49
.0
±
15
.4

51
.5
±
15
.8

U
ni
ve
rs
ity

or
ab
ov
e

66
.6
±
30
.1

77
.5
±
24
.5

81
.8
±
26
.6

79
.6
±
22
.9

73
.4
±
22
.2

66
.6
±
30
.1

77
.5
±
24
.5

81
.8
±
26
.6

F
0.
32

0.
86
4

0.
32

0.
86
4

0.
32

0.
86
4

0.
32

0.
86
4

p
1.
95

0.
10
4

1.
95

0.
10
4

1.
95

0.
10
4

1.
95

0.
10
4

O
cc
up

at
io
n

St
ud

en
t

46
.5
±
30
.3

65
.7
±
22
.0

66
.5
±
27
.4

66
.3
±
24
.1

52
.5
±
29
.4

46
.5
±
30
.3

65
.7
±
22
.0

66
.5
±
27
.4

Pa
rt
-t
im

e
jo
b

15
.5
±
3.
97

13
.3
±
3.
65

13
.3
±
4.
01

15
.5
±
3.
71

13
.9
±
3.
97

15
.5
±
3.
97

13
.3
±
3.
65

13
.3
±
4.
01

Fu
ll-
tim

e
jo
b

68
.7
±
11
.5

66
.9
±
21
.3

70
.5
±
17
.7

64
.6
±
17
.0

68
.9
±
17
.2

68
.7
±
11
.5

66
.9
±
21
.3

70
.5
±
17
.7

Re
tir
ed

44
.2
±
15
.9

53
.4
±
14
.7

51
.2
±
16
.6

44
.6
±
17
.4

50
.2
±
15
.3

44
.2
±
15
.9

53
.4
±
14
.7

51
.2
±
16
.6

U
ne
m
pl
oy
ed

79
.0
±
18
.3

73
.8
±
26
.0

80
.1
±
25
.7

71
.0
±
35
.2

72
.3
±
26
.2

79
.0
±
18
.3

73
.8
±
26
.0

80
.1
±
25
.7

F
3.
45

0.
01
0

3.
45

0.
01
0

3.
45

0.
01
0

3.
45

0.
01
0

p
1.
53

0.
19
5

1.
53

0.
19
5

1.
53

0.
19
5

1.
53

0.
19
5

Sm
ok

e
Ye

s
60
.6
±
28
.2

69
.6
±
28
.4

60
.6
±
28
.2

69
.6
±
28
.4

60
.6
±
28
.2

69
.6
±
28
.4

60
.6
±
28
.2

69
.6
±
28
.4

N
o

13
.6
±
4.
05

14
.9
±
2.
54

13
.6
±
4.
05

14
.9
±
2.
54

13
.6
±
4.
05

14
.9
±
2.
54

13
.6
±
4.
05

14
.9
±
2.
54

t
1.
10

0.
27
2

1.
10

0.
27
2

1.
10

0.
27
2

1.
10

0.
27
2

p
1.
13

0.
25
8

1.
13

0.
25
8

1.
13

0.
25
8

1.
13

0.
25
8

D
ri
nk

Ye
s

59
.4
±
27
.9

82
.8
±
24
.2

59
.4
±
27
.9

82
.8
±
24
.2

59
.4
±
27
.9

82
.8
±
24
.2

59
.4
±
27
.9

82
.8
±
24
.2

N
o

13
.8
±
3.
93

12
.7
±
4.
42

13
.8
±
3.
93

12
.7
±
4.
42

13
.8
±
3.
93

12
.7
±
4.
42

13
.8
±
3.
93

12
.7
±
4.
42

t
3.
15

0.
00
2

3.
15

0.
00
2

3.
15

0.
00
2

3.
15

0.
00
2

p
1.
02

0.
30
9

1.
02

0.
30
9

1.
02

0.
30
9

1.
02

0.
30
9

Ec
on

om
ic

sit
ua
tio

n
G
oo

d
55
.7
±
30
.1

63
.8
±
26
.5

58
.3
±
30
.8

55
.7
±
30
.1

63
.8
±
26
.5

58
.3
±
30
.8

55
.7
±
30
.1

63
.8
±
26
.5

M
od

er
at
e

13
.4
±
3.
94

13
.8
±
3.
95

13
.7
±
4.
09

13
.4
±
3.
94

13
.8
±
3.
95

13
.7
±
4.
09

13
.4
±
3.
94

13
.8
±
3.
95

Ba
d

76
.7
±
14
.3

69
.8
±
15
.8

65
.5
±
20
.7

76
.7
±
14
.3

69
.8
±
15
.8

65
.5
±
20
.7

76
.7
±
14
.3

69
.8
±
15
.8

6 Journal of Healthcare Engineering



Ta
bl

e
5:

C
on

tin
ue
d.

