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Abstract 

Background: Suicidal ideation is a major concern for adults with epilepsy, who are more 

vulnerable to mental health disorders like depression and anxiety. While research on this issue 

exists globally, there is a significant lack of data from Ethiopia, particularly from Mekelle and 

Tigray. This gap in local research highlights the need for studies in these regions to inform targeted 

interventions and address the unique factors contributing to suicidal ideation in this population. 

Objective: This study aimed to assess the prevalence and factors of suicidal ideation in adults with 

epilepsy attending neurology clinics at Ayder Comprehensive Specialized Hospital and Mekelle 

General Hospital, Mekelle, Tigray, Ethiopia, in 2024. 

Methods: This study employed a cross-sectional design at Ayder Comprehensive Specialized 

Hospital and Mekelle General Hospital from April to January 2024. A sample of 325 adults with 

epilepsy was selected. Data were collected through in-person interviews. SPSS version 27 was 

used for data analysis, with logistic regression identifying factors related to suicidal ideation. A p-

value of less than 0.05 was considered significant, and results were reported with adjusted odds 

ratios and 95% confidence intervals. 

Results: The study revealed that 29.5% of adults with epilepsy experienced suicidal ideation (95% 

CI: 24.3%–34.4%). Key factors significantly associated with suicidal thoughts included being 

single (AOR 3.8, 95% CI: 1.26–11.47), the use of multiple antiepileptic medications (AOR 4.5, 

95% CI: 1.83–11.09), inadequate social support (AOR 4.9, 95% CI: 1.47–16.29), depression (AOR 

5.6, 95% CI: 2.54–12.13), anxiety (AOR 2.96, 95% CI: 1.4–6.27), a family history of mental (AOR 

= 4.3, 95% CI: 1.40 to 13.09), and chronic medical conditions (AOR 6.8, 95% CI: 1.63–28.63). 

All these factors were found to be statistically significant (p < 0.05) and strongly correlated with 

an increased risk of suicidal ideation. 

Conclusion: The study revealed that 29.5% of adults with epilepsy experience suicidal thoughts. 

Key risk factors include being unmarried, taking several antiepileptic drugs, limited social support, 

depression, anxiety, history of mental illness in the family, and chronic medical issues. These 

findings emphasize the need for specialized mental health interventions for this group in the region. 

Keywords: Suicidal ideation, epilepsy, mental health, depression, anxiety, antiepileptic drugs, 

social support, Tigray, Ethiopia  
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1. Introduction 

1.1 Background 

Suicidal ideation, as outlined in the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5), refers to thoughts of self-harm that involve 

intentional consideration or planning of methods to end one's life. This process is 

complex, typically unfolding over time, with individuals contemplating self-harm for 

varying lengths of time, ranging from days to years, before taking any action. The 

seriousness of suicidal ideation is often determined by the level of detail in the plans 

and the strength of the individual’s intent (1,2).  

Epilepsy is a chronic neurological condition marked by recurrent, unprovoked seizures 

caused by abnormal electrical activity in the brain. Affecting around 50 million 

individuals globally, it ranks as one of the most prevalent neurological disorders. 

According to the World Health Organization (WHO), epilepsy is the fourth most 

common neurological disorder, after stroke, Alzheimer’s disease, and migraines. While 

seizures can be managed with appropriate medical intervention, individuals with 

epilepsy frequently face alterations in mental health, cognitive abilities, and involuntary 

physical movements, such as shaking or muscle stiffness. These symptoms can 

profoundly affect various aspects of their daily lives, including relationships, work, 

education, and social interactions (3,4). 

The link between epilepsy and suicidal ideation is significant, with individuals living 

with epilepsy being at an increased risk of experiencing suicidal behaviors. This 

heightened vulnerability is influenced by biological, psychological, sociocultural, and 

environmental factors. Biological factors, such as the impact of the neurological 

disorder on mental health, contribute to this increased risk. At the same time, while 

psychological challenges, including the social stigma surrounding epilepsy and its 

physical symptoms, can intensify feelings of isolation, depression, and hopelessness. 

Additionally, people with epilepsy often experience comorbid psychiatric disorders, 

including depression, anxiety, and cognitive impairments, which, if left untreated, are 

strongly associated with higher rates of suicidal ideation. The emotional and social 

burdens of living with epilepsy, especially when combined with difficulties in 

maintaining relationships or achieving personal and professional goals, can create an 

environment conducive to suicidal thoughts (5,6). 
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Studies have found that individuals with epilepsy are at a much higher risk for suicidal 

behavior, with increased rates of suicidal thoughts among those living with the 

condition (7,8). This group is often neglected in mental health discussions, even though 

the severity and long-term nature of epilepsy contribute significantly to an elevated risk 

of suicidal ideation. To address this issue, a thorough understanding of the prevalence 

and the factors that lead to suicidal ideation in adults with epilepsy is necessary, which 

is the focus of this study. 

The goal of this research is to investigate the prevalence of and factors contributing to 

suicidal thoughts in adults with epilepsy, highlighting the psychological, social, and 

medical factors that increase their vulnerability to suicidality. The findings of this study 

may offer valuable insights for developing targeted interventions to reduce suicidal 

behaviors and thoughts within this high-risk group. 
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1.2 Statement of the problem 

World Health Organization (WHO) report in 2014 showed that more than 800, 000 

people die by suicide every year worldwide - one person every 40 seconds, next to 

traffic accidents ranking as the second leading cause of death(9). In the United States, 

there are over 35000 deaths per year (approximately 100 per day) because of suicide. 

Suicide is also the tenth leading cause of death in the United States, after heart disease, 

cancer, chronic lower respiratory diseases, cerebrovascular diseases, accidents, 

Alzheimer’s disease, diabetes, influenza and pneumonia, and kidney disease(10). 

While mental health conditions are strongly associated with suicide, not all individuals 

who die by suicide have a diagnosed mental health disorder. The Centers for Disease 

Control and Prevention (CDC) reported in 2018 that a significant proportion of 

individuals who died by suicide did not have any recognized mental health issues at the 

time of their death. This highlights that suicide is influenced by a variety of factors, 

including physical health problems, stressful life events, and social or environmental 

conditions, in addition to mental health concerns (11). 

As different studies revealed PWE are at higher risk for suicidal ideation(7,12). 

