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Abstract

Objective: The aim of the present study was to investigate the efficacy of mindfulness-based cognitive therapy (MBCT) on self-
efficacy and anxiety among epileptic patients.
Methods: The present study with a pretest-posttest control-group design was performed on epileptic patients in public healthcare
centers of Kuhdasht, Iran. Through randomized sampling, 15 patients were selected for the experimental group and 15 epileptic
patients for the control group. The experimental group received MBCT once a week during 8 sessions, while the control group was
engaged in usual activities. The data collection tools included the general self-efficacy scale (GSES) and Zung self-rating anxiety scale
(SAS). For statistical analysis, descriptive tests and repeated measures analysis of variance were performed.
Results: Data analysis showed significant differences in self-efficacy and anxiety scores between the experimental and control
groups (P < 0.001).
Conclusions: According to the results, MBCT can increase self-efficacy and decrease anxiety in epileptic patients.
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1. Background

The prevalence of epilepsy has been reported to be 1%
worldwide (1). Epileptic patients experience various psy-
chological problems (2). The overall prevalence of psychi-
atric disorders in epileptic patients has been reported to
be 50% - 60% (3). Patients with epilepsy often encounter
various challenges while performing work-related tasks or
daily activities and normally experience low functionality,
social isolation, and psychological distress (4).

Psychiatric disorders have a negative impact on the
quality of life, occupation, and interpersonal relationships
of epileptic patients, and disorders, such as depression and
anxiety, remain common among these patients (5). Anxiety
can reduce the quality of life in epileptic patients and is as-
sociated with other problems (3). Anxiety associated with
epilepsy affects not only adults, but also children, causing
more pain and problems persisting into adulthood (6).

According to previous studies, self-efficacy determines
the level of basic self-management in epileptic patients.
In fact, patients with a high level of self-management and
self-care are more successful and efficient in controlling
their medications. In addition, they are more successful
in avoiding aggravating symptoms and reviewing their
health status (7-9).

Self-efficacy is one’s belief in his/her competence to suc-
cessfully carry out a particular task or achieve a particular

purpose (4). It is an important element in the management
of epileptic children and facilitates psychosocial compati-
bility of the patients. Low levels of self-efficacy in seizure
management of epileptic patients have a significant rela-
tionship with negative attitudes toward epilepsy, concerns
about seizures and attacks with greater severity, less fam-
ily support and management, and more depressive symp-
toms. In addition, self-efficacy is self-management of the
behavioral outcomes of epilepsy among patients (10).

The association between anxiety and epilepsy results
in the patients’ greater demand for medical services (1).
Nondrug treatments, such as psychotherapy, are strongly
encouraged as the first-line treatment for epileptic pa-
tients (11). However, despite the high prevalence of anxiety
in these patients, timely diagnosis and appropriate treat-
ment have been neglected (12). Overall, many psychobe-
havioral therapies are aimed at the improvement of psy-
chological wellbeing and convulsion control in epileptic
patients. In this regard, behavioral approaches, cognitive-
behavioral therapy, mindfulness-based cognitive therapy
(MBCT), and physical interventions are widely used to help
epileptic patients (13).

MBCT interventions are among third-generation cog-
nitive behavioral therapies. Mindfulness is described as
the use of a unique and targeted approach in the present
moment without making any judgments (14). Mindfulness
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exercises activate an area of the brain, which creates posi-
tive emotions and has beneficial effects on the body’s im-
mune function (15). Over the past 3 decades, use of MBCT
has been welcomed. The literature review showed that
more than 70 scientific articles have been published on
this type of therapy (16).

Exercises used in MBCT help increase self-awareness
and self-acceptance of the patients (17). This type of therapy
and exercise helps raise awareness about functioning of
the mind and daily activities in the past and future and can
help control awareness of thoughts, feelings, and gestures
in every moment (18). It should be noted that mindfulness
is not a technique or method, although many techniques
and exercises are used during treatment. In fact, this type
of therapy can be described as a way of understanding per-
sonal feelings.