It
em

s
Se
iz
ur
e
an
xi
et
y

Li
fe

sa
tis
fa
ct
io
n

Em
ot
io
na
lh

ea
lth

En
er
gy

fa
tig

ue
C
og
ni
tiv

e
fu
nc
tio

n
D
ru
g
eff
ec
t

So
ci
al

ac
tiv

ity
To

ta
ls
co
re

F
1.
22

0.
29
6

1.
22

0.
29
6

1.
22

0.
29
6

1.
22

0.
29
6

p
0.
10

0.
90
2

0.
10

0.
90
2

0.
10

0.
90
2

0.
10

0.
90
2

Fa
m
ily

sit
ua
tio

n
H
ar
m
on

io
us

65
.1
±
28
.2

57
.2
±
26
.7

47
.1
±
31
.9

65
.1
±
28
.2

57
.2
±
26
.7

47
.1
±
31
.9

65
.1
±
28
.2

57
.2
±
26
.7

C
om

m
on

ly
13
.6
±
4.
15

13
.9
±
3.
70

14
.5
±
3.
79

13
.6
±
4.
15

13
.9
±
3.
70

14
.5
±
3.
79

13
.6
±
4.
15

13
.9
±
3.
70

N
er
vo
us

72
.7
±
16
.5

65
.5
±
17
.6

60
±
18
.6

72
.7
±
16
.5

65
.5
±
17
.6

60
±
18
.6

72
.7
±
16
.5

65
.5
±
17
.6

F
3.
41

0.
03
5

3.
41

0.
03
5

3.
41

0.
03
5

3.
41

0.
03
5

p
0.
38

0.
68
6

0.
38

0.
68
6

0.
38

0.
68
6

0.
38

0.
68
6

C
ol
le
ag
ue

re
la
tio

ns
hi
p

H
ar
m
on

io
us

68
.3
±
27
.4

61
.7
±
25
.9

52
.4
±
28
.4

68
.3
±
27
.4

61
.7
±
25
.9

52
.4
±
28
.4

68
.3
±
27
.4

61
.7
±
25
.9

C
om

m
on

ly
13
.4
±
4.
25

13
.1
±
3.
50

14
.6
±
3.
95

13
.4
±
4.
25

13
.1
±
3.
50

14
.6
±
3.
95

13
.4
±
4.
25

13
.1
±
3.
50

N
er
vo
us

71
.9
±
16
.8

67
.2
±
19
.0

68
.5
±
15
.2

71
.9
±
16
.8

67
.2
±
19
.0

68
.5
±
15
.2

71
.9
±
16
.8

67
.2
±
19
.0

F
5.
68

0.
00
4

5.
68

0.
00
4

5.
68

0.
00
4

5.
68

0.
00
4

p
2.
09

0.
12
6

2.
09

0.
12
6

2.
09

0.
12
6

2.
09

0.
12
6

Jo
b
sit
ua
tio

n
Re

gu
la
r
jo
b

68
.0
±
25
.6

59
.0
±
30
.0

51
.9
±
28
.8

68
.0
±
25
.6

59
.0
±
30
.0

51
.9
±
28
.8

68
.0
±
25
.6

59
.0
±
30
.0

N
o
fix

ed
w
or
k

13
.5
±
4.
07

13
.1
±
3.
70

14
.5
±
3.
90

13
.5
±
4.
07

13
.1
±
3.
70

14
.5
±
3.
90

13
.5
±
4.
07

13
.1
±
3.
70

Jo
bl
es
s

70
.6
±
17
.7

68
.1
±
20
.7

68
.1
±
15
.2

70
.6
±
17
.7

68
.1
±
20
.7

68
.1
±
15
.2

70
.6
±
17
.7

68
.1
±
20
.7

F
6.
55

0.
00
2

6.
55

0.
00
2

6.
55

0.
00
2

6.
55

0.
00
2

p
1.
84

0.
16
2

1.
84

0.
16
2

1.
84

0.
16
2

1.
84

0.
16
2

Journal of Healthcare Engineering 7



Ta
bl

e
6:

C
or
re
la
tio

n
be
tw
ee
n
qu

al
ity

of
lif
e
an
d
ep
ile
ps
y
co
nd

iti
on

s
in

pa
tie
nt
s
w
ith

ep
ile
ps
y.