According to the study conducted in Iran in 2015, the magnitude of suicidal ideation 

among PWE was 25%; whereas from the study conducted in 2014 in Bosnia and 

Herzegovina about 38% of patients with epilepsy had suicidal ideation(12). Similarly 

in the study conducted in Cuba, the magnitude of suicidal ideation was 45.2% (13). In 

addition from the meta-analysis study conducted in Asia in 2019, the magnitude of 

suicidal ideation was 23.2%(14). 

A 2018 institution-based cross-sectional study conducted at Amanuel Mental 

Specialized Hospital in Ethiopia revealed that 29.8% of individuals with epilepsy 

(PWE) experienced suicidal ideation (8). A similar study in Gondar indicated a slightly 

lower prevalence of 26.5% (15). It has been reported that suicide contributes to around 

11% of all deaths related to epilepsy (16), and data from the Centers for Disease Control 

and Prevention (CDC) shows that the suicide rate among those with epilepsy is 22% 

higher than in the general population (17). 

Several factors have been identified as strongly associated with suicidal ideation in 

PWE. These include early age of onset, long duration of epilepsy, high seizure 
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frequency, and polytherapy with antiepileptic drugs (18,19). Additionally, psychiatric 

disorders such as depression and anxiety are significant risk factors for suicidal ideation 

(20). Other contributing factors reported in various studies include poor social support, 

drug treatment for mental illness, low socioeconomic status, and unemployment (8). 

People with epilepsy (PWE) often encounter many psychosocial difficulties, including 

stigma, discrimination, social isolation, and financial struggles. These challenges can 

deeply affect their mental well-being, raising the likelihood of developing mental health 

issues. Among these concerns, suicidal thoughts are especially troubling, with studies 

showing that suicide rates among PWE are two to three times higher than in the general 

population. However, the exact prevalence and the factors contributing to suicidal 

ideation in PWE in Ethiopia remain insufficiently explored (21). 

There is a lack of research or data regarding the prevalence and contributing factors of 

suicidal ideation among adults with epilepsy in Ethiopia. Specifically, in Mekelle, 

Tigray, there is no available information on the extent of suicidal ideation and its 

associated factors among people with epilepsy (PWE), despite the significant burdens 

and consequences they face. This study aims to address this gap by examining the 

factors linked to suicidal ideation among PWE at Ayder Comprehensive Specialized 

Hospital and Mekelle General Hospital in Mekelle, Tigray, Ethiopia, in 2024.  
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1.3 Significance of the study 

The results of this study are anticipated to have significant impact on healthcare 

providers, policymakers, and individuals living with epilepsy. By enhancing the early 

identification, management, and support of those experiencing suicidal ideation, the 

research can help shape targeted interventions and preventive measures, ultimately 

leading to better care. In addition, the study seeks to encourage collaboration between 

neurologists and psychiatrists, establishing a framework for tackling suicidal ideation 

and improving mental health outcomes for epilepsy patients. 

Early detection and intervention of suicidal ideation are critical in optimizing long-term 

outcomes and reducing disabilities in this population. Identifying the factors associated 

with suicidal ideation will enable clinicians and policymakers to enhance 

comprehensive treatment plans for epilepsy. Specific strategies may include the 

integration of routine mental health screenings, the incorporation of therapy into 

treatment plans, and adjustments to medications to ensure optimal mental health 

management. Additionally, the establishment of clinical guidelines that prioritize 

mental health alongside neurological care will be vital in supporting a holistic approach 

to patient well-being. 

Overall, this research serves as a vital step towards improving the quality of life for 

individuals living with epilepsy by addressing the intertwined challenges of mental 

health and neurological conditions. 
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2. Literature review 

2.1 Overview of Suicidal ideation among people with epilepsy.  

According to a study conducted in Poland in 2016, the magnitude of suicidal ideation 

was 10.0% out of 301 studied patients(22), and from the study in the United States 

(USA) on the prevalence of suicidal ideation, the magnitude of suicidal ideation was 

12.2% (23). Based on a community-based case-control study done in Brazil, the 

prevalence of suicidal ideation among PWE was 36.7% and from a study conducted in 

Cuba, the estimated prevalence of suicidal ideation was 45.2% (24). A meta-analysis 

study conducted in 2019 in Asia also indicates that the prevalence of suicidal ideation 

was 23.2% (14). Also, a study conducted in Malaysia in 2014 on Suicidal ideation 

amongst epilepsy patients in a tertiary Centre revealed that the magnitude of suicidal 

ideation was 10.0%; a study done in England also revealed that the magnitude of 

suicidal ideation among adult patients with epilepsy was found 26.5% and in 2014 a 

study conducted in Bosnia and Herzegovina on suicidal ideation and thoughts of death 

in epilepsy patients showed that the magnitude of suicidal ideation was 38%(12,25,26).  

A study from Turkey in 2020 found that the prevalence of suicidal ideation among 

people with epilepsy (PWE) was 32.4%. Similarly, a 2017 study in India reported a 

prevalence of 30.0%. In South Africa, a 2018 community-based study found that 41.7% 

of PWE experienced suicidal ideation (27–29). In a study conducted in Egypt, the 

prevalence of suicidal ideation among PWE was 23.5%(30).  In Ethiopia, at Amanuel 

Mental Specialized Hospital, an Institution-based cross-sectional study was conducted 

among PWE; the prevalence of suicidal ideation was 29.8% (8). A similar study was 

conducted at central Gondar zone primary public hospitals the overall magnitude of 

suicidal ideation was 26.5% (15). 

2.2   Factors associated with suicidal ideation 

2.2.1 Socio-demographic characteristics 

Females are more in danger of suicidal ideation (31). In the US more than two times 

more common among age groups 18-25 than among ages  ≥50 with 7.4% (32).  From 

the study conducted in Brazil, it identified associated factors such as female sex, age 

greater than or equal to 42 years, and low socioeconomic status were associated with 

high rates of suicidal ideation (33). A study from Poland also revealed that women had 

higher suicidal ideation than men(22). 
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A study done in 2018 at Amanuel Mental Specialized Hospital showed also persons 

living alone were 3.2 times more likely to have suicidal ideation than those who live 

with family. A similar study conducted in the central Gondar Zone in four primary 

hospitals revealed that women had about 1.68 times higher suicidal ideation than men. 

In addition, this study also revealed that participants who lived alone were 2.4 times 

more likely to have suicidal ideation than those who lived with family, and single, 

never-married person’s suicide rates nearly double that of married individuals (8,15). 