As mentioned earlier, MBCT increases the awareness
and understanding of people about the content of the
mind. Therefore, this type of therapy is generally described
as a way of perceiving and understanding (17). In addition,
MBCT adds some elements of cognitive therapy, which help
maintain concentration. Maintenance of concentration
on individual thoughts is also employed for emotions and
physical sensations (19). Therefore, considering the the-
oretical and research principles and the scarcity of infor-
mation on the impact of MBCT on anxiety and self-efficacy
in epileptic patients, we aimed to determine the effects of
MBCT on these variables.

2. Objectives

The aim of the present study was to determine the effi-
cacy of MBCT on self-efficacy and anxiety among epileptic
patients.

3. Methods

In this experimental study, a pretest-posttest, control-
group design with a 1-month follow-up was applied. The
study population included all epileptic patients, referring
to the healthcare centers of Kuhdasht, Iran during the
study. The sample size was determined based on a pi-
lot study, indicating a sample size of 15 for each group
(20). Then, the inclusion and exclusion criteria were de-
termined (Table 1) and evaluated using clinical interviews
and Diagnostic and statistical manual of mental disorders
(DSM-V) criteria.

The subjects were selected among epileptic patients,
referring to healthcare centers of Kuhdasht. In case they
met the inclusion criteria, they were randomly divided
into 2 groups. The study procedure included evaluation of

Table 1. A summary of the Inclusion and Exclusion Criteria

Exclusion Criteria Inclusion Criteria

- Informed consent and desire to
participate in the study

- Unwillingness or inability to
participate in meetings and
unwillingness to do the exercises

- Ability to participate in meetings
and collaborate on homework

- Absence of more than 3 sessions in
the treatment process

- Diagnosis of epilepsy by a
neurologist

- Receiving treatment or having
infections due to other physical or
psychological disorders intervening
with the results of the study

-Report of temporal lobe epilepsy
or grand mal seizures

- Having cognitive dysfunctions

- A 5-year history of epilepsy
(minimum)

- Having symptoms of acute diseases
which make participation in the
study difficult or almost impossible

- Age range of 18-45 years

- Minimum education level of
high school

the effectiveness of MBCT in increasing efficacy and reduc-
ing anxiety among epileptic patients, based on the pretest,
posttest, and follow-up results.

First, 30 eligible subjects were selected among patients
referring to healthcare centers of Kuhdasht to receive med-
ication on specific dates at the mental health unit. Then,
30 sheets were prepared and distributed in the groups (15
A4 paper sheets per group). During the pretest, by using
the general self-efficacy scale (GSES) and self-rating anxi-
ety scale (SAS), the researcher individually asked each pa-
tient to choose one of the sheets. All the patients were ran-
domly divided into 2 groups (A and B) and were randomly
assigned to control and experimental (MBCT) groups.

The patients received MBCT at Fajr healthcare center of
Kuhdasht by a therapist, who had passed the MBCT course
and had the necessary expertise in this context. The inter-
vention included 8 sessions (1 session per week), with each
psychotherapy session lasting 1 to 2 hours. The posttest was
administered in the final session, and follow-up was con-
ducted during 1 month after therapy. The control group
also received MBCT due to moral considerations after the
study. The MBCT protocol is presented in Table 2. The data
collection tools included demographic sheets, GSES, and
SAS.

3.1. Demographic Sheet

The sample sheet included age, sex, educational level,
and marital status of the patients. It was prepared and eval-
uated by the researchers.
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Table 2. A summary of Functional and Instructional Sessions of Mindfulness-Based
Cognitive Therapy (MBCT)

Session Content

First session: Automatic pilot Introduction of the automatic
guidance system/knowledge on how
to use present moment awareness of
bodily sensations, thoughts, and
emotions to reduce stress/practice of
eating raisinsa , giving feedback and
discussing the practice/3-minute
breathing, giving assignments for
the next week, and distributing
leaflets of the first session and
meditation CDs