It
em

s
Se
iz
ur
e

an
xi
et
y

Li
fe

sa
tis
fa
ct
io
n

Em
ot
io
na
l

he
al
th

En
er
gy

fa
tig

ue
C
og
ni
tiv

e
fu
nc
tio

n
D
ru
g
eff
ec
t

So
ci
al

ac
tiv

ity
To

ta
ls
co
re

Pa
th
og
en
y

In
he
ri
ta
nc
e

61
.3
±
28
.0

57
.4
±
27
.6

64
.9
±
40
.4

64
.3
±
28
.3

61
.3
±
28
.0

57
.4
±
27
.6

64
.9
±
40
.4

64
.3
±
28
.3

St
ru
ct
ur
e

13
.5
±
4.
52

14
.0
±
3.
25

13
.4
±
2.
94

13
.6
±
4.
47

13
.5
±
4.
52

14
.0
±
3.
25

13
.4
±
2.
94

13
.6
±
4.
47

In
fe
ct
ed

71
.4
±
14
.4

67
.8
±
19
.8

74
.4
±
9.
20

70
.0
±
16
.3

71
.4
±
14
.4

67
.8
±
19
.8

74
.4
±
9.
20

70
.0
±
16
.3

U
nk

no
w
n

46
.0
±
16
.0

50
.2
±
16
.7

48
.8
±
10
.7

51
.6
±
15
.9

46
.0
±
16
.0

50
.2
±
16
.7

48
.8
±
10
.7

51
.6
±
15
.9

F
0.
84

0.
47
4

0.
84

0.
47
4

0.
84

0.
47
4

0.
84

0.
47
4

p
0.
19

0.
90
1

0.
19

0.
90
1

0.
19

0.
90
1

0.
19

0.
90
1

A
ge

of
on

se
t

≤1
0

52
.6
±
31
.6

59
.2
±
29
.7

65
.1
±
24
.6

69
.4
±
24
.6

52
.6
±
31
.6

59
.2
±
29
.7

65
.1
±
24
.6

69
.4
±
24
.6

11
–2

0
13
.6
±
4.
23

13
.0
±
3.
89

14
.5
±
3.
42

14
.5
±
4.
66

13
.6
±
4.
23

13
.0
±
3.
89

14
.5
±
3.
42

14
.5
±
4.
66

21
–3

0
67
.3
±
17
.3

69
.8
±
17
.7

69
.3
±
17
.9

70
.5
±
16
.7

67
.3
±
17
.3

69
.8
±
17
.7

69
.3
±
17
.9

70
.5
±
16
.7

≥3
1

47
.1
±
16
.9

51
.3
±
16
.4

51
.1
±
14
.6

49
.9
±
17
.2

47
.1
±
16
.9

51
.3
±
16
.4

51
.1
±
14
.6

49
.9
±
17
.2

F
2.
22

0.
08
7

2.
22

0.
08
7

2.
22

0.
08
7

2.
22

0.
08
7

p
1.
88

0.
13
4

1.
88

0.
13
4

1.
88

0.
13
4

1.
88

0.
13
4

C
ou

rs
e
of

di
se
as
e

≤5
58
.4
±
29
.1

64
.6
±
26
.5

60
.6
±
30
.5

59
.8
±
27
.6

58
.4
±
29
.1

64
.6
±
26
.5

60
.6
±
30
.5

59
.8
±
27
.6

6–
10

14
.1
±
3.
83

13
.3
±
3.
84

14
.0
±
4.
48

13
.7
±
3.
74

14
.1
±
3.
83

13
.3
±
3.
84

14
.0
±
4.
48

13
.7
±
3.
74

11
–2

0
68
.1
±
16
.7

72
.8
±
14
.0

70
.9
±
19
.5

62
.1
±
19
.8

68
.1
±
16
.7

72
.8
±
14
.0

70
.9
±
19
.5

62
.1
±
19
.8

≥2
1

50
.6
±
15
.7

53
.0
±
15
.1

50
.3
±
15
.6

45
.0
±
18
.6

50
.6
±
15
.7

53
.0
±
15
.1

50
.3
±
15
.6

45
.0
±
18
.6

F
0.
49

0.
68
7

0.
