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encroachment on the freedom of universities to spend their
resources in the way they thought best in promoting the
educational and research aims which the nation requires of
them. All this, however, and much more besides failed to
allay the fears of the many academic witnesses who appeared
before the committee. So much is very plain from a perusal
of the verbatim reports. And no wonder it is so, for at
present there are, both in and out of Parliament, all too many
who have a distorted view of universities and see them, at best,
as nothing more than extensions of comprehensive education
and, at worst, as islands of class privilege.

It is all too likely that if the access which the Public
Accounts Committee wants is granted and the information
obtained becomes public property, even though supplied
without comment, there would be endless vexatious and ill-
informed criticisms. To take an example: much play might
be made of a report from the committee that the cost of
educating a medical student varies substantially in different
universities. It may well do so, for there are several excellent
reasons why it should, but the memoranda and committee
work needed to expound the obvious in the interests of
"public accountability" are more than time-wasting: they
destroy creative thought.

Democratic government is the most difficult of all methods
of rule and it is a mark of maturity in such a government
when it recognizes fields of enterprise in which it can do
harm by demanding to be shown all the working all the time.
There are fields in which the best returns are obtained by

limiting supervision to the application of broad checks. Even
so, a satisfactory relationship between Government and
universities suited to conditions existing today has yet to be
worked out. As Sir Robert Aitken' has recently said: " In
the last resort the Government, representing the sovereign
people, is sovereign. It is legally competent to govern; yet
in a field of professional expertise and creativity it is not
practically competent to dictate. Effective consultation is
therefore a condition of wise decisions, as well as a condition
of willing and effective professional performance."

In this important issue the best interests of the medical
schools are identical with the universities as a whole. A
substantial factor in the development of medical schools in
Great Britain has been their university environment, and
reciprocally they have contributed much to the universities.
It would be a strange paradox if at the same time as the
General Medical Council is urging schools to show initiative
and individuality in medical education they were to be
subjected to the strait-jacket of detailed financial control.
Their manifest desire to give better education and do better
research despite the relatively meagre resources given
them is a powerful stimulus to economy. It is earnestly
to be hoped that in this matter the present Government
will be as wise as its predecessors and will reject this
recommendation.

Special Report from the Committee of Public Accounts, Session 1966-7.
1967. H.M.S.O.

2 Aitken, Sir R., Brit. med. 7., 1966, 2, 1283.

Epilepsy and Driving
There can be few questions more controversial than whether
a person who has, or had, epilepsy should drive a motor
vehicle. There is substantial disagreement between authori-
ties in different countries of the world. Thus in Scandinavia'
and in Holland it seems that an epileptic can be allowed a
driving licence if he has been free from seizures for two to
three years, even if still taking drugs. In the United States
the regulations vary from state to state, and in Wisconsin,2
where since 1949 patients who have been free of attacks for
two years are allowed to drive, it seems that the accident rate
for licensed epileptic drivers is much lower than the general
average.

In Great Britain the situation remains confused, and the
application of existing law to patients whose epilepsy is con-
trolled is unsatisfactory and uneven throughout the country.
This largely results from the fact that the decision whether a
person may or may not be granted a licence is one for the
local licensing authority, and no uniform standards are laid
down. The law is clear in so far as a licensing authority will
always be justified in revoking the licence of an epileptic, but
a motorist who has lost his licence because of epilepsy can
succeed in an appeal to a local magistrates' court or to the
High Court only if he can show that he is no longer an
epileptic. In a recent judgement the Lord Chief Justice
refused to restore the licence of an epileptic who was still
taking drugs for his condition, concluding that if the drugs
were necessary the patient must still, in law, be suffering from
epilepsy.

It is largely because of this tacit assumption that many
neurologists in Great Britain have recommended that epileptic

patients should be allowed to drive only if they have been
free from fits for a period while receiving treatment and for
a further period without treatment. Until recently the view
was widely held that epileptics should not drive until after
an attack-free period of five years, for the last two of which
the patient should have been without treatment, but many
doctors are now prepared to recommend renewal of a licence
to a patient who has had no attacks for three years with
treatment and one without. These recommendations seem
reasonable as the law stands, for it may be argued that a
patient not needing treatment no longer suffers from epilepsy.
On the other hand, many neurologists believe that it is safer,
even after a long interval of freedom from attacks, to recom-
mend a patient to continue his drugs while they nevertheless
consider he is competent to drive without special risk to
himself or to the public.

In a paper at page 266 of the B.M.7. this week Mr. Murray
A. Falconer and Dr. David C. Taylor discuss many of these
questions and illustrate their conclusions with case histories.
They report that, of 100 consecutive patients previously sub-
jected to temporal lobectomy for epilepsy, 13 admitted to
driving a car at a time when, according to the recommenda-
tions mentioned above, most of them were not legally entitled
to do so. This was so despite the fact that only 60% of the
patients subjected to surgery had been free from attacks after
operation. They cite several case histories of patients who
appear to have driven long distances with perfect safety, but
also record three in which postoperative attacks were possibly

Lund, M., Epilepsy and Driving Licences, Social Studies in Epilepsy,
No. 4, p. 7, 1966. London.

2 Klove, H., and Forster, F. M., ibid., p. 16.
3 Brit. med. Y., 1966, 1, 1536.
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responsible for accidents. Many neurologists must know of
cases in which there was a reasonable probability that road
accidents had resulted from attacks of epilepsy, and of cases
furthermore in which the epileptic had been urged not to
drive. In contrast cases also occur in which special circum-
stances permit the neurologist to recommend the resumption
of driving, even during the continuation of anticonvulsant
therapy, after a time interval shorter than that normally
advised.