2.2.2 Mental illness and drug treatment factors  

Individuals with mental illness are at a higher risk of suicidal behavior, with the risk 

being 3 to 12 times greater, and it can range from 5% to 80%. Depression stands out as 

the most prominent risk factor for suicidal behavior (34). A 2016 study from Poland 

found that patients experiencing suicidal thoughts often had a history of depression and 

were being treated with antidepressants (22). 

In Turkey, depression and anxiety were identified as key contributing factors (27). In 

India, psychiatric comorbidities, such as depression and anxiety, were strong predictors 

of suicidal thoughts (28). Similarly, in South Africa, depression played a significant 

role in the high prevalence of suicidal ideation among PWE (29). In Italy, a 2020 study 

indicated a prevalence of 28.0% and, a study in Japan in 2018 reported that 21.5% of 

PWE experienced suicidal ideation (35,36). 

In Italy, a 2020 study identified comorbid psychiatric disorders as factors associated 

with increased suicidal thoughts among people with epilepsy (PWE) (35). In Japan, 

depression was found to be a key risk factor for suicidal ideation in PWE (36). 

In Ethiopia, a cross-sectional study conducted in Amanuel Mental Specialized Hospital 

revealed that those who had co-morbid depressive symptoms were 5.5 times more likely 

to have suicidal ideation compared to those who had no co-morbid depressive 

symptoms. This study also revealed that those who were taking treatment for mental 

illness had suicidal ideation 4.2 times more likely than those who had no mental illness 

and drug treatment for mental illness (8). From the study conducted in central Gondar 

Zone in four primary hospitals participants with depression were 3.18 times more likely 

to have suicidal ideation than those who were without depression. Similarly, 
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participants who had anxiety were 2.9 times more likely to have suicidal ideation than 

participants who had no anxiety (15). 

2.2.3 Medical Illness Factors  

The study conducted in Brazil revealed that patients with active epilepsy and those who 

had recurrent visits to the emergency department (that is greater than four or more) over 

one year had high rates of suicidal thoughts. Also, the study showed that patients taking 

some antiepileptic medications reported more suicidal thoughts. In Poland, one study 

also identified factors related to epilepsy. This study showed that those who had 

frequent seizures had a high proportion of suicidality and those with primary 

generalized epilepsy and focal epilepsy had suicidality of 6% and 12.3%(22,33). 

Similarly, a study in Malaysia also revealed that patients who had epilepsy on a daily 

to weekly basis had significant suicidal ideation. Also, those who were on polytherapy 

that is those who were on three or four antiepileptic drugs (AEDs) had an increased risk 

of suicidal ideation compared to those who were taking one AED(25).  In addition, a 

similar study conducted in Iran also revealed factors significantly associated with 

suicidal ideation such as early age onset of epilepsy, antiepileptic drug polytherapy, 

high seizure frequency, and duration of epilepsy(18). 

In Italy, a 2020 study identified poorly controlled seizures as a factor associated with 

increased suicidal thoughts among people with epilepsy (PWE) (35). Similarly, in 

India, a 2017 study found that seizure control was a strong predictor of suicidal ideation, 

with a reported prevalence of 30.0% (36) 

A study done in Addis Ababa revealed that patients with not seizure-free within 1 year 

were 2.6 times more likely to have suicidal ideation relative to those who were seizure-

free within 1 year (8). 

2.2.4 Substance Use Factors  

The lifetime risk of suicide among substance use disorders (SUD) was 5 to 10 times 

enlarged, and 19 % of patients continue to think about suicide despite accessing 

treatment. In a cross-sectional study conducted in Spain, people who sought treatment 

for SUD found that the rate of lifetime suicidal ideation in the patients was 43.7% and 

the incidence of SI in a month was 8.7% (37). Also, from the study conducted in Gondar 
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participants who used hazardous alcohol were 2.1 times more likely to have suicidal 

behavior(15) 

2.2.5 Psychosocial Factors 

WHO report in 2004 showed that weak social ties and low support from friends or 

relatives have been significantly associated with suicidal ideation (38). 

In South Africa, stigma played a significant role in the high prevalence of suicidal 

ideation among people with epilepsy (PWE)(29). Similarly, in Japan, social support 

and stigma were identified as key risk factors for suicidal ideation in PWE (36). 

From the study conducted in Amanuel Mental Specialized Hospital those who had poor 

social support were 3.3 times to have suicidal ideation than those who had good social 

support. Also, the study in the Gondar zone revealed that poor social support is highly 

associated with suicidal ideation(8,15). From the study in Ethiopia, frequent seizure 

attacks were highly associated with stigma(39) 
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Conceptual framework 

Suicidal thoughts in individuals with epilepsy arise from a complex combination of 

socio-demographic, clinical, psychological, and substance use factors. These elements, 

whether acting alone or together, can heighten the risk of such thoughts. By recognizing 

and addressing these various aspects, healthcare providers can offer more well-rounded 

care and interventions that enhance mental health outcomes for this group. Early 

identification of these contributing factors allows for the creation of tailored treatment 

strategies that integrate both neurological and psychological support. 
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Figure 1: Conceptual framework of factors associated with Suicidal ideation among 

individuals with epilepsy (8, 12, 14, 15, 18 and 22-39).  
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3. Objective 

3.1 General Objective 

 To assess factors associated with suicidal ideation among adults with 

epilepsy at neurology clinics in ACSH and Mekelle General Hospital, 

Mekelle, Tigray, Ethiopia in 2024. 

3.2 Specific Objectives 

 To determine the prevalence of suicidal ideation among adults with epilepsy 

at neurology clinics in ACSH and MGH, Tigray, Ethiopia, 2024. 

 To identify factors associated with suicidal ideation among adults with 

epilepsy at neurology clinics in ACSH and MGH, Tigray, Ethiopia, 2024. 
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 4. Methods 

4.1 Study area: 

The research was conducted at two public hospitals in Mekelle, the administrative 

center of the Tigray region in northern Ethiopia. These hospitals are Ayder 

Comprehensive Specialized Hospital and Mekelle Hospital. Mekelle is located 783 

kilometers north of Addis Ababa, the nation's capital, and was established in 1876. The 

city’s population is expected to grow to about 611,574 by 2024, as reported by the 

United Nations. Spanning 259.9 square kilometers and 2084 meters above sea level, 

Mekelle is divided into seven sub-cities. The city’s healthcare system covers 90% of 

the population (40). 

