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A B S T R A C T

Objective: This study presents the cultural and linguistic adaptation and psychometric properties of the Argentine
version of the Quality of Life in Epilepsy Inventory (QOLIE-31P) scale.
Methods: An instrumental study was carried out. A version of QOLIE-31P translated into Spanish was provided
by the original authors. To assess the content validity, evaluation of expert judges was requested, and the de-
gree of agreement was determined. The instrument was administered to 212 people with epilepsy (PWE) of
Argentina, together with the BDI-II, B-IPQ and a sociodemographic questionnaire. A descriptive analysis of the
sample was carried out. Discriminative capacity of the items was performed. Cronbach's alpha was calculated
to assess reliability. To study the dimensional structure of the instrument, a confirmatory factorial analysis
(CFA) was performed. Convergent and discriminant validity was tested through mean difference tests, linear
correlation, and regression analysis.
Results: Aiken's V coefficients ranged between .90 and 1 (acceptable), which allows to state that a conceptually
and linguistically equivalent version of the QOLIE-31P was reached. Cronbach's Alpha of 0.94 was obtained for
the Total Scale (optimal). As a result of CFA, 7 factors were obtained, being the dimensional structure similar to
the original version. Also, unemployed PWE reported significant lower scores than employed PWE. Finally,
QOLIE-31P scores negatively correlated with depression symptom severity and negative illness perception.
Conclusion: The Argentine version of the QOLIE-31P is a valid and reliable instrument, presenting good psycho-
metric properties, such as high internal consistency and a dimensional structure similar to that of the original
version.

© 2022

1. Introduction

The evaluation of the quality of life (QOL) has gained interest in re-
cent decades in the biomedical field [1,2]. In this context, QOL can be
understood as how individuals perceive “their position in life in the
context of the culture and value systems in which they live, and the re-
lation to their goals, expectations, standards and concerns” [3]. Despite
the fact that it is a construct whose definition often presents difficulties
[4], it is one of the most used variables in outcome studies of health in-
terventions -for example, RCTs- [1].

With the intention of getting patients' perspectives regarding the im-
pact of illness on their lives, different instruments have been developed
to assess their subjective perception of quality of life. However, given
the long-range scope of the construct and the particular aspects of the
problems arising from each illness process, in the last 30 years, disease-
specific psychometric instruments have been developed to assess the
quality of life in specific pathologies [1,5]. In this context, Devinsky et
al. [6] developed the Quality of Life in Epilepsy 89 Inventory (QOLIE-
89), an instrument to assess QOL specifically in patients with epilepsy.
Based on the generic RAND-36 QOL scale [7], the authors added differ-
ent items to investigate specific problems reported by patients with
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epilepsy, such as epilepsy-oriented health perception, social function,
driving limitations, seizure worry, and medication effects, among other
aspects [6].

In light of the need for a brief instrument to assess QOL that focuses
on areas of concern for people with epilepsy (PWE) and also facilitates
the process of adaptation to different cultures, Cramer et al. [8] devel-
oped a shortened version, the QOLIE-31 Inventory. This is a 31-item in-
strument, based on a reflective model, which is composed of seven do-
mains (mood, daily activities, energy/fatigue, cognition, seizure worry,
medication effects, and overall quality of life). Such domains cover both
general QOL and epilepsy-specific topics, during the past four weeks.
An item evaluating overall health status was also added, based on the
Euroqol (EQ) [9], although it does not contribute to the total score.
More recently, the same working group published an updated version,
the Patient-weighted QOLIE-31 (QOLIE-31P). This new version has
minimal modifications -such as the names of some of the subscales- and
also adds items to assess the importance patients give to each domain
[10]. The total scores of each domain are calculated according to the in-
structions in the Scoring Manual [11].

Since its publication, different versions of the QOLIE-31 and QOLIE-
31P have been culturally adapted worldwide, for example in Spain
[12], Lithuania [13], and Italy [14], just to name a few. However, to
date, no cultural and psychometric adaptations of the QOLIE-31P have
been made in Argentina, which results in a knowledge gap in the field.
For this reason, this study aims to present the results of the adaptation
and validation process of the QOLIE-31P for PWE in Argentina together
with the results of the psychometric properties assessment.