49

0.
68
7

0.
49

0.
68
7

0.
49

0.
68
7

p
0.
44

0.
72
2

0.
44

0.
72
2

0.
44

0.
72
2

0.
44

0.
72
2

Se
iz
ur
e
ty
pe
s

Si
m
pl
e
pa
rt

47
.4
±
25
.5

55
.3
±
30
.0

62
.8
±
28
.4

68
.7
±
26
.3

68
.1
±
21
.9

47
.4
±
25
.5

55
.3
±
30
.0

62
.8
±
28
.4

C
om

pl
ex

pa
rt

14
.7
±
5.
17

12
.9
±
3.
64

13
.9
±
4.
06

14
.0
±
4.
30

14
.2
±
2.
67

14
.7
±
5.
17

12
.9
±
3.
64

13
.9
±
4.
06

Se
co
nd

ar
y

co
m
pr
eh
en
siv

en
es
s

67
.2
±
16
.5

68
.7
±
17
.3

69
.1
±
18
.3

72
±
13
.8

73
.0
±
18
.7

67
.2
±
16
.5

68
.7
±
17
.3

69
.1
±
18
.3

Fu
ll-
sc
al
e
at
ta
ck

48
±
15
.2

49
.7
±
16
.5

51
.1
±
16
.3

47
.6
±
16
.0

54
.9
±
15
.3

48
±
15
.2

49
.7
±
16
.5

51
.1
±
16
.3

A
bs
en
ce

at
ta
ck

71
.1
±
22
.1

73
.0
±
24
.1

78
.2
±
26
.5

83
.8
±
19
.4

76
.9
±
35
.9

71
.1
±
22
.1

73
.0
±
24
.1

78
.2
±
26
.5

F
1.
70

0.
15
2

1.
70

0.
15
2

1.
70

0.
15
2

1.
70

0.
15
2

p
0.
69

0.
59
8

0.
69

0.
59
8

0.
69

0.
59
8

0.
69

0.
59
8

Se
iz
ur
e
fr
eq
ue
nc
y

>1
tim

e/
w
ee
k

54
.0
±
32
.7

47
.1
±
29
.6

64
.5
±
26
.3

71
±
23
.3

54
.0
±
32
.7

47
.1
±
29
.6

64
.5
±
26
.3

71
±
23
.3

1
tim

e/
w
ee
k
to

1
tim

e/
m
on

th
12
.6
±
4.
20

14
.1
±
3.
40

13
.8
±
3.
67

13
.6
±
4.
59

12
.6
±
4.
20

14
.1
±
3.
40

13
.8
±
3.
67

13
.6
±
4.
59

1
tim

e/
m
on

th
to

1
tim

e/
ye
ar

63
.7
±
18
.3

66
.7
±
19
.2

69
.4
±
16
.3

72
.6
±
16
.5

63
.7
±
18
.3

66
.7
±
19
.2

69
.4
±
16
.3

72
.6
±
16
.5

<1
tim

e/
ye
ar

47
.7
±
18
.9

47
.4
±
16
.6

52
.9
±
13
.7

51
.1
±
16
.9

47
.7
±
18
.9

47
.4
±
16
.6

52
.9
±
13
.7

51
.1
±
16
.9

F
8.
33

0.
00
0

8.
33

0.
00
0

8.
33

0.
00
0

8.
33

0.
00
0

p
0.
58

0.
63
1

0.
58

0.
63
1

0.
58

0.
63
1

0.
58

0.
63
1

N
o
at
ta
ck

m
on

th
s
af
te
r

tr
ea
tm

en
t

≤1
m
on

th
48
.5
±
30
.2

61
.7
±
26
.8

70
.8
±
25
.5

67
.1
±
23
.7

74
.4
±
22
.0

48
.5
±
30
.2

61
.7
±
26
.8

70
.8
±
25
.5
∗

1–
6
m
on

th
s

13
.9
±
3.
60

13
.5
±
3.
53

13
.6
±
4.
86

13
.5
±
4.
19

14
.0
±
4.
63

13
.9
±
3.
60

13
.5
±
3.
53

13
.6
±
4.
86

7–
12

m
on

th
s

66
.2
±
18
.9

70