Ayder Comprehensive Specialized Hospital, operational since 2008, serves as a 

medical center for an estimated 8 million people in Tigray, Afar, and parts of 

southeastern Amhara. It is the largest healthcare facility in northern Ethiopia and the 

second-largest in the country, with a capacity of around 500 inpatient beds. Ayder 

Hospital offers a wide range of medical services, including general surgery, internal 

medicine, pediatrics, obstetrics and gynecology, neurology, and psychiatry. It is 

particularly renowned for its specialized departments in neurology, cardiology, and 

nephrology. Additionally, the hospital provides essential diagnostic services, such as 

CT scans, MRIs, and laboratory tests. Alongside its outpatient clinics and trauma care, 

Ayder also offers emergency medical services. As a teaching hospital in collaboration 

with the College of Health Sciences at Mekelle University, Ayder has been a leader in 

providing neurology care since its establishment (41,42). 

Mekelle Hospital mainly offers inpatient and outpatient services to the local population. 

Its general healthcare services include maternal and child health, infectious disease 

management, minor surgeries, and neurology care. The hospital also provides 

emergency care and operates an intensive care unit (ICU) for more severe cases. 

Mekelle Hospital emphasizes community-based healthcare, collaborating with local 

health posts to reach rural and underserved areas. It includes a pediatric department and 

obstetrics and gynecology services that cater to both prenatal and postnatal care for 

women in the region, in addition to its neurology department, which addresses 

neurological conditions (43). 
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4.2 Data Collection Period 

Data were collected from June 15 to July 15, 2024. 

4.3 Study design: 

A hospital-based cross-sectional study was conducted to assess the prevalence and 

associated factors of suicidal ideation among adult patients diagnosed with epilepsy. 

4.4 Population: 

4.4.1 Source population 

The source population included all patients diagnosed with epilepsy at the two 

hospitals. The study specifically focused on adult patients (aged 18 years and older) 

currently attending follow-up visits. 

4.4.2 Study population 

All adult patients diagnosed with epilepsy were on follow-up during the data collection 

period. 

4.4.3 Inclusion criteria 

Adult patients (age ≥18 years) diagnosed with epilepsy and those who were on follow-

up visits were included in the study. 

4.4.4 Exclusion criteria 

Participants who were critically ill or unable to communicate during data collection 

were excluded from the study.  

4.5 Sample size determination: 

The sample size was determined using a single population proportion formula, based 

on a previously reported 26.5% prevalence of suicidal ideation among individuals with 

epilepsy in the central Gondar zone, northwest Ethiopia(15). With a 95% confidence 

interval and a 5% margin of error, a total sample size of 329 was calculated, accounting 

for a 10% non-response rate. The minimum numbers of samples required for this study 

were determined by using a single population proportion formula considering the 

following assumptions. 

n = [(zα/2)2 p (1-p)]/d2 Where 

n= minimum sample size required for the study 

z= standard normal distribution (z=1.96) with a confidence interval of 95% and 

⍺=0.05 
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p = the prevalence of suicidal ideation among people with epilepsy is 26.5% from a 

previously published study in northwest Ethiopia. 

d= absolute precision or tolerable margin of error (d) =5%=0.05 

n= [(zα/2)2 p (1-p)]/ d2
= (1.96)2 ×0.265(1-0.265)/ (0.05)2

 = 299 

Considering non-respondent rate 10%, 299+30=329  

Therefore, 329 was the calculated and final sample size. 

4.6 Sampling Procedure: 

The total sample size for this study was 329 adult patients with epilepsy from the 

outpatient departments (OPDs) of Ayder Comprehensive Specialized Hospital (ACSH) 

and Mekelle General Hospital (MGH), allocated based on the size of the source 

population at each hospital. At ACSH, there were approximately 110 adult epilepsy 

patients per month, while MGH had around 220 adult epilepsy patients per month. 

During the data collection period, all eligible adult patients who attended the OPDs at 

both hospitals were interviewed. 

4.7 Data Collection Instruments and Procedures 

4.7.1 Data Collection Tools: 

Data collection for this study relied on a range of structured tools to comprehensively 

assess various factors among participants.  

Socio-demographic characteristics were gathered using specific structured questions, 

while clinical factors were examined through yes/no questions. Social support was 

evaluated using the Oslo 3-item social support scale, providing insights into the social 

networks of participants. Depression and anxiety levels were measured with the 

Hospital Anxiety and Depression Scale (HADS), utilizing its subscales, HADS-D for 

depression and HADS-A for Anxiety. Suicidal ideation was assessed through the 

suicidality module of the WHO Composite International Diagnostic Interview (CIDI) 

developed by the WMHS initiative, offering a critical look at mental health concerns. 

Stigma was measured with the Jakoby stigma scale, and medication adherence was 

evaluated using the Morisky 4-item medication adherence scale. Substance use was 

recorded based on current and past usage patterns. 

Data collectors were health professionals and collected data using face-to-face 

interviews to prevent losing of study participants who could not read and write. 
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4.8 Study Variables 

4.8.1 Dependent Variable: 

 Suicidal ideation (yes /no) 

4.8.2 Independent Variables:  

Socio-demographic variables- age, sex, religion, ethnicity, residence, marital status, 

education level, occupation 

Clinical Variables- Onset, duration of epilepsy, frequency, duration of epilepsy 

treatment, type of epilepsy, chronic medical comorbidities other than epilepsy 

Substance-related factors- Alcohol, Khat, cigarettes, and others (ever use, current use) 

Psychosocial factors- family history of suicide, history of mental illness and its 

treatment, social support, Stigma 

4.9  Operational Definitions: 

Suicidal ideation: This was determined based on whether respondents reported 

seriously contemplating suicide in the past month. Those who answered "yes" were 

classified as having suicidal thoughts, according to the suicidality module of the 

Composite International Diagnostic Interview (44). 

Social support: Social support was measured using the Oslo 3-item scale, which scores 

from 3 to 14. Participants were categorized as follows: poor social support (scores 3-8), 

moderate social support (scores 9-11), and strong social support (scores 12-14) (45). 

Depression: Depression was identified in participants who scored ≥8 on the Hospital 

Anxiety and Depression Scale for depression (HADS-D) (46). 

Anxiety: Anxiety was defined by scores of ≥8 on the Hospital Anxiety and Depression 

Scale for anxiety (HADS-A) (46). 

Perceived stigma: Perceived stigma was defined as having a score of ≥1 on a three-

item scale (47). 

Chronic medical illness: This was defined by the presence of at least one chronic 

condition other than epilepsy, such as diabetes, hypertension, heart disease, HIV, 

asthma, or cancer. 
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Medication non-adherence: Medication adherence was assessed using the Morisky 4-

item scale (MMAS-4). A score of ≥2 indicated non-adherence to antiepileptic drugs 

(AEDs) (48). 