2. Methods

2.1. Study design

This is an instrumental study [15] carried out in two stages. The
guidelines proposed by COSMIN were followed to guarantee the quality
of the study [16].

2.1.1. Stage 1 - Linguistic and conceptual adaptation
At this stage, authorization was requested from the authors of the

original instrument [10], who provided us with a translated version of
it. Besides, they reported that the translation process had been carried
out by the company “Oxford Outcomes”, which certified the completion
of both a forward and back translation. This version was reviewed by
the research team of the UBACyT 20020170100274BA project, taking
into account the relevant modifications in relation to those idioms and
local expressions that are specific to the cultural context to which the
test has been adapted (Argentina). Subsequently, in order to assess the
content validity, the evaluation of expert judges was requested. The
evaluation form is presented in the supplementary material. In addi-
tion, at this stage, the wording of the instructions and items was revised
again, based on the expert judges’ suggestions.

2.1.2. Stage 2 - Analysis of the psychometric properties
a. Study setting
In this second stage, between 2020 and 2022, PWE were invited to

participate through two epilepsy reference centers in Buenos Aires, Ar-
gentina (Ramos Mejía Hospital and El Cruce Hospital) and contact via
social media groups of PWE from Argentina. The inclusion criteria were
the following: the participants had to be adults (18 years of age or
older), they had to be residents of Argentina, speak Spanish as a first
language, report a diagnosis of epilepsy given by a neurologist, and ex-
press their willingness to participate in the study. Participants with
reading and writing difficulties and those who did not understand the
Spanish language were excluded.

b. Sample

The sample consisted of 212 participants (73.4% women), with a
mean age of 34.71 (SD = 10.26, min = 18, max = 64). Out of all par-
ticipants, more than half (53%) were unemployed at the time of the
evaluation. Regarding the educational level, 44% expressed having
reached or finished High School. More details about the sociodemo-
graphic and clinical characteristics of the sample are found in Table 1.

c. Instruments
In addition to the revised version of the QOLIE-31P obtained in

Stage 1, the following instruments were administered:

– Sociodemographic and epilepsy questionnaire: the Questionnaire
was conducted ad hoc to inquire about sociodemographic variables
of the participants (sex, age, educational level, occupation) and
clinical variables (age of onset of the disease, seizure frequency,
current antiepileptic medication).

– Brief Illness Perception Questionnaire (B-IPQ) [17,18]. It is a
self-report instrument that assesses the perception of illness
according to the “Common Sense Model” [19,20]. It contains
eight quantitative items that can be answered on a scale from 0 to

Table 1
Sociodemographic and clinical characteristics of the sample.

Age (years)
M ± SD 34.71 ± 10.26
Min-Max 18–64

Age when first seizure occurred (years)
M ± SD 16.53 ± 10.42
Min-Max 0–52

N (%)
Gender
Female 155 (73.1)
Male 56 (26.4)
Other 1 (0.5)

Education
Incomplete Elementary 6 (2.8)
Complete Elementary 12 (5.7)
Incomplete High School 36 (16.9)
Complete High School 57 (26.9)
Incomplete Tertiary 20 (9.4)
Complete Tertiary 27 (12.7)
Incomplete college 22 (10.4)
Complete college 32 (15.1)

Marital status
Married 121 (57.1)
Single 78 (36.8)
Divorced 12 (5.7)
Widow 1 (0.5)

Occupation
Unemployed 99 (46.7)
Employee 113 (53.3)

Seizure frequency
Daily/weekly 91 (42.9)
Monthly/Every 6 month 48 (22.6)
Annual/Seizure-free 71 (33.5)
Do not know/Missing 2 (0.9)

Medication
Monodrug 58 (27.3)
Polymedicated 126 (59.4)
levetiracetam 85 (21.0)
lamotrigine 63 (15.6)
valproate 52 (12.9)
carbamazepine 36 (8.9)
topiramate 19 (4.7)
benzodiazepines 40 (9.9)
oxcarbazepine 16 (4.0)
phenytoin 17 (4.2)
phenobarbital 15 (3.7)
lacosamide 19 (4.7)
clobazam 28 (6.9)
cannabis 8 (2.0)
other (gabapentin, pregabalin, brivaracetam) 6 (1.5)

Missing 28(13.2)
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10 and a qualitative item that evaluates hypotheses of causality
about diseases. The highest scores of the quantitative items reflect
a less healthy perception of the disease.