Second session: Facing obstacles Reexamination of body
workouts/giving feedback and
discussing body workout
examination/practicing breathing in
mindful meditation/distributing
leaflets of the second session and
meditation CDs

Third session: Kindness with
breathing and body and
awareness about breathing and
body movements

Conscious sitting with awareness of
breathing (sitting meditation)/
practicing 3-minute
breathing/distributing leaflets of the
third session and a videotape of yoga
practices

Fourth session: Learning how to
answer

Reexamination of body workouts in
the hospital chapel/5-minute
practice of “seeing or
hearing”/repracticing the conscious
session with awareness of breathing
and body/distributing leaflets of the
fourth session and meditation CDs

Fifth session: Slow adjustment
with difficulties (attendance)

Practicing breathing/repracticing
the conscious session (awareness of
breathing, body, sounds, and
thoughts)/explaining stress and
anxiety and identifying the
participants’ reactions to stress and
anxiety/examining the effect of
awareness of pleasant and
unpleasant events on feelings,
thoughts, and bodily
sensations/practicing 3-minute
breathing/distributing leaflets

Sixth session: Thoughts are not
facts

Practicing sitting meditation
(mindfulness of sounds and
thoughts)/distributing leaflets of the
sixth session and video tape No. 4
among the participants

Seventh session: Self-care Practicing mountain
meditation/sleep hygiene/repeating
exercises of the previous
session/listing enjoyable
activities/distributing leaflets of the
seventh session

Eighth session: Going beyond fear Examining body workouts/overview
of the program/examining and
discussing programs

aObject attention training.

3.2. GSES

GSES was designed by Maddux and Sherer and contains
17 items, rated on a 5-point Likert scale. High scores indi-

cate high self-efficacy perception. Items 3, 8, 9, 13, and 15
of the scale are scored directly, while the rest of the items
are scored in a reverse manner (21). Sherer et al. (1982) cal-
culated the Cronbach’s alpha to be 0.86. Also, in terms of
construct validity, Hossini Manesh (22) reported a correla-
tion coefficient of 0.61 with the self-esteem scale. Also, re-
liability of the scale was evaluated in junior high-school
students through Spearman-Brown method, showing a
length of 0.76 and an unequal length of 0.76 (Guttman
split half, 0.76). Additionally, analysis of the reliability of
the scale indicated a Cronbach’s alpha of 0.80. Hossini
Manesh (22) also reported a Cronbach’s alpha coefficient of
0.80.

3.3. SAS

Zung designed SAS in 1970. This scale consists of 20
items, rated on a 4-point Likert scale. SAS is applicable for
both individuals and groups, and respondents are asked
to express how they felt or what they thought about over
the last week. The reliability of the scale was measured
to be 0.84, using coefficient of coherence. The validity of
the scale was measured at 0.71, based on the application of
2 measures on more than 500 cases and measurement of
Pearson’s correlation coefficient (between 2 tests by Zank
and Hamilton) (23). Also, the results of a study by Karami
(24) showed a Cronbach’s alpha of 0.84 and a coefficient of
convergent validity of 0.75, compared to Hamilton anxiety
rating scale.

3.4. Statistical Analysis

For statistical analysis, descriptive statistics were mea-
sured and repeated measures analysis of variance was per-
formed, using SPSS version 21. The protocol of MBCT is pre-
sented in Table 2 (18).

4. Results

The demographic characteristics of the study sample
are presented in Table 3.

The mean and standard deviation (SD) of anxiety and
self-efficacy in the pretest, posttest, and follow-up stages in
the experimental and control groups are presented in Ta-
ble 4.

As presented in Table 4 not only the mean and SD of
self-efficacy increased from pretest to posttest, but also rel-
ative stability was observed in the follow-up phase. Also,
the mean and SD of anxiety decreased from the pretest to
posttest, and relative stability was reported in the follow-
up phase.

