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I. Epilepsy Introduction
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, and the number continues to grow (Neurology, 2020). It affects children and adults, men, women, and people of all races, religions, ethnicities, and social classes. Although it is mainly 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. However, a significant lack of knowledge, education, and understanding involving critical 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 to cure epilepsy. This shows an evident 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. To understand this, utilizing 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. 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 about 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 understand deviance 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. Thus, 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 community readiness stages, assessment of community readiness, and lastly, moving a community to where implementing and sustaining a prevention program was achievable. According to Edwards et al. (2000), 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 six dimensions that are a helpful diagnostic tool to assess community needs and creating plans to meet community needs. The six 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. Community Climate
5. Knowledge About the Issue
6. Resources for Prevention (people, money, time, space, etc.
Through real-time implementation within communities and feedback from community members, the CRM grew to include a nine-stage model detailing various stages of community readiness after several updates. 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 the CRM was initially created to address substance abuse and violence within select ethnic communities, the CRM has successfully addressed 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. As a result, the CRM has become a helpful approach in promoting changes within communities.  
III.I Application of the Theory
The CRM focuses on integration of a community’s cultural views, available resources, and readiness level to focus on a specified problem, in this case, epilepsy. As epilepsy affects everyone directly or indirectly, this model allows the community to identify epilepsy issues and strategize on the most effective and sustainable methods for combating these issues. In addition, the CRM creates an image for healthy change by breaking down the stages for change into manageable steps. The process for utilizing the CRM is as follows:
                       1. Understand Community
                       2. Perform Key Participant Interviews
                       3. Ascertain Readiness Level through Assessment Scores
                       4. Create Strategies for Change
                       5. Establish Community Change
For applying the model specifically to epilepsy, it would follow the guideline listed below:
1. Identification of a community issue. The issue being addressed would be promoting epilepsy awareness. In addressing epilepsy, we will gain community insight into their thoughts and perceptions of epilepsy and potentially gain added knowledge on how the community views other health issues.
2. Describe the community. As we have learned, a community can be identified and defined in various ways. For example, a community could be the geographical area or individuals within a specified area.
3. To ascertain the community’s readiness level regarding epilepsy, performing an assessment on community readiness through key participant interviews. 
4. Upon completing the assessment, rating the community’s readiness stage for the six dimensions can begin. Analysis of the assessment results, both numeric and from interview answers, will be necessary for developing strategies. 
5. Development of appropriate strategies for each readiness stage. An example would be if there is a low level of readiness, the strategy employed would be on a more personal level. 

6. Evaluation of efforts and community progression with the use of another assessment should occur after a set amount of time. 
7. As epilepsy awareness within the community increases, we may focus on new issues of the same regard utilizing information learned during the application of the model to epilepsy. 
As previously mentioned, the six dimensions of readiness are a useful diagnostic tool to assess community needs and creating plans to meet those needs. In addition, these dimensions serve as vital aspects that impact a community’s vigilance and how they will act regarding epilepsy awareness. The six dimensions as they would relate to epilepsy awareness are:
1. Existing Prevention Efforts: What existing efforts, programs, and procedures are in place to address epilepsy awareness? 
2. Community Knowledge of Prevention Efforts: How aware are community members regarding existing community epilepsy efforts, accessibility, and overall effectiveness?  
3. Leadership: Are community leaders influential in epilepsy awareness efforts?
4. Community Climate: What is the community’s current attitude regarding epilepsy? Do members feel it is a lost cause or is there room for growth and change?
5. Knowledge About the Issue: Are community members aware of epilepsy, know how to obtain information regarding epilepsy, and understand the impacts of epilepsy on their community? 
6. Resources for Prevention: What local resources are available to assist in epilepsy awareness?