– Beck Depression Inventory - Second Edition (BDI-II) [21,22]. It is
a 21-item multiple-choice self-report instrument that assesses the
severity of depressive symptomatology in individuals aged
between 13 and 80 years. Higher scores indicate further severity
of depressive symptomatology.

2.2. Ethical aspects

This study was conducted in accordance with the Code of Ethics of
the World Medical Association (Declaration of Helsinki) and has the en-
dorsements of the respective Ethics Committees of both hospitals
(“Ramos Mejía” and “El Cruce”), and the endorsement of the Commit-
tee of Ethics of the Faculty of Psychology of the University of Buenos
Aires. All participants signed an informed consent which detailed the
characteristics of this study. Moreover, the participants’ data has been
protected to ensure their confidentiality.

2.3. Data analysis

2.3.1. First Stage
To evaluate the degree of agreement of the expert judges regarding

the pertinence, clarity, sufficiency, and relevance of the items, Aiken’s
V coefficient [23] was used.

2.3.2. Second Stage
A descriptive analysis of the sample and the administered scales’

scores was carried out, through central tendency, variability, and posi-
tion measures. To calculate the missing items, the procedure indicated
in the QOLIE-31P Scoring Manual was followed.

To evaluate the discriminative capacity of the items, the extreme
comparison method was used [24]. For this purpose, the sample was di-
vided into quartiles with respect to the total score of the QOLIE-31P.
Subsequently, a t-test was used to compare the values of the items of the
extreme groups (Q1 and Q3). Items that adequately discriminate are ex-
pected to present statistically significant differences between these two
scores.

To assess reliability, Cronbach's alpha was calculated for the entire
test and each of its subscales. The Cronbach's alpha of 0.7 was the crite-
rion deemed acceptable.

To study the dimensional structure of the instrument, a factorial
analysis was performed, using robust maximum likelihood estimation
(multivariate non-normal), with an eigenvalue threshold >1 for the in-
clusion of factors. To measure sample adequacy, the Kaiser-Meyer-
Olkin test was used (acceptable KMO level ≥0.5). Moreover, the sample
size can be considered fair [25–27].

A multi-trait scaling analysis was performed by calculating Pear-
son's correlations between the scores of each item and the total score of
each subscale. To consider good construct validity, it is expected that

each item more strongly correlates with the subscale it integrates, com-
pared to the rest of the subscales [1].

A comparison analysis of groups was carried out according to em-
ployment situation (employed/unemployed) and seizure frequency
(daily/weekly, monthly/half-yearly, and annual/seizure-free). The to-
tal scores of the scale and the original dimensions were compared. Un-
employed PWE and those with higher seizure frequency were expected
to have lower scores on the total scale and/or on some specific sub-
scales. Student's t-tests were performed for two-group comparisons and
one-way ANOVA for variables of more than two groups. Tukey's post
hoc tests were used to determine pairwise differences with correction
for multiple comparisons.

To assess convergent validity, total BDI-II and B-IPQ scores were cal-
culated, expecting a negative association between these measures and
QOLIE-31P scores. For this purpose, correlation analysis (Pearson's r)
and simple linear regression were performed.

For all statistical tests, we used a level of significance of 5%
(p < 0.05). For psychometric and statistical analysis, software R for
Windows (version 4.2.2) was used.

3. Results

3.1. Linguistic adaptation and content validity

Based on the version translated into Spanish provided by the origi-
nal authors and the review by the researchers and expert judges, mini-
mal modifications were made, which included verb tenses as well as
some editorial and grammatical adjustments. These are listed in the
supplementary material.

Regarding content validity by expert judges, Aiken's V coefficients
ranged between 0.90 and 1, values that are considered acceptable [23,
28]. Further details will be found in the supplementary material. In this
way, a conceptually and linguistically equivalent version of the QOLIE-
31P was reached, understandable to the target population.

3.2. Scores and subscales

Considering the entire sample, the final mean score of the QOLIE-
31P was 53.02, SD = 17.49, min = 1.71, max = 94.29. Regarding
item Q38, which assesses Overall Health, a final mean score of 56.97,
SD = 23.53, min = 0, max = 100 was obtained. The scores for each of
the subscales are detailed in Table 2.