.2
±
16
.5

68
.4
±
15
.2

68
.4
±
15
.3

75
.3
±
17
.6

66
.2
±
18
.9

70
.2
±
16
.5

68
.4
±
15
.2

13
–2

4
m
on

th
s

47
.4
±
16
.8

52
.1
±
13
.8

51
.5
±
13
.7

50
.3
±
18
.5

53
.1
±
16
.4

47
.4
±
16
.8

52
.1
±
13
.8

51
.5
±
13
.7

≥2
5
m
on

th
s

71
.4
±
25
.4

77
.9
±
26
.3

83
.1
±
25
.6

74
.2
±
24
.9

85
.6
±
23
.7

71
.4
±
25
.4

77
.9
±
26
.3

83
.1
±
25
.6

F
6.
75

0.
00
0

6.
75

0.
00
0

6.
75

0.
00
0

6.
75

0.
00
0

p
0.
10

0.
98
1

0.
10

0.
98
1

0.
10

0.
98
1

0.
10

0.
98
1

8 Journal of Healthcare Engineering



Ta
bl

e
6:

C
on

tin
ue
d.

It
em

s
Se
iz
ur
e

an
xi
et
y

Li
fe

sa
tis
fa
ct
io
n

Em
ot
io
na
l

he
al
th

En
er
gy

fa
tig

ue
C
og
ni
tiv

e
fu
nc
tio

n
D
ru
g
eff
ec
t

So
ci
al

ac
tiv

ity
To

ta
ls
co
re

In
tr
ac
ta
bl
e

Ye
s

45
.0
±
28
.9

66
.0
±
26
.3

45
.0
±
28
.9

66
.0
±
26
.3

45
.0
±
28
.9

66
.0
±
26
.3

45
.0
±
28
.9

66
.0
±
26
.3

N
o

13
.9
±
3.
58

13
.7
±
4.
09

13
.9
±
3.
58

13
.7
±
4.
09

13
.9
±
3.
58

13
.7
±
4.
09

13
.9
±
3.
58

13
.7
±
4.
09

t
4.
48

0.
00
0

4.
48

0.
00
0

4.
48

0.
00
0

4.
48

0.
00
0

p
0.
34

0.
73
1

0.
34

0.
73
1

0.
34

0.
73
1

0.
34

0.
73
1

N
um

be
r
of

dr
ug
s
us
ed

O
ne

64
.8
±
28
.2

60
.6
±
27
.3

42
.8
±
31
.9

64
.8
±
28
.2

60
.6
±
27
.3

42
.8
±
31
.9

64
.8
±
28
.2

60
.6
±
27
.3
∗

Tw
o

14
.0
±
3.
55

13
.2
±
4.
34

14
.6
±
3.
08

14
.0
±
3.
55

13
.2
±
4.
34

14
.6
±
3.
08

14
.0
±
3.
55

13
.2
±
4.
34

)
re
e

70
.8
±
16
.8

67
.9
±
19
.0

69
.2
±
12
.7

70
.8
±
16
.8

67
.9
±
19
.0

69
.2
±
12
.7

70
.8
±
16
.8

67
.9
±
19
.0

F
3.
52

0.
03
2

3.
52

0.
03
2

3.
52

0.
03
2

3.
52

0.
03
2

p
1.
26

0.
28
6

1.
26

0.
28
6

1.
26

0.
28
6

1.
26

0.
28
6

Journal of Healthcare Engineering 9



epilepsy, such as marriage and childbirth [17]. We do not
find a difference between married and unmarried, which
may be related to the small sample size of this study. It
may also be that the economic situation in Wenzhou is
better, and patients can use better drugs to control epi-
lepsy, so it does not affect the patient’s marriage.

