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I. Epilepsy Introduction
The brain is the center that controls and regulates all voluntary and involuntary responses in the body. It consists of nerve cells that communicate with each other through electrical activity. A seizure occurs when part of the brain receives a burst of abnormal electrical signals that temporarily interrupts normal electrical brain function (Neurology, 2020). Epilepsy is a neurological condition affecting the nervous system creating recurrent, unprovoked seizures. An individual experiencing two or more seizures at least 24 hours apart without an identifiable cause is considered epileptic. The cause of epilepsy is often unknown and there is currently no cure for epilepsy. 
Epilepsy is the 4th most common neurological problem – only migraines, stroke, and Alzheimer’s disease occur more frequently (Obsorne-Shafer, 2013). Epilepsy does not discriminate. Almost 3 million Americans live with epilepsy (Neurology, 2020). It affects children and adults, men, women, and people of all races, religions, ethnicities, and social classes. Although it is mostly diagnosed during childhood or after age 65, epilepsy can occur at any age. People with epilepsy have higher rates of death than the general population.
I.II Epilepsy Awareness
At present, there are only a handful of epilepsy awareness programs and initiatives nationwide aimed at reducing stigmas and furthering knowledge surrounding epilepsy. The Epilepsy Foundation is the current driving force behind epilepsy awareness. There is a significant lack of knowledge, education, and awareness involving key issues related to seizures and epilepsy. For example, a common misconception surrounding epilepsy is individuals with this illness are dangerous. Furthermore, there are epilepsy treatment misconceptions including the use of vitamins, herbal remedies, and spiritual healing as a means to cure epilepsy. This shows a clear lack of knowledge and education. (Sirven et al., 2005). Based on the lack of epilepsy awareness, this poses the questions of are communities aware of epilepsy, are they receptive to learning more about epilepsy, and are they ready to make the necessary changes. As a means to understand this, the utilization of the Community Readiness Model (CRM) would be best to gain overall receptiveness to epilepsy followed by a plan of action to increase the awareness and knowledge regarding epilepsy. Through this, the end goal achieved would be an overall change in public awareness through increased outreach and community participation. 
II. Community Readiness Model Overview
The Community Readiness Model is a newer theory developed in 1995 at the Tri-Ethnic Center (TEC) for Prevention Research at Colorado State University by a group of researchers. However, there has been some debate as to whether credit for the CRM should go to Mary Ann Pentz, the head of the Midwest Prevention Project. In a paper, presented at the Kentucky Conference for Prevention Research in 1991, Pentz made it clear that unless a community was ready, initiation of a prevention program was unlikely, and if a program was started despite the fact that the community was not ready, initiation was likely to lead only to failure (Edwards et al., 2000). The CRM later created by faculty at the Tri-Ethnic Center was a direct result of the work presented by Pentz.
Since the early 70s, the TEC had been working to gain an understanding on deviancy and substance abuse prevention. When Pentz delivered her presentation, the TEC was actively working on substance abuse and violence prevention programs to initiate within American Indian, Mexican American, Native Alaskan, and rural Anglo communities. Pentz’s presentation served as the starting point for the TEC as they realized they were in desperate need of a community readiness theory in order to be successful. The foundation for community readiness as a theory came primarily from experiences in two independent studies that were being conducted simultaneously by Center faculty: (1) development and testing of media programs aimed at preventing drug and alcohol abuse in small communities, and (2) consultation and training of field professionals from Mexican American, American Indian, and Alaskan Native communities (Edwards et al., 2000).
With the foundation in place, the Center faculty worked to establish stages of community readiness, a method for assessing community readiness, and lastly getting a community to the point where implementing and sustaining a prevention program was achievable. The CRM focuses on various aspects:
	1. Communities are at different stages of readiness for dealing with a specific problem.
2. The stage of readiness can be accurately assessed.
3. Communities can be moved through a series of stages to develop, implement, maintain, and improve effective programs.
4. It is critical to identify the stage of readiness because interventions to move communities to the next stage differ for each stage of readiness.