3.3. Item analysis and internal consistency

The differences between groups Q1 and Q3 in relation to the mean
of each item were significant for all items (p < .01). This implies that
all the items discriminate adequately. More details are presented in the
supplementary material.

Table 2
Cronbach's Alpha and mean scores for each of the subscales (N = 212).
Subscales Item numbers Cronbach’s alpha Mean SD Skewness Kurtosis Mean distress scores (SD) (*)

Energy/Fatigue (E/F) 2, 3, 4, 5 0.81 46.39 21.39 0.12 −0.15 53.35(28.63)
Mood (MOO) 7, 8, 9, 10, 11 0.79 53.68 20.05 0.18 −0.58 52.61(27.40)
Daily activities (ACT) 13, 14, 15, 16, 17 0.83 52.06 27.96 0.01 −0.97 53.77(29.81)
Cognition (COG) 19, 20, 21, 22, 23, 24 0.89 45.66 27.07 0.21 −0.96 49.29(31.78)
Medication effects (MED) 26, 27, 28 0.79 50.16 30.83 −0.06 −1.09 54.91(30.73)
Seizure worry (SW) 30, 31, 32, 33, 34 0.79 33.60 26.22 0.72 −0.32 44.63(28.94)
Overall Quality of Life (OQoL) 1, 36 0.72 60.66 20.58 −0.61 0.36 48.99(26.28)
Total score (**) – 0.94 53.02 17.49 −0.16 −0.29 –

(*) E/F: Item 6; MOO: Item 12; ACT: Item 18; COG: Item 25; MED: Item 29; SW: Item 35; OQoL; Item 37.
(**) According to Scoring Manual: Sum of Sub-Scale Weighted Totals (A-G) divided by the sum of Distress Scores (A-G), multiplied by 100.
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Regarding the reliability of the test, a Cronbach's Alpha of 0.94 was
obtained for the Total Scale -optimal-, and Alpha values between 0.72
and 0.89 -acceptable- for the different scales (see Table 2).

3.4. Validity analysis of QOLIE-31P

3.4.1. Dimensionality and construct validity
The KMO test was 0.883 and the significance of the Bartlett spheric-

ity test was less than 0.001, so it was appropriate to perform a factor
analysis.

A confirmatory factor analysis was carried out to determine the
goodness of fit of the original seven-factor model (“Model 1”) [8,11].
The following results were obtained: χ2 = 833.395, p < .001;
CFI = 0.84; TLI = 0.82; RMSEA = 0.078; SRMR = 0.081,
AIC = 59357.048. Taking into account the factor loadings (Table 3),
another seven-factor model was proposed (“Model 2”). In this case, con-
sidering the sample size, factor loadings ≥0.364 were accepted for the
inclusion of items in one of the factors [29], after oblique rotation
(Oblimin). For this reason, item 36 was discarded. In Model 2 the items
were grouped in the same way as Model 1 in three factors (“Cognition”,
6 items: 19, 20, 21, 22, 23, and 24; “Medication effects”, 3 items: 26,
27, and 28; “Seizure worry”, 5 items: 30, 31, 32, 33, and 34). Also, the
items that were originally grouped into the dimensions “Daily activi-
ties” and “Overall Quality of Life” were grouped into a single factor
(“Activities/Overall QOL”, 7 items: 1, 13, 14, 15, 16, and 17). On the
other hand, out of the items that were originally grouped into the “En-
ergy/Fatigue” and “Mood” dimensions, 4 items were grouped into a sin-
gle factor (“Positive mood/Energy”, items 2, 3, 9, and 11); 2 items from
the “Energy/Fatigue” dimension were independently grouped into an-
other factor (“Fatigue”, items 4 and 5); and 3 items from the “Mood” di-
mension were grouped into another factor (“Negative mood”, items 7, 8

and 10) (see Fig. 1). Model 2 fit measures were acceptable:
χ2 = 591.083, p < .001; CFI = 0.91; TLI = 0.90; RMSEA = 0.059;
SRMR = 0.066; AIC = 57339.423. Thus, Model 2 showed a better fit
than Model 1, approaching acceptable values of fit indices, and a lower
value of the Akaike criterion [30,31].