Once the assessment and analysis phase of the CRM is complete, strategies for each stage of readiness can be created and implemented. Below are epilepsy specific plans for each readiness stage:
1. No Awareness: Community members or leaders do not recognize the health issue. 
· The first step would be to begin raising epilepsy awareness by scheduling one-on-one visits with community leaders and members and reaching out to established epilepsy groups to share the newest data and statistics regarding epilepsy.
2. Denial: There is little to no recognition within the community; If there is, the feeling is nothing can be done about it. 
· One-on-one visits with community leaders and members continue as we urge them to assist in raising epilepsy awareness. Speak with current health programs and see if they would help in the distribution of flyers and brochures. In addition, providing information on local incidents, submit articles to local newspapers, church bulletins, etc., will aid in raising awareness.
3. Vague Awareness: Some community members feel there is an issue worth addressing, but there’s a lack of motivation and leadership. 
· At this stage, we would shift the community’s perspective to one of knowing that something can be done. This could be achieved through posting flyers, bulletins, billboards, and presenting epilepsy information at local community events. Conducting door-to-door surveys to understand community members’ attitudes and knowledge regarding epilepsy can be done as well.
4. Preplanning: Clear recognition by some regarding the health issue needing to be addressed. There are leaders for action but no precise planning. 
· We will start to formulate concrete ideas to combat epilepsy. Information can be introduced through presentations, reviewing current efforts within the community, and potentially conducting focus groups to strategize. The aim would be to raise awareness and stigma reduction. At this point, the use of media outlets (radio and tv) can be utilized.
5. Preparation: There is planning but no collected data, leadership, support, and actively seeking resources.
· This stage will consist of gathering existing information that could be utilized to plan strategies. Community formal surveys could be conducted and reaching out to key leaders to speak to various groups and gain media attention. It would be beneficial at this phase to begin planning how to evaluate program success.
6. Initiation: Information specific to the community is available. Those involved are appropriately educated, and leadership is enthusiastic about moving forward with the program.
· Focus on providing information geared towards the target population. In-service training will be provided to professionals and paraprofessionals regarding epilepsy; interviews will be conducted to identify service gaps and improve existing services.
7. Stabilization: Epilepsy efforts are stable and backed by the community and leaders with no need for change.
· Continue providing in-service training for professionals and provide training for community members. Conduct meetings quarterly to assess progress and potentially modify strategies. 
8. Expansion: The program has been evaluated, modified, and seeking new resources to expand services. The collection of data is ongoing to identify any risk factors and problems.
· Develop a community risk assessment profile, employ evaluation tools to alter efforts, initiate media outreach to expand knowledge on epilepsy to those outside the initial target population.
9. High Level of Community Ownership: Epilepsy awareness is continuously growing, and awareness programs are running effectively.
· Continue community assessments and program progress reports, diversify funding and resources, and track outcome data. Continued training for professionals and gather feedback for program adjustments.
III.II Success of Theory
Utilizing the CRM will play a role in raising epilepsy awareness because it provides careful assessment concepts and manageable strategies for everyone to follow. In addition, it places the community at the forefront for acknowledging that a perceptional shift must occur and allows the community to tailor plans that will specifically work for them. However, I believe that in building epilepsy awareness, the success will not be because of the theory but because of the community participation in promoting change for an illness. For example, when you learn that your close neighbor is sick with an illness, the drive to know more and help grows. From there, you would want to get others involved as well so they can help. While one individual may catapult the thought for a change, it takes a community to be successful and sustain change.


IV. Conclusion
While the Community Readiness Model (CRM) has never been used to promote epilepsy awareness, it is a resource to help gain widespread recognition across a community. The CRM establishes community readiness stages, assessment of community readiness, and lastly, moving a community to where implementing and sustaining a prevention program was achievable. Utilizing the CRM for raising epilepsy awareness will be a valuable asset in understanding a community’s perspective regarding epilepsy and current readiness levels. Once assessed, community-specific strategies can be created and implemented for the various stages of readiness. It is essential to know when utilizing the CRM; it cannot make a community or even an individual change should they not want to, nor does it provide the means of achieving program goals. However, the CRM holds the community accountable for change and, in this case, knowledge and understanding regarding epilepsy and what the community can do to foster and maintain epilepsy awareness. Community is the foundation for success, and that is what the CRM focuses on.









References
1. Cottrell, R. R., Girvan, J. T., Seabert, D., Spear, C., & McKenzie, J. F. (2018). Principles and foundations of Health Promotion and Education. Pearson. 
2. Edwards, R. W., Jumper-Thurman, P., Plested, B. A., Oetting, E. R., & Swanson, L. (2000). Community readiness: Research to practice. Journal of Community Psychology, 28(3), 291–307. https://doi.org/10.1002/(sici)1520-6629(200005)28:3<291::aid-jcop5>3.0.co;2-9 
3. McKenzie, J. F., Neiger, B. L., & Thackeray, R. (2017). Planning, Implementing, & Evaluating Health Promotion Programs: A Primer. San Francisco, CA: Pearson Education. 
4. Neurology, D. O. (2020, August 18). Epilepsy and seizures. Retrieved September 18, 2021, from https://www.columbianeurology.org/neurology/staywell/epilepsy-and-seizures
5. Obsorne-Shafer, P. (2013, October). Epilepsy statistics. Epilepsy Foundation. Retrieved September 18, 2021, from https://www.epilepsy.com/learn/about-epilepsy-basics/epilepsy-statistics. 
6. Sirven, J. I., MD, & Shafer, P. O., RN, MN. (2014, January 21). What is epilepsy? Disease or disorder? Retrieved September 18, 2021, from https://www.epilepsy.com/learn/about-epilepsy-basics/what-epilepsy