The CRM focuses on five dimensions that are a helpful diagnostic tool to assess community needs and creating plans to meet community needs. The five dimensions are:
1. Existing Prevention Efforts (programs, activities, policies, etc.) 
2. Community Knowledge of Prevention Efforts 
3. Leadership (included appointed leaders and influential community members) 
4. Knowledge About the Issue
5. Resources for Prevention (people, money, time, space, etc.)

Through real-time implementation within communities and feedback from community members, the CRM after several updates grew to include a nine-stage model detailing various stages of community readiness. The nine stages of community readiness include: 
1. No Awareness 
2. Denial or Resistance
3. Vague Awareness 
4. Preplanning 
5. Preparation
6. Initiation 
7. Stabilization
8. Confirmation or Expansion
9. High Level of Community Ownership

While initially the CRM was created to address substance abuse (drug and alcohol) and violence within select ethnic communities, the CRM has been successful in addressing a wide variety of health behaviors within communities such as heart health, hepatitis C, HIV/AIDS, nutrition, and obesity. In addition, the CRM has been usefully applied to situations involving child abuse, domestic partner violence, taxation as seen with tobacco, animal control, and environmental trauma. The CRM has become a useful approach in promoting changes within communities.  
III. Application of the Theory
The CRM model lays emphasis on spiritual, physical and mental health of patients by blending expressive activities and psycho-educational process. The aim is to assist epileptic patients explore sleep difficulties, anxiety, physical ailments and complaints, anger, depression and other disconnections (Neurology, 2020). The domains of interpersonal, behavioral, cognitive and case management represent the coping skills of patients including taking care of self, compassion, coping with triggers, healing from anger and asking for assistance. The CRM model builds hope for epileptic patients by emphasizing on ideals and simple emotionally evocative quotations and language (Sirven et al., 2014). The model is widely used because it helps clinical processes and provides concrete approaches that are said to be essential for patients with epilepsy histories.   
The Nine-Step Stages
1. No Awareness
The need for increased for epilepsy awareness programs is not commonly recognized by leaders and communities as a problem. Therefore, there is a need to introduce the concepts of an existing pharmacology disorder to patients who are not aware of their pre-existing conditions (Sirven et al., 2014). 
2. The denial or resistance stage 
At least there are some community members who recognize that there should be an increased access to effective healthcare services, however there is little recognition that such a need has become a local concern.  Epileptic patients should pay attention to their present experiences instead of reacting to alarm signals. Patients learn to make use of SOS skills to pay higher attention to their immediate environment, body signals and utilize simple scales to measure their control and stress levels (Edwards et al, 2000). 
3. At the vague awareness stage, 
At this stage, most community members and leaders feel that indeed there is a local concern over the need for access for healthcare services, although there is no motivation to do anything about it. Patients are not normally aware of psychosocial education and are thus helped to recognize their positive intentions, which are often hidden by extreme reactive alternatives (Sirven et al., 2014). This allows more possibilities for broader range of options to consider individual goals and needs as well as those of others. 
4. At the preplanning phase
There exists a clear recognition that local leaders need to do something for increased access to healthcare, and that there may be a group of individuals who have attempted to address it. Nonetheless, at this stage, efforts may not be detailed or focused. In collaboration with other members of the community, clinicians need to develop a plan to help epileptic patients to recognize their triggers to enable them anticipate triggers and learn between a reminder and real threat (Edwards et al, 2000). 
5. The preparation stage
Actively, leaders start preparing in earnest in close collaboration with the community, which offers already existing efforts to access healthcare services. Such efforts include teaching patients to avoid catastrophic, global and rigid thinking (Sirven et al., 2014). Patient’s thoughts are evaluated with the goal of attaining a healthier balance between negative and positive thinking (Edwards et al, 2000). The plan is to help epileptic patients evaluate different situations along with options and how to choose acting to main thoughts from reactive thoughts. Although reactive goals are necessary when true emergencies occur, they never reflect an individual’s main goal of reacting to worthwhile things to achieve a meaningful life. 