The multi-trait scaling analysis showed that each item has a stronger
correlation with the scale they comprise, compared to the other sub-
scales, which supports a good construct validity (Table 4).

3.4.2. Discriminant validity
On the other hand, considering the employment situation of partici-

pants, significant differences were found in the mean scores of each
subscale as well as in the total mean score. For all cases, lower mean
scores were found in those unemployed people. It should also be noted
that, out of the proportion of unemployed people, 55.2% expressed that
epilepsy was the reason for their unemployment.

Considering patient-reported seizure frequency, significant differ-
ences were found in the “Activities'' subscale (F(2, 207) = 8.567,
p < .001, η2 = 0.076) between those PWE with an annual seizure fre-
quency or seizure-free (M = 62.31) and those who reported experienc-
ing daily/weekly (M = 44.67) or monthly/semester (M = 50.58)
seizures. Additionally, significant differences were found in the ”Over-
all Quality of Life'' subscale (F(2, 207) = 10.714, p < .001,
η2 = 0.094) between patients with a daily/weekly seizure frequency
(M = 54.20) and those who reported a more spaced seizure frequency
(Mmonth/semester = 62.50; MAnnual/Seizure_free = 68.42).

3.4.3. Convergent validity
Correlation analysis between QOLIE-31P and BDI-II and B-IPQ

scales showed a negative linear correlation with the BDI (r = - 0.61;
p = .001) and with the B-IPQ (r = −0.64; p = .001).

Table 3
Factor analysis. Pattern matrix after Oblimin rotation (N = 212).
Item number Communalities Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7

1 0.334 −0.050 −0.008 0.180 −0.094 −0.440 0.006 −0.082
2 0.757 0.038 −0.022 0.832 0.000 −0.064 0.044 0.052
3 0.714 −0.082 −0.244 0.761 −0.069 −0.031 0.040 0.166
4 0.864 0.159 −0.794 0.065 −0.036 −0.003 0.131 −0.066
5 0.824 0.081 −0.753 0.100 −0.056 −0.137 −0.039 −0.107
7 0.438 0.040 −0.183 −0.101 0.009 −0.007 0.216 −0.488
8 0.845 0.102 −0.049 0.076 −0.001 −0.048 −0.037 −0.836
9 0.437 −0.028 0.064 0.569 −0.049 0.029 0.017 −0.250
10 0.668 0.089 −0.065 0.252 0.006 −0.104 0.007 −0.604
11 0.519 0.161 −0.005 0.641 −0.021 0.035 −0.027 −0.094
13 0.634 −0.012 −0.039 0.070 0.092 −0.728 0.085 −0.096
14 0.713 −0.047 −0.077 −0.068 −0.060 −0.829 −0.035 −0.098
15 0.529 0.078 −0.074 −0.081 0.017 −0.737 −0.068 0.075
16 0.476 0.282 0.160 0.020 −0.041 −0.497 0.098 0.059
17 0.459 0.071 0.137 0.208 −0.174 −0.385 0.194 0.037
19 0.633 0.572 −0.035 0.020 −0.043 −0.238 0.096 −0.047
20 0.671 0.812 0.019 0.075 0.017 −0.067 0.003 0.104
21 0.684 0.841 −0.035 0.023 0.058 0.034 −0.047 −0.053
22 0.533 0.632 −0.149 −0.018 −0.048 −0.006 −0.024 −0.086
23 0.544 0.604 −0.081 −0.009 −0.139 −0.011 −0.032 −0.113
24 0.642 0.728 0.035 −0.025 −0.113 0.054 0.119 −0.016
26 0.728 −0.085 −0.074 0.005 −0.880 −0.059 −0.058 0.071
27 0.709 0.111 −0.020 0.032 −0.814 0.072 −0.072 0.002
28 0.379 0.075 0.069 0.004 −0.516 0.016 0.147 −0.048
30 0.529 −0.009 −0.032 0.089 0.080 −0.018 0.736 0.058
31 0.585 −0.058 −0.096 −0.040 −0.080 0.041 0.743 −0.064
32 0.417 0.076 0.042 −0.014 0.011 0.090 0.655 0.026
33 0.359 0.049 0.087 −0.086 −0.123 −0.139 0.388 −0.202
34 0.502 −0.014 −0.014 0.043 −0.018 −0.126 0.630 −0.040
36 0.509 0.128 −0.116 0.295 −0.025 −0.339 0.129 −0.054

