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The epidemiologic information demonstrates the importance of caring people with epilepsy (PWE). Indeed, the
impaired quality of life (QoL) and medication nonadherence rate among PWE have been reported. However, re-
ligiosity and religious coping could be potential factors for clinicians to foster appropriate intervention on epilep-
tic care. This study investigated twomodels to further understand the relationships between religiosity, religious
coping (including positive and negative coping), medication adherence, and QoL in an Iranian sample with epi-
lepsy. Eligible PWE (n= 760) completed the religiosity scale (Duke University Religion Index; DUREL) at base-
line; the religious coping scale (Brief Religious Coping Scale; Brief RCOPE) one month later; the medication
adherence scale (Medication Adherence Report Scale; MARS-5) two months later; and the QoL scale (Quality
of Life in Epilepsy; QOLIE-31) twelve months later. Their antiepileptic drug serum level was measured during
the period they completed theMARS. Through structural equation modeling (SEM), we found that religiosity di-
rectly correlated with negative religious coping and medication adherence, and indirectly correlated with med-
ication adherence through negative religious coping. Both positive and negative religious coping directly
correlated with medication adherence and QoL. Therefore, religiosity and religious coping may be determinants
of medication adherence and QoL in PWE; health professionals may consider asking PWE if religion is important
to them and how they use it to cope with their epilepsy.

© 2017 Elsevier Inc. All rights reserved.
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1. Introduction

Epilepsy is an important problem in developing countries because of
the high incidence (~10 to 19 per 10,000 person-year) [1] and the neg-
ative impact of epileptic symptoms on quality of life (QoL) [2,3]. A re-
cent review analyzed 45 articles [4] and concluded that Iran has a high
prevalence of epilepsy (5% in central Iran; 1% in northern Iran; 4% in
eastern Iran). As antiepileptic drugs (AEDs) have controlled symptoms
[5] and QoL has improved [6,7], medication adherence is a key factor

in the lives of people with epilepsy (PWE). Unfortunately, the poor
adherence to medication is a problem among PWE: medication
nonadherence rates range between 30 and 50% [8–10]. Hence, improv-
ing medication adherence in this population should be a top priority.

In order to address medication adherence, we thought that religios-
ity and religious coping in Iran could be important determinants. Religi-
osity is a multidimensional concept, including personal religious beliefs
(intrinsic religiosity), individual involvement in public religious activi-
ties (organizational religiosity), and private religious practices such as
praying and reading religious texts (nonorganizational religiosity) [11,
12]. Moreover, the link between religiosity and epilepsy has been dem-
onstrated amongPWE(e.g.,Wise–Knut) [13]; indeed, approximately 4%
of PWE reported religious premonitory symptoms or auras [14]. An un-
derlying mechanism also has been proposed: religious cognition is re-
lated to specific brain regions and people with brain disorder
(e.g., PWE) may have neuropsychological processes that predispose
them to greater religiosity [15]. Although to our knowledge, no studies
have examined whether religiosity is positively related to medication
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adherence among PWE, studies on people with HIV/AIDS show a posi-
tive relationship [16,17]. Therefore, we hypothesized that religiosity
may be positively associatedwithmedication adherence in PWE in Iran.

In addition to the direct relationship, religious coping could be ame-
diator in the relationship between religiosity and medication adher-
ence. Religious coping is different than coping in general. According to
the religious coping theory proposed by Pargament et al. [18], religious
coping involves finding meaning, gaining control, gaining comfort,
gaining intimacy with others and closeness to God, and achieving life
transformation through religious methods. More general forms of cop-
ing do not usually include such methods. Religious beliefs and activities
have been reported to be important strategies for copingwithmanydis-
eases including cardiovascular diseases [19]. A relationship between re-
ligious coping and medication adherence has been found: negative
religious coping was negatively related to self-reported medication ad-
herence in people with inflammatory bowel disease [20]. Thus, we hy-
pothesized that religiosity may affect medication adherence through
religious coping.