Our results show that education level is not an influ-
encing factor in the quality of life of adult patients with
epilepsy. Some foreign scholars believe that education is
positively correlated with the quality of life [14]. A study in
China shows that higher education is a protective factor for
the quality of life of epilepsy [18]. Wenzhou is the first place
of the private economy, and most people are self-employed.
Most can still work in their own factories even if they have a
low education level. )ey have a good source of income and
considerable economy, so they have no great impact on the
quality of life. Moreover, our study shows that the associ-
ation between quality of life and occupation of epilepsy
patients is mainly reflected in the dimension of seizure
worry, and the scores in students and unemployed patients
are relatively low. It has been reported that the occupation of
epilepsy patients has an important impact on their lifestyle
and quality of life [19]. Because of suffering from epilepsy,
patients worry about seizures without warning, so they feel
no sense of security, anxiety, and fear. )ese reasons may

Table 7: Correlation analysis of anxiety, depression, sleep, and quality of life.

Items Anxiety Somnolence Depression Sleep quality Health status
Somnolence 0.333∗∗
Depression 0.675∗∗ 0.201∗∗
Sleep quality 0.520∗∗ 0.343∗∗ 0.569∗∗
Health status −0.407∗∗ −0.225∗∗ −0.342∗∗ −0.264∗∗
Quantity of life −0.645∗∗ −0.266∗∗ −0.599∗∗ −0.407∗∗ 0.513∗∗
∗∗P< 0.01
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Figure 1: Structural equation modeling of factors influencing the quality of life in patients with epilepsy.

Table 8: Path coefficient test of structural equation model for influencing factors of quality of life in patients with epilepsy.

Pathway Nonstandard path coefficient S.E. C.R. P Standard path coefficient
Somnolence <--- Sleep quality 0.431 0.086 5.012 ∗ ∗ ∗ 0.343
Depression <--- Sleep quality 0.982 0.103 9.522 ∗ ∗ ∗ 0.569
Anxious <--- Depressed 0.432 0.048 9.007 ∗ ∗ ∗ 0.559
Anxious <--- Sleep quality 0.191 0.086 2.213 0.027 0.143
Anxious <--- Drowsiness 0.183 0.058 3.175 0.001 0.172
Health status <--- Anxious −2.031 0.332 −6.122 ∗ ∗ ∗ −0.407
Quality of life <--- Depressed −0.343 0.088 −3.924 ∗ ∗ ∗ −0.266
Quality of life <--- Anxious −0.591 0.119 −4.958 ∗ ∗ ∗ −0.355
Quality of life <--- Health 0.093 0.018 5.101 ∗ ∗ ∗ 0.280
∗ ∗ ∗P< 0.001

Table 9: Fitting results of structural equation model.

Indicators Reference standard )is model
χ 2/df <3 0.776
P ＞0.05 0.589
GFI ＞0.90 0.992
CFI ＞0.90 0.999
RMSEA ＜0.080 0.001
IFI ＞0.90 0.999
AGFI ＞0.90 0.972
PGFI ＞0.50 0.483
PNFI ＞0.50 0.490
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lead to their deliberately reducing contact with society,
resulting in their low employment rate and low quality of
life.

Our study shows that smoking is not an influencing
factor in the quality of life in patients with epilepsy.
Dwoetzky et al. found that compared with never smoking,
the incidence of convulsions is increased [20]. )is is not
consistent with the results of this study, which may be re-
lated to smoking cessation after the diagnosis of epilepsy.
However, the sample size of the study of Dwoetzky et al. is
110, which is small, so further research is needed. Smoking is
a risk factor for many diseases. )erefore, patients with
epilepsy still are needed to advise to quit smoking.

)is study shows that the emotional health score of
patients with epilepsy is positively correlated with good
economic status. Cheng Jianhua et al. suggest that the better
the economic situation, the better the quality of life of pa-
tients [21]. Zhang Yuting and others also show that the
economic situation and the quality of life scores of patients
with epilepsy are positively correlated to life satisfaction,
emotional health, and total score [15]. Our study is basically
consistent with the above research results. )e quality of life
of patients with superior economic situations is relatively
high, and they will not worry too much about living and
medical expenses due to economic problems. All in all,
improving the economic situation of epilepsy patients will
help improve the quality of life of epilepsy patients.
Moreover, we also show that good family relations are
positively correlated with the quality of life. )e patient
spends most of his time in the family environment and has
the closest relationship with family members. )erefore, the
support and understanding of family members have an
important impact on the physical and mental health of
patients. Especially, when the patient has a seizure, it also has
a significant impact on the patient’s rescue [22]. )erefore,
good family relationships can improve the quality of life of
patients with epilepsy.