In this study, statistical analysis of efficacy and anxi-
ety scores in the experimental and control groups was per-
formed, using multivariate analysis of covariance. In this
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Table 3. The Demographic Characteristics of the Subjectsa

Control (N = 15) Experimental
(N = 15)

Gender
Male 11 (73.3) 12 (80)

Female 4 (26.7) 3 (20)

Age, y

20 to 25 2 (13.3) 3 (20)

26 to 30 4 (26.7) 2 (13.3)

31 to 35 2 (13.3) 3 (20)

36 to 40 5 (33.3) 2 (13.3)

41 to 45 2 (13.3) 5 (33.3)

32.76 ± 7.69 34.80 ± 6.03

Education

Below high
school

7 (46.7) 7 (46.7)

High school 6 (40) 7 (46.7)

Above high
school

2 (13.3) 1 (6.6)

Marital status
Married 5 (33.3) 4 (26.7)

Single 10 (66.7) 11 (73.3)

aValues are expressed as mean ± SD or No. (%).

analysis, the pretest scores were considered as a covariate,
posttest and follow-up scores as dependent variables, and
time as the moderating variable. Prior to the analysis, pre-
assumptions about the model were investigated.

As can be seen in Table 5 the null hypothesis of homo-
geneity of variances in the 2 groups for self-efficacy and
anxiety was confirmed. The variances in the 2 groups were
equal, and there was no significant difference. Therefore,
according to Levene’s test results, we could conduct a mul-
tivariate analysis of variances in the research results.

The results of Mauchly’s test for self-efficacy showed
the homogeneity of covariance matrix (P = 0.173; Mauchly’s
W; 0.878; Df, 2). The results of multivariate analysis showed
that time (pretest, posttest, and follow-up) was statistically
significant in efficacy (partial eta squared, 0.841; P < 0.001;
F = 437.71; Pillai’s trace, 0.841). Also, the interaction ef-
fect between group and time was significant (partial eta
squared, 0.853; P < 0.001; F, 78. 624; Pillai’s trace, 0.853).

Considering the significant difference between the ex-
perimental and control groups and the results presented
in Table 3, the mean score of experimental group was
higher than the control group in the posttest and follow-
up phases. It can be concluded that the independent vari-
able (MBCT) is effective in increasing self-efficacy.

The results of Mauchly’s test for anxiety showed the ho-
mogeneity of covariance matrix (P = 0.386; Mauchly’s W,
0.932; Df, 2). The results of multivariate analysis showed
the significance of time (pre-test, post-test, and follow-up)

in anxiety (partial eta squared, 0.785; P < 0.001; F, 82.521;
Pillai’s trace, 0.859). Also, the interaction effect between
group and time was significant (partial eta squared, 0.853;
P < 0.001; F, 624.78; Pillai’s trace, 0.853) (Figures 1 and 2).
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Figure 1. The Interaction Effect of Time and Group on Self-Efficacy
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Figure 2. The Interaction Effect of Time and Group on Anxiety

5. Discussion

The purpose of the present study was to investigate the
effects of MBCT on self-efficacy and anxiety in epileptic pa-
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Table 4. The Mean and Standard Deviation (SD) of Self-Efficacy and Anxiety in Patients with Epilepsy Over Time (Pretest, Posttest, and Follow-Up)

Variables Experimental (N = 15) Control (N = 15)

Pretest Posttest Follow-Up Pretest Posttest Follow-Up

Self-efficacy 29.33 ± 4.54 38.40 ± 5.08 36.80 ± 5.17 27.33 ± 5.12 27.07 ± 4.43 27.33 ± 4.48

Anxiety 54.14 ± 8.10 42.53 ± 6.71 44.01 ± 7.85 53.52 ± 8.35 51.80 ± 7.21 53.40 ± 8.31

Table 5. Levene’s Test Results on Homogeneity of Variances for Preassumptions in the Groups

Variables Stages F One Degree of Freedom Two Degrees of Freedom Significance Level

Self-efficacy
Posttest 0.017 1 28 0.899

Follow-up 0.021 1 28 0.886

Anxiety
Posttest 0.448 1 28 0.509

Follow-up 0.015 1 28 0.905

tients. Based on the findings, there was a significant differ-
ence between the groups in terms of self-efficacy and anxi-
ety (P < 0.001). Therefore, it can be concluded that MBCT
increases self-efficacy and reduces the impact of anxiety
symptoms in epileptic patients.