Substance use: Was categorized into current use, defined as the use of substances 

(such as alcohol, khat, and cigarettes) for non-medical purposes within the last three 

months, and ever use, which referred to the lifetime use of these substances for non-

medical purposes(49). 

4.10 Data Quality Control: 

Structured questionnaires underwent thorough checks for completeness before being 

distributed to respondents. To facilitate understanding, these questionnaires were 

translated into Tigrigna by a bilingual translator, ensuring that almost all patients could 

comprehend the material. To verify consistency, the questionnaires were re-translated 

back to the original English version. Additionally, all structured questionnaires were 

pretested at Wukro General Hospital to identify any potential issues.  

Data collectors received one-day training to familiarize themselves with the process 

and enhance their data collection skills. Throughout the data collection phase, both the 

principal investigator and data collectors conducted close follow-ups and frequent 

checks to ensure the completeness and consistency of the gathered information.  

4.11 Data Analysis Procedure: 

The data were meticulously coded, cleaned, and analyzed using SPSS version 27. 

Descriptive statistics were employed to provide an overview of the dataset. To identify 

factors associated with suicidal ideation, both bivariate and multivariable logistic 

regression analyses were conducted, with a significance threshold set at p < 0.05. 

For the bivariate analysis, variables exhibiting a significance level of p < 0.25 were 

selected for inclusion in the multivariable logistic regression model. This approach 

facilitated a more nuanced examination of the relationships between various factors and 

suicidal ideation, thereby enhancing the robustness of the study's findings. 

The goodness of fit of the multivariable logistic regression model was evaluated using 

the Hosmer-Lemeshow test, which assesses how well the model predicts the observed 

outcomes. 
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4.12 Ethical Considerations: 

Ethical approval for the study was granted by the Health Research Ethics Review 

Committee of MUCHS (MU-IRB 2198/2024). Official letters of support were received 

and submitted to both ACSH and MGH. Participants were thoroughly informed about 

the study's procedures and its importance. To ensure privacy, all information provided 

was kept confidential, with no personal identifiers included on the questionnaires. 

4.13 Plan for dissemination of findings: 

The study result will be presented to Mekelle University, college of health sciences, 

School of Nursing Department of Psychiatry and result documents will be disseminated 

to all responsible bodies in the study area. Finally, the findings will be disseminated 

through different meetings, workshops and publishing in the local or an international 

journal. 
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5. RESULTS 

5.1. Socio-demographic characteristics of the respondents 

Socio-demographic characteristics of respondents from a total of 329 samples, 325 

participants were included in the study with a response rate of 98.8%. Among the 

majority of respondents were male 208 (64%). Age distribution indicates that the largest 

group falls within the 25-31 age 99 (30.5%), followed by 18-24 85 (26.2%). Of the 

respondents, 167 (51.4%) reside in rural areas, while 158 (48.6%) live in urban areas. 

Regarding marital status, the sample is predominantly single 149(45.8%) or married 

137(42.2%). Most participants identify as Orthodox 285(87.7%) and reside in rural 

areas 167(51.4%). Ethnically, all participants belong to the Tigray ethnicity. 

Educational attainment varies, with the highest proportion having completed 9-10 

grades 125(38.5%), while a notable number cannot read or write 26 (8%). Regarding 

occupation, farmers comprise the largest group 110(33.8%). Lastly, 77(23.7%) of 

respondents were living alone (table 1). 

Table 1. Socio-demographic characteristics of the respondents in ACSH and 

MGH, Tigray, Ethiopia in 2024. (n=325) 

Characteristics  Categories Frequency Percent 

Sex Female 117 36.0 

Male 208 64.0 

Age 18-24 85 26.2 

25-31 99 30.5 

32-38 51 15.7 

39-45 38 11.7 

>45 52 16.0 

Residence Rural 167 51.4 

Urban 158 48.6 

Marital Status Single 149 45.8 
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Married 137 42.2 

Divorced/Widowed 39 12.0 

Religion Orthodox 285 87.7 

Muslim 31 9.5 

Catholic/Protestant 9 2.8 

Ethnicity Tigray 325 100.0 

Educational-level Can’t write and read 26 8.0 

1-4 grade 37 11.4 

5-8 grade 92 28.3 

9-10 grade 125 38.5 

College and above 45 13.8 

Occupation Daily laborer 28 8.6 

 Farmer 110 33.8 

Government 

employee 

52 16.0 

Housewife 24 7.4 

Merchant 42 12.9 

Private worker 18 5.5 

Student 51 15.7 

Living arrangement  

 Alone 

 

77 

 

23.7 

 

With family 

 

248 

 

76.3 
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5.2 Frequency distribution of clinical factors 

In this study, we analyzed clinical factors related to epilepsy in a sample of 325 

participants. Regarding the age of onset, 214 (65.8%) had their first seizure at age 18 

or older. In terms of the duration of epilepsy, 117 (36.0%) had epilepsy for 6-10 years, 

and 66 (20.3%) had lived with epilepsy for 16 years or more. The majority of 

participants had generalized tonic-clonic seizures, comprising 291(89.5%). Regarding 

antiepileptic drug (AED) usage, 267 (82.2%) were on a single AED. The duration of 

epilepsy treatment varied, with 197 (60.6%) treated for 1-6 years, and 64 (19.7%) 

treated for 7-12 years. Medication successfully controlled seizures in 195 (60.0%) of 

cases. Regarding seizure-free status, 195(60.0%) participants were free of seizures for 

the year. Lastly, 24 (7.4%) reported comorbid medical illnesses (table 2).  

Table 2: Clinical descriptions of respondents in ACSH and MGH, Tigray, 

Ethiopia in 2024(n=325). 