Note: Items comprising respective subscales are presented in bold.
Factor 1: “Cognition”; Factor 2: “Fatigue”; Factor 3: “Positive mood”; Factor 4: “Medication effects”; Factor 5: “Daily activities”; Factor 6: “Seizure worry”; Factor 7: “Nega-
tive mood”.
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Fig. 1. “Model 2” - Seven-factor model - QOLIE31-P.

Table 4
Multitrait-scaling analysis. Pearson's correlation coefficients between items and subscales (N = 212).
Item number (subscale) E/F MOO ACT COG MED SW OQoL Total

1 (OQoL) 0.350** 0.365** 0.472** 0.272** 0.245** 0.216** 0.877** 0.563**

2 (E/F) 0.766** 0.510** 0.375** 0.299** 0.269** 0.232** 0.467** 0.525**

3 (E/F) 0.814** 0.445** 0.296** 0.201** 0.264** 0.159* 0.394** 0.458**

4 (E/F) 0.804** 0.538** 0.306** 0.473** 0.255** 0.278** 0.398** 0.555**

5 (E/F) 0.825** 0.529** 0.356** 0.418** 0.247** 0.166* 0.391** 0.547**

7 (MOO) 0.296** 0.659** 0.210** 0.323** 0.153* 0.380** 0.281** 0.439**

8 (MOO) 0.442** 0.828** 0.332** 0.469** 0.216** 0.352** 0.375** 0.594**

9 (MOO) 0.475** 0.689** 0.236** 0.228** 0.245** 0.220** 0.325** 0.464**

10 (MOO) 0.534** 0.831** 0.404** 0.445** 0.253** 0.362** 0.416** 0.623**

11 (MOO) 0.568** 0.670** 0.286** 0.361** 0.262** 0.189** 0.429** 0.510**

13 (ACT) 0.400** 0.403** 0.784** 0.350** 0.166* 0.327** 0.539** 0.586**

14 (ACT) 0.377** 0.363** 0.805** 0.366** 0.245** 0.274** 0.494** 0.612**

15 (ACT) 0.276** 0.209** 0.742** 0.334** 0.156* 0.156* 0.380** 0.482**

16 (ACT) 0.228** 0.271** 0.791** 0.457** 0.295** 0.299** 0.381** 0.564**

17 (ACT) 0.344** 0.322** 0.738** 0.372** 0.376** 0.376** 0.438** 0.577**

19 (COG) 0.409** 0.458** 0.531** 0.807** 0.362** 0.405** 0.478** 0.693**

20 (COG) 0.338** 0.354** 0.428** 0.817** 0.350** 0.273** 0.317** 0.576**

21 (COG) 0.337** 0.410** 0.349** 0.825** 0.295** 0.237** 0.301** 0.548**

22 (COG) 0.377** 0.405** 0.330** 0.798** 0.306** 0.239** 0.341** 0.557**

23 (COG) 0.369** 0.412** 0.378** 0.800** 0.389** 0.268** 0.306** 0.576**

24 (COG) 0.277** 0.401** 0.373** 0.819** 0.407** 0.355** 0.289** 0.593**

26 (MED) 0.298** 0.222** 0.280** 0.325** 0.867** 0.173* 0.303** 0.507**

27 (MED) 0.309** 0.267** 0.257** 0.428** 0.879** 0.199** 0.246** 0.547**

28 (MED) 0.199** 0.284** 0.281** 0.341** 0.764** 0.320** 0.211** 0.498**

30 (SW) 0.230** 0.280** 0.264** 0.226** 0.142* 0.751** 0.275** 0.372**

31 (SW) 0.236** 0.325** 0.259** 0.271** 0.212** 0.801** 0.224** 0.407**

32 (SW) 0.090 0.214** 0.152* 0.221** 0.143* 0.728** 0.173* 0.307**

33 (SW) 0.154* 0.323** 0.324** 0.330** 0.277** 0.684** 0.307** 0.485**

34 (SW) 0.269** 0.372** 0.377** 0.300** 0.224** 0.746** 0.259** 0.462**

36 (OQoL) 0.554** 0.511** 0.540** 0.457** 0.291** 0.371** 0.892** 0.712**

Note: Items comprising respective subscales are presented in bold.
E/F: Energy/Fatigue, MOO: Mood, ACT: Daily Activities, COG: Cognition, MED: Medication effects, SW: Seizure worry, and OQoL: Overall quality of life.
*p < .05 **p < .01.
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Additionally, it was found that the total score on the QOLIE-31P
scale is a significant predictor of both the severity of depressive symp-
toms (F (1, 119) = 69.107, p < .001, β = −0.424, t(gl) = −8.313,
p < .001) and illness perception (F (1, 210) = 145.071, p < .001,
β = −0.462 t(gl) = -12.045, p < .001). In this regard, quality of life
explains 36.7% of the severity of depressive symptoms and 40.9% of ill-
ness perception.

4. Discussion

One of the aims of the present study was to evaluate the psychomet-
ric properties of the Argentine version of the QOLIE-31P. The results