6. Initiation Stage
Sufficient information is available to validate efforts made by close collaboration between the community and local leaders. Programs and activities are already underway for access to healthcare. Engaging the community for increased healthcare access is an asset-based approach, which comprises of capacities, skills and gifts of institutions, associations and individuals (Edwards et al., 2000). Focusing on community assets instead of needs symbolizes a shift in how practitioners, researchers and community development approach their efforts (Edwards et al., 2000). In case a community starts by assessing its present needs, most often it begins the process of problem-solving instead of identifying its strengths and goals (Edwards et al., 2000).  Most importantly, asset building complements the social theory where social capital is regarded as basis for creating financial and human capital. The community begins this by mapping available work experiences and skills to realize economic development opportunities.  
7. Stabilization Stage 
Healthcare activities and programs are supported by community decision-makers and administrators including trained and experienced staff (Edwards et al, 2000). The main goals of such programs is to help patients create main goals that reflect deeper values and hopes (Edwards et al, 2000). Emotional self-check is evaluated at the initializing stage, particularly main emotions comprising of compassion, comfort, love and happiness. Specific characteristics are accessed through the CRM model, mostly those related to different levels of readiness for change and problem awareness (Edwards et al., 2000). Based on an individual level, efforts are made to persuade a person to adopt and access improved healthcare services (Edwards et al, 2000). However, such efforts may not be realized if individuals are unmotivated and unready to adopt suggested behaviors. 
8. Confirmation/Expansion Stage
 Also, feelings representing positive strivings such as confidence, interests and hope are analyzed at confirmation or expansion stage because by learning these types of emotions, individuals can reflect and draw upon their own hopes and values (Sirven et al., 2014). The main goal of high level community ownership stage is to create awareness about psychological disorders with the ultimate goal of empowering young and old people to think clearly, so that they can have control of their alarm reactions (Edwards et al, 2000). This way, they are able to identify their individual contribution to their communities and individual lives. 
9. High Level of Community Ownership
Sophisticated and detailed knowledge is available regarding the prevalence, consequences and causes of epilepsy and healthcare access for all members of the community(Edwards et al, 2000). There is application of evaluation strategies whose purpose is to offer direction. If and when individuals are able to manage new and effective healthcare practices, the usefulness of their behavior change may be undermined by through exposure to societal and community influences (Edwards et al., 2000). Therefore, there is a need for collaborative efforts to help the community in implementing and maintaining the specific efforts that will reduce the problem of epilepsy. 
The CRM model is effective in dealing with epilepsy because it provides careful assessment concepts. Due to physiological impacts of the disorder and dangerous levels of physical pain, some patients may require further adjustment in medication (Neurology, 2020). As a form of mindfulness model, patients learn to be present in the moment and recognize internal experiences such as body and thought sensations. In addition, it plays a significant role in assisting patients who may have been traumatized increase awareness, recognize their experiences and tolerate uncomfortable cognitions and emotions.  
Conclusion
In part, the general approach or treatment model for epilepsy will heavily depend on the level of evidence regarding the model, potential for prevention, identified problems, counselor’s training and patient’s readiness and goal for treatment. The CRM model has proved to be a valuable tool as to adjust towards specific interventions and decrease arousal. Patients are also helped to tolerate discomfort during trauma processing and exposure-oriented interventions. Overall, CRM practices can help epileptic patients to manage traumatic stress, resilience and coping skills. These practices aim to address different traumatic experiences of epileptic patients, including pain, attitudes, sensations, emotions and feelings. Clients are allowed to observe these experiences and talk about them repeatedly with the anticipation that positive changes in effect will happen.   
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