Variable Category  Frequency Percent 

 

Age of onset of 

epilepsy 

 

 

under 18 111 34.2 

18 and above 214 65.8 

Duration of Epilepsy 

in years 

 up to 5 78 24.0 

6-10 117 36.0 

11-15 64 19.7 

16 and above 66 20.3 

Type of epilepsy Absence seizure 6 1.8 

Focal 21 6.5 

Generalized Tonic-

Clonic Seizure 

291 89.5 

Temporal Lobe 

Epilepsy 

7 2.2 

 

Number of AEDs 

 

 

 

One 267 82.2 

Two and above 58 17.8 
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Duration of epilepsy 

treatment (in years) 

up to 1 45 13.8 

1-6 197 60.6 

7-12 64 19.7 

>12  19 5.8 

Seizure control by 

medication 

No 130 40.0 

Yes 195 60.0 

Attacks of seizures 

per year 

Free 195 60.0 

Not free 130 40.0 

Comorbid medical 

illness 

No 301 92.6 

Yes 24 7.4 
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5.3 Description of psychosocial and substance use characteristics of 

respondents 

This study examined various psychosocial and substance use factors in a sample of 325 

participants. Of the participants, 83 (25.5%) reported experiencing depression, and 88 

(27.1%) experienced anxiety. Additionally, 32 (9.8%) reported a family history of 

mental illness. Regarding medication adherence, 122 (37.5%) exhibited poor 

adherence. Social support was reported as poor by 91 (28.0%) and 145 44.6%) had 

stigma. Concerning substance use, 22 (6.8%) reported current use, and 49 (15.1%) had 

ever used substances (table 3).  

Table 3: Psychosocial and Substance Use characteristics of adults with epilepsy 

at neurology clinics in ACSH and MGH, Tigray, Ethiopia in 2024(n=325). 

Variable Category Frequency Percent 

Depression 

 

Depression 83 

 

25.5 

No Depression 242 

 

74.5 

Anxiety Anxiety 88 

 

27.1 

No anxiety 237 72.9 

Family history mental 

illness 

 

No 

 

293 90.2 

Yes 

 

32 9.8 

Medication adherence 

 

Poor adherence 

 

122 37.5 

Good adherence 

 

203 62.5 

Social support Poor 

 

91 28.0 

 

Moderate 

                                

165               

                               

50.8 

 

Strong 

                                     

69 

 

  21.2 

Stigma No 180 

 

55.4 

Yes 145 44.6 
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Current Substance 

Use 

No 

 

303 93.2 

Yes 

 

22 6.8 

Ever substance use No 

 

276 84.9 

Yes 49 15.1 

 

5.4 Lifetime Prevalence of suicidal ideation 

The prevalence of suicidal ideation among adults with epilepsy in our study was 29.5% 

(96) with (95% CI: 24.3%–34.4%).  

 

Figure 2: Prevalence of suicidal ideation among adults with epilepsy at neurology 

clinics in ACSH and MGH, Tigray, Ethiopia in 2024. 
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5.5 Factors Associated with Suicidal Ideation in Adults with Epilepsy 

To examine the relationship between different factors and suicidal ideation, a bivariate 

logistic regression analysis was conducted. The findings highlighted several significant 

predictors, including living alone, being single (unmarried), divorced or widowed, low 

education level (illiterate or having completed only grades 9-10), depression, anxiety, 

coexisting medical conditions, polytherapy (taking multiple antiepileptic medications), 

not being seizure-free for a year, a family history of mental illness, stigma, and 

insufficient social support. 

Further, a multivariate logistic regression analysis was used to identify the most 

impactful factors related to suicidal ideation. The results showed that being single 

(AOR = 3.81, 95% CI: 1.262–11.467), polytherapy (AOR = 4.48, 95% CI: 1.827–

11.086), lack of social support (AOR = 4.90, 95% CI: 1.47–16.29), depression (AOR 

= 5.55, 95% CI: 2.542–12.129), anxiety (AOR = 2.96, 95% CI: 1.399–6.265), a family 

history of mental illness (AOR = 4.28, 95% CI: 1.40–13.089), and chronic medical 

conditions (AOR = 6.80, 95% CI: 1.634–28.630) were all significant factors associated 

with suicidal thoughts, with a p-value of less than 0.05 (table 4). 

Table 4: Bivariate and Multivariate Analysis of Factors Associated with Suicidal 

Ideation. 

Variables Categories 

 

   Suicide  

   Ideation 

 

 

COR (95% CI) 

 

 

AOR (95% CI) 

 

 p-value 

Yes        No 

 

Marital Status 

 

Single 

 

62            87 

 

5.39(2.91 to 9.97) 

 

3.81(1.26 to11.46)* 

 

.018 

 

Divorced/widowed 

 

18            21  

 

6.48(2.86to14.68) 

 

 

1.47(0.331 to 6.472) 

 

.615 

 

Married 

 

16            121 

 

1 

 

1 

 

 

Living 

arrangement 

 

Alone 

 

41            36 

 

3.99 (2.33 to 6.85) 

 

1.158(0.19 to 6.97) 

 

.875 

 

With family 

55            193    

 

 

 

 

Educational-

level 

 

Can’t write and 

read 

 

12              14 

 

4.65(1.53to 14.20) 

 

0.585(0.032 to10.836) 

 

.719 

 

1-4 grade 

 

13              24 

 

2.94 (1.03 to 8.42) 

 

0.601(0.039 to 9.365) 

 

.716 

 

5-8 grade 

 

22              70 

 

1.71 (0.67 to 4.36) 

 

0.263(0.019 to 3.635) 

 

.319 
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9-10 grade 

 

42              83 

 

2.75 (1.13 to 6.67) 

 

0.293(0.023 to 3.777) 

 

.347 

 

College and above 

 

7                38 

 

1 

 

1 

 

 

 

 

 

 

Occupation 

 

Daily laborer 

 

6                22 

 

0.26 (0.09 to 0.75) 

 

0.114 (0.024 to 1.537) 

 

.062 

 

Farmer 

 

41              69 

 

0.57 (0.29 to 1.12) 

 

0.759(0.255 to 2.261) 

 

.621 

Government 

employee 

 

6                46 

 

0.13 (0.05 to 0.35) 

 

0.076 (0.005 to 1.144) 

 

.062 

 

Housewife 

 

1                23 

 

0.04 (0.01 to 0.33) 

 

0.185 (0.014 to 2.366) 

 

.194 

 

Merchant 

 

10              32 

 

0.30 (0.12 to 0.74) 

 

0.794 (0.192 to 3.279) 

 

.750 

 

 

Private worker 

 

6                12 

 

0.48 (0.16 to 1.48) 

 

0.253 (0.051 to 1.247) 

 

.091 

 

Student 

 

26              25 

 

1 

 

1 

 

 

 

Polytherapy 

 

One 

 

67            200 

 

1 

 

1 

 

 

 

Two and above 

 

29              29 

 

2.99 (1.66 to 5.36) 

 

4.48(1.827to11.086)* 

 

.001 

Seizure Control 

by Medication 

Seizure free/year  

32            163 

 

1 

 

1 

 

 

No seizure 

free/year 

 

64              66 

 

4.94 (2.96 to 8.24) 

 