Our results show that the etiology and age of onset are
not the influencing factors of the quality of life of patients
with epilepsy, which may be related to the insufficient
sample size or the lack of understanding of epilepsy. In the
study of Yuting et al., the quality of life of patients without
definite etiology is better [15]. In addition, another study
shows that the younger the age of onset, the more serious the
impact on the brain development process, and the more
obvious the cognitive impairment, which results in the low
quality of life of patients [23]. )e different results of this
study may be due to the fact that the sample size is mainly
adults and the sample size is relatively small.

)is study shows that emotional health first increases
and then decreases with the course of the disease. Djibuti
et al. believe that the long course of epilepsy is positively
correlated with the total score of quality of life, seizure
anxiety, and social activities [14]. )e reason why this study
is inconsistent with it may be caused by the different un-
derstanding of the disease and the different control of the
attack. Moreover, we have found that patients with simple
and complex seizures score lower in the dimension of drug
influence than patients with generalized seizures and

absence seizures. However, the investigation of Li Keng et al.
on the quality of life of epilepsy patients in rural areas of
Gansu Province showed that seizure type is not the influ-
encing factor of their quality of life [24].

)e results show that with the decrease in seizure fre-
quency, the score of quality of life increases gradually. A
study by Fawale shows that there is no significant difference
in the quality of life between epileptic patients and normal
people [25], which is consistent with this study. It can be
seen that the control of seizure frequency can significantly
improve the quality of life of patients with epilepsy. In
addition, we have found that the score of quality of life
gradually increases with the prolongation of seizure-free
months after treatment. )e results are consistent with the
control of seizure frequency. Another study also shows that
patients with poor seizure control are younger and more
depressed and have a lower quality of life [26].)e results are
basically consistent with this study. )e results of this study
show that the score of quality of life increases with the
decrease in the number of drugs. A foreign study shows that
multidrug combination therapy for epilepsy is helpful for
disease control, but it has an impact on the quality of life
[27]. Furthermore, another study also shows that the total
score of quality of life and various factor scores significantly
decrease when treated with multidrug combination [28].

)e results show that the quality of life of patients with
epilepsy is correlated with anxiety, depression, and quality of
sleep. A study conducted byWang Yingying et al. shows that
patients with epilepsy have obvious somatization symptoms,
accompanied by anxiety, depression, and other negative
emotions, and depression and poor quality will increase the
risk of suicide [29]. A study by Johnson et al. shows that
anxiety and depression are independent influencing factors
of quality of life in patients with epilepsy [30]. Another study
also shows that anxiety, depression, and sleep disorders have
a greater impact on the quality of life of patients with ep-
ilepsy than the control of short-term seizures [31]. Epilepsy
patients are prone to sleep disorders, which affect their
quality of life [32]. However, another study on juvenile
myoclonic epilepsy shows that despite the appropriate drug
treatment, the decrease in sleep quality and daytime
sleepiness in patients increase the risk of seizures [33].

Nevertheless, we also explore the relationship between
the quality of life of patients with epilepsy and sleep, anxiety,
depression, lethargy, and health status through structural
equation models. )ere is currently no relevant research
method to study the quality of life of patients with epilepsy.
)is method can not only understand the direct impact of
sleep, anxiety, depression, sleepiness, and health status on
the quality of life of patients with epilepsy but also intuitively
understand whether there is an indirect relationship between
anxiety, depression, sleep, sleepiness, and health status
through structural equation models.

)ere are also some limitations in our study. First, be-
cause this study is a cross-sectional study, we do not further
explore the impact of the respective proportions of various
factors on the quality of life of patients with epilepsy.
Secondly, the sample size of this study is relatively small, and
it is mainly for adult patients with epilepsy. It is impossible to
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analyze more categories for further research. In the future,
more large-scale cohort studies and randomized controlled
studies need to be conducted on different factors affecting
the quality of life of patients with epilepsy through multi-
disciplinary cooperation.

5. Conclusion

In conclusion, the quality of life of adult patients with ep-
ilepsy in Wenzhou is affected by gender, age, occupation,
economy, family relationship, work condition, course of the
disease, seizure type, seizure frequency, months without
seizure after treatment, whether it is refractory, and the
amount of medication. Sleep disorders, drowsiness, anxiety,
depression, and health status all also affect the quality of life
of patients with epilepsy.
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