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tions may develop also needs to be borne in mind. In licence
holders who have had attacks only during sleep for over three
years, even ifone attack-major or minor-occurs while awake,
driving should be stopped and the patient must tell the
licensing centre.

If a licence holder develops epilepsy, whether attacks occur
while asleep or awake, with or without an aura, he should be
told by his doctor that he has epilepsy; that he is not allowed to
drive; and that he is required by law to inform the licensing
centre as soon as possible. Whether or not such patients will
subsequently be allowed to resume driving will depend on the
clinical findings, the results of investigations, and the effect of
treatment. Three years' freedom from attack and a satisfactory
report by a specialist will probably be required before reissue
of a driving licence, which may be valid for only one, two, or
three years in order to obtain regular assessment.
The patient who has recently had a single fit poses a difficult

problem, especially if there is no immediate precipitating
cause such as a toxic or febrile condition or drug withdrawal.
It is then important to try to decide whether or not there is
evidence of a continuing liability to epileptic attacks. If exam-
ination and investigations after a single fit (occurring while
asleep or awake) show clinical, clear-cut EEG, or other evidence
ofan intermittent or persistent disorder ofthe brain this should
then be regarded as epilepsy. The three-year rule will apply.
Some neurologists would advise starting anticonvulsant treat-
ment; others would wait to see whether a second fit occurred
and would start treatment only then.

But some patients have a single fit which does not justify
the label of epilepsy; it may be secondary to some systemic,
metabolic, or other exceptional cause (stress or a toxic or
infective state) which is not likely to recur. In these circum-
stances there would be no evidence of a continuing liability to
epileptic attacks and thus no disability to declare to the
licensing centre. Anticonvulsant treatment is not indicated
in such cases, but driving should not be allowed until investiga-
tions have been carried out and a specialist's advice obtained.
Likewise if the cause of a single fit (while asleep or awake)
remains undetermined-no obvious precipitating factor and
the results of investigations all negative ' this should not
immediately be regarded as epilepsy, but driving should not
be allowed for 6-12 months, and employment as a driver should
be suspended indefinitely. If after a single unexplained fit six
months elapse with no recurrence and with no clinical,
EEG, or other evidence of a cerebral disorder, private driving
may be resumed, but at least a year or longer off driving may
be considered necessary in cases in which the first fit occurred
when driving and especially if it caused an accident.

If the conditions in the regulations permit driving a private
vehicle, patients with epilepsy should be advised to avoid
driving for many hours at a time and to take extra care not to
go for long periods without food or sleep. Employment requir-
ing much driving is not advisable for anyone with a history of
epileptic attacks. Any person who has suffered an epileptic
attack after the age of 3 is barred from holding a heavy goods
or public service vehicle licence.
These regulations should help doctors and the licensing

authorities to deal with straightforward cases, but the diagnosis
of epilepsy and the medical assessment of fitness to drive are
not always easy. The questions that need to be considered
include: Was it a fit? Were there exceptional circumstances ?
Is there a continuing liability to recurrent attacks ? Can the
patient's statements be relied upon and do the relatives confirm
them ? Is treatmnent being taken as prescribed ? Perhaps it may
be shown that the present regulations, carefully applied, de-

manding freedom from fits (or history of having them only
while asleep) for three years, could be cut to two years without
added risk or reduction of road safety. But the need and wish
to drive, and the considerable hardship to anyone deprived of
doing so, have to be reconciled with the requirements for the
safety of all concerned.
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Occult abdominal injury
Most non-penetrating abdominal injuries are caused by road
traffic accidents.' 2 The liver, spleen, and kidney are most
frequently damaged, but virtually any intra-abdominal struc-
ture may be affected. The overall mortality rate for blunt
abdominal injuries is about 14%3; injuries elsewhere are
complicating factors in many cases. The mortality rate is also
raised when there has been delayed diagnosis or delayed
presentation of the abdominal injury-Williams and Zollinger4
found a significant delay in diagnosis and treatment in half
of their fatal cases of blunt abdominal trauma.

Delay in diagnosis may be due to the masking of physical
signs by extra-abdominal injuries or to delay in transport to
hospital. In addition, Bolton and his colleagues3 described two
main types of clinical presentation in which diagnosis of
abdominal injury may be delayed. Firstly, the signs may be
initially absent or minimal, but with persistence of a fluid leak
into the peritoneal cavity there will be signs of increasing
peritonitis or shock 12-48 hours after the trauma. In the second
presentation there may have been no initial leak from the
damaged organ, or the leak may have been sealed off tempor-
arily; delayed rupture then occurs days or weeks after the
injury.
The first type of clinical presentation may occur even when

there has been major injury to the liver and the pancreas.3
It may also be found in patients with retroperitoneal duodenal
injuries, in whom there may be a paucity of initial signs or
symptoms.5 Talbot and Shuck found this type of delayed
presentation in three out of eight cases of retroperitoneal
duodenal damage due to blunt abdominal trauma.6 Further-
more, the diagnosis of retroperitoneal duodenal injury may be
missed at laparotomy in between 10% and 20% of cases6 7
and the resulting mortality rate may approach 80%.