1.842 (0.889 to 3.820) 

 

.100 

 

Social Support 

 

Poor 

 

48              43 

 

5.89 (2.74 to 12.65) 

 

4.900(1.47 to  16.29)* 

 

.010 

 

Moderate 

 

37            128 

 

1.52 (0.73 to 3.20) 

 

1.419 (0.499 to 4.034) 

 

.511 

 

Strong 

 

11             58 

 

1 

 

1 

 

 

Anxiety Yes 

 

40             48 

 

2.69 (1.61 to 4.51) 2.961 (1.399 to6.265)* .005 

No                                              

56            181 

 

1 

 

1 

 

 

Depression 

 

Yes 

 

53             30 

 

8.18(4.69 to14.26) 
 

5.553(2.542 

to12.129)* 

 

.001 

 

No 

 

43            199 

 

1 

 

1 

 

 

Medication 

adherence 

 

Poor 

 

50             72 

 

2.37 (1.46 to 3.86) 

 

1.066(0.331 to 1.773) 

 

.534 

 

Good 

 

46            157 

 

1 

 

1 

 

 

 

Stigma 

 

No stigma 

 

32            148 

 

1 

 

1 

 

 

 

Stigma 

 

64             81 

 

3.65 (2.21 to 6.05) 
 

1.813(.802 to 4.097) 

 

.153 

Family history 

of mental illness 

 

Yes 

 

23              9 

  

4.281(1.40 to 13.089)* 

 

.011 
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7.702 (3.41 to 

17.40) 

 

No 

 

73            220 

 

1 

 

1 

 

 

Chronic medical 

illness 

 

Yes 

 

17              7 

 

6.821(2.73to17.0) 

 

6.84 (1.634 to 

28.630)* 

 

.008 

 

No 

 

79            222 

 

1 

 

1 

 

 

 

 Significant Variables: Asterisks (*) indicate statistically significant variables (p < 

0.05), References are indicated by 1. 

 df (degrees of freedom) = 8, Hosmer and Lemeshow Test = 0.192 

 AOR: Adjusted Odds Ratio, COR, crude OR. 

 C.I.: Confidence Interval 
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6. Discussion 

In our study, 325 participants with epilepsy from ACSH and MGH in Tigray, Ethiopia, 

were interviewed to assess various Sociodemographic, clinical, psychosocial, and 

substance use characteristics. The majority of respondents were male (64%). Half lived 

in rural areas, and most were single (unmarried). The sample predominantly identified 

as Orthodox Christians and belonged to the Tigray ethnicity. Education levels varied, 

with many having completed 9-10 grades. In terms of occupation, farmers were the 

largest group. Clinical factors revealed that most participants experienced generalized 

tonic-clonic seizures and were on a single antiepileptic drug, with a significant portion 

achieving seizure control. Regarding psychosocial factors, depression, anxiety, poor 

social support, and stigma were common, with a small percentage using substances. 

Additionally, 29.5% of participants reported suicidal ideation, with several factors 

identified as significant predictors of this, including being single(unmarried), 

polytherapy (using multiple antiepileptic drugs), depression, anxiety, poor social 

support, and comorbid medical illnesses. 

The study found that the lifetime prevalence of suicidal ideation among adults with 

epilepsy was 29.5% with a (95% CI: 24.3%–34.4%). This result aligns with previous 

research conducted in Ethiopia, including a study at Amanuel Mental Specialized 

Hospital, which reported a prevalence of 29.8%, and another in the central Gondar zone, 

where the prevalence was 26.5%(8,15). Similar findings have been observed in studies 

from Turkey, with a reported prevalence of 32.4%(27), and in India, the prevalence was 

30.0%(28). 

However, the current finding of this study was lower when compared with research 

conducted in other parts of the world. For instance, studies in Bosnia and Herzegovina, 

show a prevalence of 38% (12), Cuba at 45.2% (24), Malaysia at 33.75%(25), Brazil at 

36.7% (33), and South Africa at 41.7%(50). These discrepancies may be due to 

differences in study populations, sample sizes, and different methodologies. The 

current study was focused only on outpatient participants, with a sample size of 325, in 

contrast, other studies such as Bosnia and Herzegovina and Cuba were focused on both 

inpatients and outpatients. In these studies, due to the inclusion of more severely 

affected individuals, it may lead to higher rates. Furthermore, the sample sizes in studies 

from Bosnia and Herzegovina, Cuba, Malaysia, and Brazil were smaller, which could 
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also contribute to the differences in results. In addition, the use of different study 

designs might explain the variation in findings. 

In contrast, the result of the present study was higher than those of studies conducted 

in the USA, where the prevalence of suicidal ideation ranged from 8% to 11.9% (23), 

and a Canadian study reported a prevalence of 12.7%(17). Similarly, studies in 

countries like Poland(22), Brazil(24), the Republic of China(51), and Nigeria(52) 

reported suicidal ideation rates of 10%, 13.3%, 14.3%, and 20.0%, respectively, all of 

which were lower than the current study's results. Several factors may account for these 

differences, such as variations in study design and the tools used for assessment. For 

instance, in the USA, suicidal ideation was assessed using the ninth item of the Beck 

Depression Inventory, a tool that was also employed in the studies conducted in Poland, 

and Brazil (22,24). Furthermore, the time frame in which suicidal ideation was assessed 

might explain some of the discrepancies; many previous studies focused on current 

suicidal ideation, while the current study considered lifetime suicidal ideation. Another 

potential factor contributing to the differences is the sample size, with previous studies 

having smaller sample sizes (12,25,26), compared to the 325 participants in the current 

study. 

In this study, individuals who were single or unmarried had an increased risk of suicidal 

ideation compared to those who were married (AOR = 3.81, 95% CI: 1.26 to11.47, p = 

0.018). This finding is consistent with earlier studies conducted in Ethiopia, in the 

central Gondar zone, and also aligns with research from Poland. A study conducted in 

Poland found that unmarried individuals were more likely to experience suicidal 

thoughts than those who were married or in a partnership. The study emphasized that 

the absence of social support and the emotional distress associated with being single 

may contribute to an increased risk of suicidal ideation. These findings from both 

Ethiopia and Poland underscore the potential role of marital status as a factor in mental 

health, particularly regarding the risk of suicide (15,22).  