We assume that religiosity, spirituality, and mood interact with one
another. Pargament et al. [18] have defined spirituality as the key func-
tion of religion, and Koenig et al. [21] indicate that spirituality may (or
maynot) lead to or arise from thedevelopment of religious rituals.More-
over, the relationship between religiosity and psychiatric symptomswas
found to be similar to, but not the same as the relationship between spir-
ituality and psychiatric symptoms [22]. Other studies have found that
mood is associated with religiosity/spirituality [23,24]. Therefore, we as-
sumed that religiosity, spirituality, and mood are three related factors,
while religiosity and spirituality are similar but different concepts.

Because better medication adherence is related to higher level of
QoL [25,26], we additionally postulated that religiosity and religious
coping may be indirectly correlated with QoL through medication ad-
herence. However, research is mixed with regard to support of this
proposition. Giovagnoli et al. [27] found a positive relationship between
religiosity and QoL, whereas Tedrus et al. [12] reported no relationship
between religiosity and QoL. Because mediated effects are usually
weak, some studies may detect such associations while others may
not. Hence, we considered using amediatedmodel to better understand
the relationship between religiosity, medication adherence, and QoL. As
for the religious coping, we hypothesized that it might also have a direct
association with QoL for PWE as demonstrated by Tedrus et al. [28].

We proposed two models to examine the relationships among reli-
giosity, religious coping, medication adherence, and QoL in an Iranian
sample of PWE. Specifically, Model 1 (Fig. 1) hypothesized that religios-
ity would be positively associated with positive religious coping and
medication adherence, and be negatively associated with negative

religious coping; positive/negative religious coping would be positively/
negatively associated with medication adherence; positive and negative
religious copings would mediate the association between religiosity and
medication adherence.Model 2 (Fig. 2) hypothesized thatmedication ad-
herence would be positively associated with QoL and that positive and
negative religious coping together with medication adherence would
mediate the relationship between religiosity and QoL.

2. Methods

2.1. Participants

From 2015 to 2016, PWE were prospectively recruited from four
neurology clinics in the cities of Tehran and Qazvin. Participants were
included if they (a) were 18 years old or more, (b) had a diagnosis for
epilepsy identified by the International League Against Epilepsy criteria
[29]; and (c) had been prescribed antiepileptic drugs. Patients were ex-
cluded if they (a) were not able to provide consent or (b) had intellec-
tual disability or cognitive impartment (as assessed using the mini-
mental status examination: MMSE b 24 [30]). The study was approved
by the Ethics Committee of Qazvin University of Medical Sciences, and
all participants provided informed consent before enrolling in the study.

2.2. Measures

2.2.1. Religiosity: Duke University Religion Index (DUREL)
The DUREL, a five-item scale, was used to measure religiosity. The

five items were made up of three dimensions: intrinsic religiosity
(3 items), organizational religiosity (1 item), and nonorganizational re-
ligiosity (1 item). All items are rated on a five-point Likert scale [31]. As
suggested by the developers, the three dimensions should not be
summed to prevent effects canceling out each other [32]. Therefore,
using latent construct to measure the religiosity seems most appropri-
ate. In addition, the DUREL has been translated into Persian for use in
Iranian populations using the standard translation process, cognitive
debriefing, and psychometric testing. The internal consistency is high
(α = 0.87 and 0.92), the test–retest reliability is excellent (intraclass
correlation coefficient = 0.96 to 0.99), and the concurrent validity is
based on strong high correlations with the Santa Clara Strength of Reli-
gious Faith Questionnaire (r = 0.62 to 0.79) [33].

2.2.2. Religious coping: Brief Religious Coping Scale (Brief RCOPE)
The 14-item brief RCOPE measures positive (7 items) and negative

religious coping (7 items). Positive religious coping emphasizes connec-
tionswith a transcendent force and belief in a benevolent higher power;

Fig. 1. Model 1: relationships between religiosity, religious coping, and medication adherence. Religiosity was composed of intrinsic, organizational, and nonorganizational religiosity;
medication adherence included antiepileptic drug serum level and Medication Adherence Report Scale (MARS) score. Age, gender, duration of illness, and education were adjusted for
in the model. *p b 0.001.
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