Researchers have used cognitive behavioral therapy to
improve the quality of life of patients with epilepsy (25).
In this regard, cognitive-behavioral therapy was applied in
a previous study on epileptic patients with anxiety disor-
ders to improve their symptoms (26). In another study, a
cognitive behavioral intervention was applied to improve
efficiency and self-management of epileptic patients. The
results showed that treatment could be effective in improv-
ing self-efficacy (27).

Epilepsy in many cases is accompanied by psychiatric
disorders, which can cause problems for the patients (28).
Many studies have confirmed the association between
epilepsy and anxiety disorders (29-33). In fact, the rela-
tionship between epilepsy and anxiety has attracted the
researchers’ attention to psychological therapy (34). Pre-
vious studies have supported the application of MBCT for
epileptic patients to improve the symptoms of epilepsy
and mental disorders, associated with epilepsy (eg, anxiety
and depression). The present results are consistent with
these findings (35-37).

Several studies have supported the impact of MBCT
on anxiety (38, 39). Therefore, this type of therapy can
be effective in reducing anxiety, associated with epilepsy.
Furthermore, knowledge and understanding of physical,
emotional, and mental aspects through MBCT can help re-
duce the symptoms of anxiety; consequently, this dynamic
reduction improves the management of epilepsy.

Consistent with the present findings, previous stud-
ies have supported the impact of MBCT on the improve-

ment of self-efficacy in patients (40, 41). Therefore, this
type of therapy can be useful in improving self-efficacy
among epileptic patients. Through improving self-efficacy,
patients can better control their symptoms, review and
evaluate their medication use, avoid seizures (through bet-
ter management), develop a comprehensive personal care
program, and finally manage their disease through self-
care. Also, the health benefits support the increased emo-
tional processing, improved adjustment with chronic dis-
eases and stress, improved quality of life and control over
the affairs, and shaping of a different image of wellbeing,
which naturally affects one’s satisfaction in life (42).

MBCT affects one’s beliefs and thoughts through dif-
ferent practices (eg, being in the present moment) and ex-
ercises (eg, concentration on the breath, body, and aware-
ness). Moreover, it encourages the individual to have pres-
ence of mind, using various exercises which strengthen
the memory. In these exercises, the person is encouraged
to communicate his/her thoughts and feelings; this aware-
ness in fact leads the person to be more in touch with
him/herself and help reduce the symptoms of the disease.
Therefore, according to this speculation, MBCT can be used
for epileptic patients due to its effectiveness.

There are some limitations in the present study. The in-
sufficient number of patients for the placebo group in the
research design is one of these shortcomings. Therefore,
integration of placebo groups or applied interventions is
recommended in future studies. Furthermore, the small
sample size of each group is another shortcoming of this
study, which limits the generalizability of research results.
In addition, some epileptic patients were unwilling to par-
ticipate in the study, thereby affecting the generalizability
of the findings to the study population. It is suggested to
promote patient participation in training and psychother-
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apy sessions by emphasizing on the importance of mental
health, along with medical treatments.

As mentioned earlier, this study had some limitations
in terms of the generalizability of the results. Lack of con-
trol over the experimental and control groups regarding
seizure frequency was another shortcoming; accordingly,
it is suggested to control the number of seizures in future
studies. Also, in this study, we had no control over the dis-
ease or study population, which was limited to patients
with epilepsy in Kuhdasht. Therefore, one should be cau-
tious in generalizing the results to epileptic patients with
other diseases in other cities. Also, similar studies should
be performed on specific types of epilepsy in samples se-
lected from different cities.
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