Respondents with poor social support were found to be 4.9 times more likely to 

experience suicidal ideation compared to those with good social support (AOR = 4.900, 

95% CI = 1.47 to 16.29, p = 0.010). This finding is consistent with research from 

Ethiopia, where individuals with poor social support were 3.3 times more likely to have 
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suicidal ideation (9, 16), and studies in South Africa and Japan, which also identified 

weak social ties as a major risk factor for suicidal ideation in PWE (29,36). The possible 

reason might be emotional isolation and loneliness often result from inadequate social 

support, leading individuals to feel disconnected and unsupported during times of 

emotional distress, which increases vulnerability to suicidal thoughts. Additionally, a 

lack of social support can heighten stress levels, as individuals may have fewer 

resources or people to turn to for help or comfort, exacerbating feelings of hopelessness. 

Social support also provides crucial emotional validation, and without it, individuals 

may feel their struggles are unacknowledged, intensifying their distress. Furthermore, 

poor social support may be linked to stigma, particularly in populations with chronic 

conditions like epilepsy. 

Depression, particularly when occurring alongside other conditions, was found to be a 

significant factor, with individuals experiencing depression being 5.6 times more likely 

to have suicidal thoughts compared to those without depression (AOR = 5.553, 95% CI 

= 2.54 to 12.13, p < 0.001). Depression is widely recognized as a major contributor to 

suicidal behavior, with research indicating that people with depression are 3 to 12 times 

more likely to engage in suicidal actions (34). These findings are consistent with studies 

from Poland, Turkey, India, and South Africa, which also pointed to depression and 

other psychiatric disorders as key factors in suicidal ideation among individuals with 

epilepsy (PWE) (22,27–29). Similarly, in Ethiopia, depressive symptoms were closely 

linked to a higher likelihood of suicidal ideation, with those suffering from depression 

being 5.5 times more likely to experience suicidal thoughts (8). Various factors may 

explain this relationship: depression can disrupt emotional and cognitive functioning, 

often resulting in feelings of hopelessness and worthlessness that increase the risk of 

suicidal thoughts. Additionally, depression may distort an individual’s perception of 

their situation, intensifying emotional distress and limiting their ability to find 

solutions. When depression coexists with a chronic condition like epilepsy, the 

combined psychological burden can exacerbate the likelihood of suicidal ideation due 

to its impact on brain function and overall mental health. 

Anxiety was found to significantly increase the likelihood of suicidal ideation, with 

participants experiencing nearly three times higher of having suicidal thoughts (AOR 

= 2.96, 95% CI: 1.39 to 6.27). This result is in line with the Gondar study, where 
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individuals with anxiety were also 2.9 times more likely to experience suicidal ideation. 

Similar findings have been reported in studies from Canada, Brazil, Korea, and Nigeria, 

demonstrating a consistent global trend. The association may be attributed to factors 

such as anxiety about adapting to the illness, concerns over medication and seizures, 

and the overall psychological stress related to living with epilepsy, all of which likely 

contribute to an increased risk of suicidal ideation(15,33,52–54). 

The study also found that individuals taking two or more antiepileptic drugs (AEDs) 

had increased suicidal ideation compared to those on a single AED (AOR = 4.488, 95% 

CI = 1.83 to 11.09, p =0.001). This result is consistent with studies from Brazil, 

Malaysia, and Iran, which also identified polytherapy (using multiple AEDs) as a major 

risk factor for suicidal ideation among PW. The possible reason might be the 

cumulative side effects associated with polytherapy. Multiple AEDs can lead to a higher 

incidence of adverse effects, including mood disturbances such as irritability, 

depression, and anxiety, all of which are well-known risk factors for suicidal thoughts. 

The combination of these side effects from multiple medications may intensify 

psychological distress, increasing the likelihood of suicidal ideation (18,25,33). 

Additionally, a family history of mental illness increased the likelihood of suicidal 

ideation (AOR = 4.281, 95% CI: 1.40 to 13.09), a finding consistent with existing 

research from the United States, and China. Studies from these countries confirm that 

individuals with a family history of mental health issues, including depression, anxiety, 

and suicide attempts, are at a heightened risk of suicidal ideation  Genetic 

vulnerabilities, combined with potential environmental stressors within the family 

dynamic, likely contribute to this increased risk (55,56).  

Similarly, chronic medical illness was found to have a strong association with suicidal 

ideation (AOR = 6.8, 95% CI: 1.634 to 28.630), which aligns with studies conducted 

in South Korea, and India, Research from these countries suggests that individuals with 

chronic illnesses, (such as cancer, diabetes) are at higher risk for suicide due to the 

psychological and emotional burdens associated with their conditions. A study from 

South Korea highlighted that chronic medical conditions often lead to heightened 

feelings of hopelessness, isolation, and psychological distress, which can escalate into 

suicidal thoughts(57,58). 
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7. Limitation of study 

Due to the use of a cross-sectional study design, establishing causal relationships 

between the variables, especially those concerning mental health (such as depression, 

anxiety, and suicidal thoughts) and treatment factors (such as antiepileptic drug use), is 

challenging, as the data were collected at only one point in time. Additionally, social 

desirability bias may have influenced the results, as participants could have 

underreported sensitive topics, like suicidal ideation or their use of antiepileptic 

medications, to align with social norms or expectations. Moreover, recall bias might 

have compromised the accuracy of self-reported data, particularly about the duration 

and severity of mental health conditions and the adherence to prescribed treatments. 

8. Conclusion and Recommendation 

8.1 Conclusion 

This study found that 29.5% of adults with epilepsy experience suicidal ideation. 

Factors such as being single, using multiple antiepileptic medications, poor social 

support, depression, anxiety, and chronic medical conditions were linked to higher 

suicide risk. These results highlight the need for tailored mental health interventions for 

individuals with epilepsy in the region. 

8.2 Recommendation 

Based on the findings of this study, several key recommendations are made for 

responsible bodies to consider. Regional health bureaus should integrate mental health 

screenings into routine epilepsy care, focusing on depression and suicidal ideation, 

while training healthcare providers to detect and intervene early. Healthcare 

professionals must regularly assess mental health in patients with epilepsy, provide 

referrals, and monitor for suicidal thoughts. Epilepsy care programs should strengthen 

social support networks and promote a holistic approach that includes both neurological 

and psychological care. Researchers are encouraged to explore the link between 

antiepileptic drugs, particularly polytherapy, and suicidal ideation to identify effective 

interventions. Public health initiatives should raise awareness about the importance of 

mental health in epilepsy care, enhance access to mental health services, and advocate 

for early intervention. Awareness and education campaigns should also be launched to 

ensure comprehensive care, ultimately improving the quality of life for individuals 

living with epilepsy. 
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