suggest that this version of the instrument has a high internal consis-
tency and reliability, similar to its original version [8,10] and to other
versions already adapted to other contexts [12,13,32].

Regarding the dimensionality of the instrument, when comparing
the goodness-of-fit indices of two seven-factor models (“Model 1”, the
original one proposed by the authors [8,10] and an alternative model,
”Model 2”), we found that the latter presented better-fit indicators.
Nevertheless, this should not affect the general interpretation of the in-
strument, as seen in other adaptations of the QOLIE-31P [13,14,32]. Al-
though both models present many similarities, some dimensions of
Model 2 do not correspond to the original ones and even one item (item
36) had to be discarded due to its low factor load, in order to achieve an
adequate fit of the model [29]. The latter could be due to the fact that
this item corresponded to the “Overall QOL” subscale, which was not
maintained in Model 2. Given that this item explores very general as-
pects of QOL (“How has your quality of life been in the last 4 weeks?”),
it is consistent with this item not being fully integrated into any particu-
lar factor.

In fact, these differences could be considered as a possibility for hav-
ing an in-depth understanding of some subscales. Such is the case of
“Mood” and “Energy/Fatigue”, in which we see a regrouping of some of
their items into a single factor, which we called “'Positive' Mood”: These
items correspond to questions about happiness (“During the last
4 weeks, how often did you feel happy”) and vitality (“During the last
4 weeks, how often did you feel full of vitality?”). In turn, those items
referring to sadness and discouragement were grouped into the “'Nega-
tive' mood” factor (“During the last 4 weeks, how often did you feel dis-
couraged and sad?”). On the other hand, items 4 (“During the last
4 weeks, how often did you feel exhausted?”) and 5 (“During the last
4 weeks, how often did you feel tired?”), that corresponded to “Energy/
Fatigue”, were grouped into another differentiated factor, which we
proposed to call “Fatigue”. Thus, the distinction between “positive”
mood and “negative” mood would allow the possibility of exploring the
“Mood” variable in greater depth in the context of the QOL. Although
the distinction between “positive” and “negative” emotions is debat-
able, it has already been used in other studies that investigate the asso-
ciation between these different dimensions of mood with other vari-
ables, such as empathy and burnout [33], emotional regulation [34], or
impulsivity [35].

On the other hand, the items of the original dimensions “Daily activ-
ities” (“During the last 4 weeks, how often has your health limited your
social activities [such as visiting friends or close relatives]?”) and
“Overall QOL” (“In general terms, how would you rate your quality of
life?”) were regrouped in this version into a single dimension: “Activi-
ties/Overall QOL.” This regrouping of “Overall QOL” with other dimen-
sions is consistent with previous literature, as other adaptations of the
instrument also had a similar regrouping in this dimension [13,36,37].

One aspect to take into account in this adaptation process is that the
results of the multi-trait scaling analysis presented very high correla-
tions between the items of each dimension with the total of each dimen-
sion that they comprise, following the original structure (Model 1). This
has also been reported in other studies [13,32,36]. In the same way, we
believe that the present results account for adequate construct validity.