What, then, is the responsibility of the individual doctor ?
It is surely to advise the patient not to drive for a specific
period of time, depending on his freedom or otherwise from
seizures. The doctor has no statutory duty to report to the
licensing authority any individual whom he believes, to be
driving despite being advised not to do so. Falconer and
Taylor record that in one case they did write to the licensing
authority, and many other doctors must have found them-
selves in a similar dilemma at times. If possible the desired-
result is best obtained by different means, and often it is
simply necessary to impress the importance of the situation
both on the individual and on a responsible relative, who can
be recommended to contact the authorities if the patient
proves recalcitrant. For the doctor the obligations of profes-
sional ethics are a paramount guide here, and are expressed
in the following words from the British Medical Association's
Handbook:

" It is a practitioner's obligation to observe the rule of pro-
fessional secrecy by refraining from disclosing voluntarily with-
out the consent 6f the patient (save with statutory sanction) to
any third party information which he has learnt in his pro-
fessional relationship with the patient.
"The complications of modem life sometimes create diffi-

culties for the doctor in the application of the principle, and
on certain occasions it may be necessary to acquiesce in some
modification. Always, however, the overriding consideration
must be the adoption of a line of conduct that will benefit the
patient, or protect his interests."
The " certain occasions " referred to in the second para-

graph would arise only rarely, and they may be presumed to
contain special and exceptional circumstances.

It is surely time now that national standards were intro-
duced. If the present law does not allow a sucqessfully treated
epileptic to drive, then the law should be changed. Many
neurologists consider that it is safer for some epileptics to
drive on drug treatment than off it.3 In view of the experi-
ence of neurologists in Scandinavia and the United States it
would surely be reasonable to recommend that, though each
case must be treated on its merits, any epileptic who has been
free from attacks for a three-year period should be allowed to
drive a motor-car, but should continue to take his treatment.
But if it is decided to withdraw anticonvulsants-when a relapse
rate of up to 50% may be expected-all such patients should
be recommended not to drive for twelve months after with-
drawal of all drugs. Patients should realize that the occiur-
rence of one or more attacks after the cessation of treatment
will again postpone driving for three further years. There
is justice in the suggestion made by Falconer and Taylor that
all patients who wish to have their licences restored should
have their applications scrutinized in camera by a committee
or board appointed by the licensing authority, including at
least one physician experienced in neurological disease. To
change the law, to establish such boards, and to lay down
nationally agreed recommendations would not end all contro-
versy, but it might at least bring some clarity out of the
present Chaos.

Early Diagnosis of Bladder Cancer
Early, recognition and expert assessment greatly affect the
management and prognosis of bladder cancer. Usually the
first indication of the disease is a transient attack of haema-
turia. The bleeding often seems to have no particular cause
and no relation to other urinary symptoms. Since tumours
vary widely in their tendency to bleed, lack of effective action
at this stage exposes the patient to a possibly serious recur-
rence. Moreover, the condition may spread and become
intractable. Delay can in fact be disastrous, since if the
lesion is of anaplastic type it will probably invade the bladder
wall within three months and extend within six months to the
point of inoperability.1

Fortunately many tumours are less aggressive in nature and
remain within the scope of various (and often simple) forms
of treatment if properly detected. Nevertheless, it is important
never to disregard the occurrence of haematuria, however
slight, in a patient of cancer age, nor to ascribe it to such
causes as prostatic congestion, "cystitis," or anticoagulant
therapy without further investigation.

In most cases the prime responsibility for suspecting early
cancer of the bladder lies with the family doctor. He,
especially, therefore has to be on his guard to interpret
correctly the "premonitory" bleeding, whose intermittent
character combined with the usual lack of physical signs may
tempt the doctor to delay. This must on all accounts be
avoided, for treatment of early disease carries a much better
prognosis than when the neoplasm is in an advanced stage.

Effective treatment clearly depends on competent assess-
ment of the type and extent of the tumour. Because of its
concealed situation the patient must have a full urological
investigation, including intravenous urography and cystoscopy.
It should be remembered that some bladder neoplasms are
accompanied by similar lesions in tle upper urinary tract
and that in other cases invasive vesical neoplasm may cause
ureteric obstruction.
The tumour is examined by cystoscopy and biopsy, and

the degree of invasion or spread may be assessed by bimanual
pelvic examination, together with clinical or radiological
indications of metastasis. Many superficial and early
neoplasms can be dealt with effectively by endoscopic methods
or local surgery. Others niay be amenable to topical instilla-
tions with chemotherapeutic agents, while some patients
with multiple tumours will require radical surgery or radio-
therapy. The success of treatment and the prognosis for the
patient are related not only to the histological type of the
lesion but to the depth of its spread. To some extent, as
already mentioned, these run hand in hand, but for purely
physical reasons it is often difficult to gauge the degree of
invasion preoperatively. Here the work of Dr. David Lamb
at page 273 of the B.M.7. this week on the chromosome
analysis of bladder tumours may provide practical help.
Confirming previous studies of transitional cell tunours of
the bladder by S. Shigematsu and his colleagues in Japan,2
Lamb finds that there is a connexion between the chromosome
pattern and local spread. Turmours in which a higher than
normal proportion of the dividing cells show abnormalities of
chromosome number and structure are likely to be deeply
invasive, while conversely those retaining *a count apprbxi-

" Wallace, D. M., Tumours of the Bladder, 1959, p. 160. Edinburgh
and London.

2 Shigematsu, S., " Significance of the Chromosome in Vesical Cancer,"
Reports of the XIII Congress of the Soci~t6 Internationale d'Urolo-
gie, 1965, 2, 111. Edinburgh and London.
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