In patients with symptoms of delayed onset radiological and
biochemical investigations may help in diagnosis; in particular,
the serum amylase concentrations may be raised in patients
with pancreatic injury. Abdominal paracentesis, especially with
peritoneal lavage, may sometimes also help, but the most
important factor is repeated clinical examination.3 6 Whenever
there is a strong suspicion of abdominal injury, and especially
with signs of increasing peritonitis, laparotomy should be
performed. Careful examination of all intra-abdominal struc-
tures is mandatory, with particular attention to the retro-
peritoneal duodenum and pancreas.
The second type of presentation described by Bolton et a13

is usually seen in cases of ruptured spleen or ruptured colon
and may occur days or weeks after the initial trauma. Delayed
rupture of the spleen, with its associated mortality,8 occurs in
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15-30,"' of patients with splenic injury.9 10 The interval
between splenic injury and delayed rupture of the organ is less
than seven days in half the patients and less than two weeks in
three-quarters.11 Major injuries to the liver requiring resection
of the damaged portion usually present soon after injury, but
may become manifest later with evidence of an intrahepatic
haematoma. Similarly major damage to the pancreas may
present later with traumatic pseudocyst. In such patients in
whom intra-abdominal injury is suspected selective arterio-
graphy, isotopic liver scan, or ultrasonography may greatly
help in the diagnosis, though these investigations have little
part to play in the initial management of patients with blunt
abdominal trauma.
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Fractures near the hip
Fractures of the proximal femur are common in elderly
people-whose numbers are increasing and may continue to
do so until the end of this century. Clearly management of
these patients and their subsequent rehabilitation are likely to
present growing problems if we are to prevent our hospitals
being filled with aged, immobile patients.

This fracture occurs mainly in women. Barnes et all in
their prospective study of subcapital fractures found that out
of a total of 1618 fractures 1354 occurred in women of whom
40%0 were aged 75-84. These fractures are caused by trauma
ranging in severity from very violent to as trivial as a stumble.
Griffiths et a12 have suggested that some patients may have
sustained fatigue fractures, the fall occurring after the bone
has broken. Of the two main types of fractures near the hip,
those of the trochanteric region present the lesser problem.
Unlike those of the femoral neck, they heal well with con-
servative treatment using traction and splints, though in prac-
tice most surgeons prefer to fix the fragments internally using
a pin and plate.
The treatment of fractures of the femoral neck is more

controversial. These fractures often fail to unite-possibly
because the haematoma essential in the early stages of callus
formation is washed away by the synovial fluid. The femoral
head derives its blood supply from three sources: a small but
variable amount via the ligamentum teres; the vessels running
up the medullary cavity from the shaft; and the reflected
vessels from the capsule. After a fracture, especially one with
much displacement, the two main sources of blood are lost,
encouraging non-union of the fracture and causing late seg-
mental collapse of the femoral head. These problems have led
many surgeons to believe that treatment based on reduction
and internal fixation is doomed to failure and should be
abandoned in favour ofprimary prosthetic replacement. Devas3

strongly advocates this method of management in the elderly,
using a Thompson prosthesis cemented in position. The
incidence of complications such as infection and dislocation
may be reduced by using an anterolateral approach, which
allows the patient to begin mobilisation early.34

Barnes and his co-workers have shown that careful reduction
and accurate internal fixation may produce excellent fracture
healing and a low incidence oflate segmental collapse, especially
where there was little displacement. They also pointed out
that the Smith-Petersen nail did not give adequate fixation,
especially if there was displacement: they preferred to use
either a sliding nail plate or the crossed screw method. No
doubt the argument about the correct method oftreatment will
continue until a perfect system is devised. Until then each
surgeon will do the operation he believes is correct-and as it
will be the operation he performs best his patients will have
little cause to worry about the academic arguments.

Total hip replacement is rarely used as a primary procedure
in the management of fracture of the femoral neck. It has a
role in replacing the joint in which either avascular necrosis
or non-union has occurred, but only when the patient suffers
pain. Those who have had the femoral head replaced by a
prosthesis may also experience pain due to the metal head
boring into the acetabulum; but total hip replacement is
indicated only in the fitter, more active, long-term survivors.
The management of the fracture, though controversial, is

generally a relatively minor problem in comparison with the
management of the patient as a whole. The prognosis of this
type of fracture is bad. Barnes found that 700 of women and
13% of men died within one month and Chan recorded a
14% overall mortality rate at six weeks. General problems
such as diabetes mellitus, heart failure, and dehydration all
have to be treated. Barnes found that one-fifth of all patients
who had not been fully active before the fracture died in one
month and that the death rate was much higher when the
blood urea concentration was raised. Despite these hazards,
most surgeons believe that all patients should have their
fractures treated surgically-for if the treatment is satisfactory
the patients can live out their days, however limited, in
comfort.
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Is Briggs alive?
Professor Asa Briggs and his committee' were asked to "review
the role of the nurse and the midwife in the hospital and
community and the education and training required for that
role, so that the best is made of available manpower to meet
present needs and the needs of an integrated Health Service."
When the report appeared in 1972 it was generally welcomed,

but on closer study it has since attracted wide criticism from
the nursing profession at all levels. Its single most important
recommendation was the creation of a central nursing and
midwifery Council for Great Britain, whose primary task
would be to decide what form nursing education should
take-using the.-report as its basis. Action should not be
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