As expected, our results support the hypothesis that QOLIE-31P
scores would be negatively correlated with the depressive symptom
scale scores. These data support the validity of the instrument. In addi-
tion, different studies with patients with epilepsy show the importance
of the association between these two variables. First, PWE present high
rates of depression in relation to other mental disorders [38–40] and
also in comparison with the general population [41]. Furthermore, as
some authors have suggested [42] depression is a better predictor of
QOL in PWE than other factors, such as those related to seizure fre-
quency or its characteristics.

This study also sought to account for the convergent validity of the
QOLIE-31P in relation to illness perception. In this case, a negative ill-
ness perception (higher scores on the B-IPQ) would be associated with
lower scores on QOL. The relationship between illness perception and
QOL has been studied in different pathologies, such as cancer [43,44],
kidney disease [45–47], and heart disease [48]. In the specific case of
epilepsy, Shallcross et al. [49] found that illness perceptions act as me-
diators between depression and QOL, supporting the idea that psycho-
logical/social factors have a significant and even more important im-
pact on QOL than some clinical variables of epilepsy.

In fact, when comparing the QOLIE-31P scores according to seizure
frequency, we only found significant differences in two subscales (“Ac-
tivities” and “Overall QOL”, which were grouped into a single dimen-
sion in our factor analysis). Although we expected significant associa-
tions with more subscales, we think that there may be some factors that
could explain why this does not occur in our sample. On the one hand,
what was previously mentioned regarding seizure frequency as a pre-
dictor variable of QOL [42]. On the other hand, there could also be
other variables at play that were not considered in this study, such as
seizure severity, duration, or the time of day in which they occur.
Therefore, these aspects should be analyzed and deepened in subse-
quent studies.

Another hypothesis was that we were going to find significant differ-
ences in the scores between those people with a job or occupation and
those who were unemployed. In fact, unemployed participants pre-
sented lower scores in almost all subscales, including the total score.
This is consistent with what has been reported in other adaptations of
the QOLIE-31P [13,36]. Employment is one of the most relevant con-
cerns for PWE, given that PWE reports difficulty in obtaining and/or
keeping a job, rejection by employers, or restrictions regarding the
types of work they can access [50,51]. Additionally, some authors sug-
gest that unemployed PWE feel more affected by stigma (related to
epilepsy) than those who are employed [52].

Regarding the mean scores of the subscales of the instrument, the
score of the “Seizure worry” scale stands out, because it is the lowest
mean score compared to the rest of the subscales. This is consistent with
what has been found in other studies [32,53]. This could be due to the
fact that a large number of the participants in this study attended ter-
tiary centers of epilepsy, and those PWE with refractory epilepsy or
high seizure frequency might be over-represented. We believe that this
aspect should be studied in greater depth by future research.

This study has several limitations. On the one hand, this sample has
a majority of women. On the other hand, as mentioned before, since
most patients were recruited from tertiary centers of epilepsy, patients
with drug-resistant epilepsy and/or high seizure frequency may be
over-represented.

Another limitation of this study is that, since most of the cross-
cultural adaptations of this instrument were carried out with the origi-
nal version of the QOLIE-31, it could be problematic to conclude when
comparing results. In fact, it has been reported that the weighting of the
patient in QOLIE-31P tends to decrease the total score [54]. Future
studies should carefully analyze these scores to draw correct conclu-
sions. In any case, this aspect also highlights the importance of having
local standard scales in the evaluation instruments for each population.
For this reason, we believe that the QOLIE-31P adapted to the Argen-
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tine population will be a useful instrument to accurately measure QOL
in PWE in this cultural context, at a clinical, research, and public policy
level. In the future, other parameters that have been set aside in this re-
search should be taken into consideration, such as other sociodemo-
graphic variables, type of epilepsy according to the current classifica-
tion, severity of seizures, and perception of stigma, among others.

5. Conclusion

The Argentine version of the QOLIE-31P presents good psychomet-
ric properties, such as high internal consistency and a dimensional
structure similar to the one in the original version. Therefore, we con-
sider it to be a valid and reliable instrument that will allow us to evalu-
ate QOL in PWE in Argentina, not only in the clinical and/or therapeu-
tic context but also for clinical research in this population.
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