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vulnerable when he transgresses the boundaries of his own
specialty. The classical example was the comment of Mr Alec
Bourne, the well-known gynaecologist, when Sir Bernard
Spilsbury unwisely gave an opinion about clinical obstetrics.
Mr Bourne said that, however eminent Sir Bernard was as a
forensic pathologist, when he spoke of childbirth his evidence
should be treated with contempt. The doctor who is pressed to
answer questions which he considers to be beyond his sphere
of skill should draw a firm line and indicate to the court-by
appeal to the judge if necessary-that he feels unable to give a
useful opinion.

Courtesy and consideration

The days of blood-and-thunder advocacy are thankfully past
and counsel today are almost invariably courteous and con-
siderate, especially to witnesses in a sister profession. Never-
theless, this does not detract from the penetrating intellect and
piercing questions with which they can nail the medical witness
to the court-room wall. When the doctor has allowed himself
to stray on to the thin ice of doubtful fact or the swampy ground
of unwise opinion, the best course is to cut his losses and
regain terra firma as gracefully as possible, by admitting that he
does not know some fact or that he allows that a contrary
opinion may be correct.
Whatever happens, embarrassment and loss of face should

not tempt the doctor into anger, sarcasm, or even impertinence.
Not only will this earn a rebuke from the judge, but it delights
opposing counsel, who can run rings round an angry witness

like a matador around a bewildered bull. Nevertheless, this
state of affairs is rarely likely to happen if the doctor is well
prepared, has kept within the perimeter ofhis original considered
opinion, and gives his evidence and responses to questions
calmly and responsibly.
There are two last points. Firstly, in the crown courts

especially, evidence needs to be given slowly and in short
instalments, as the judge will be writing it down longhand. Some
doctors have suggested that the barrister who is on his feet
suffers from intermittent catalepsy, but in reality he is watching
the end of the judge's pen before putting the next question and
the experienced medical witness will do the same. Secondly,
the doctor should use comprehensible language in court, free
from medical jargon. Even though the barristers and the judge
may know almost as much about the medical aspects of the case
as the doctor, the rest of the court-including the jury, if there
is one-may not have the slightest idea of what the witness is
talking about. From motives of sheer thoughtlessness, from
professional pomposity, or even because a retreat into the
familiar terminology is comforting during the uneasy vigil in
the witness box, many doctors relapse into the jargon of our
mysterious medical language. The good witness will translate
his evidence into everyday English. Often the more junior
doctors are the worst offenders; two of their classical gems are
"periorbital haematomata" for "black eyes" and "biventricular
myocardial hypertrophy" for "a big heart."

Eventually this series will be collected into a book and hence no reprints
will be available from the authors.

A Modern Epidemic

Road accidents: are drugs other than alcohol a hazard?
BY A SPECIAL CORRESPONDENT

British Medical Journal, 1978, 2, 1415-1417

A car zigzags between a line of bollards and then repeats the
process in reverse-not the antics of a mad driver but one ofthe
vehicle-handling exercises devised to test the effects of small
doses of drugs on driving.' Three tranquillisers (a barbiturate, a
benzodiazepine, and a phenothiazine) impaired performance in
this series of tests, but the volunteers themselves were unaware
of any impairment. A similar study2 showed that a tricyclic
antidepressant particularly increased risk-taking. This and
certain types of laboratory experiment have provided ample
evidence that various prescribed drugs could in theory cause
accidents; but do they in the real world, where cumulative
effects might be different from short-term ones and where the
driving task is sometimes more and sometimes less demanding?
The only real test of fitness to drive is real driving.

Medicinal drugs

Driving while impaired by drugs has been an explicit offence
since the Road Traffic Act of 1930, but the effects of most drugs
are much harder to study than those of alcohol, despite recent
advances in analytical techniques: their metabolism is more

complex, the blood concentration tends to be less straight-
forwardly related to their effects, and responses may be more
idiosyncratic.3 Moreover, the condition for which the drug is
taken may itself impair driving. Thus the types of accident
studies needed to provide conclusive evidence are not easily
undertaken. Nevertheless, certain pointers have come from
surveys.

SURVEYS

In a survey of high-school students in Toronto tranquillisers
and stimulants, though numerically posing a much smaller
problem than alcohol, appeared to give the greatest accident
risk; but this study was based on questionnaires.4 Using
pharmacological methods, an American study of drugs in
living and fatally injured drivers suggested that stimulants
increased the risk of fatal accidents 14 times and sedatives and
-antihistamines five times, but tranquillisers not at all.,
The Transport and Road Research Laboratory's survey in

Berkshire also looked at drug use.f Eighty-seven of the 2211
drivers at fault were considered to have been impaired by a
drug other than alcohol (none admitted to drug abuse). Thirty-
one of those who had taken a drug had also been drinking, and in
14 (12%) of those accidents where alcohol was thought to have
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been a major factor the drivers had also taken drugs-including
monoamine oxidase inhibitors and other psychotropic drugs.
Loss of control at the wheel was very significantly more common
in this alcohol-and-drugs group than in the total group of
drivers. This study has limitations in that it relied on the
driver's own testimony, but the finding of drivers who had
taken both psychotropic drugs and alcohol is important and
worrying. During 10 years the TRRL team found that some
medicinal drug had been taken by 11% of injured men drivers
and 26% of women drivers in the six hours before the accident;
in a survey of drivers in car parks the proportions were 8% and
15%.7 The difference was greatest for tranquillisers. Though
statistical conclusions cannot be drawn from this type of study,
we clearly need further investigations.

In cities the proportion of drivers taking psychotropic drugs
is probably higher than in Berkshire. According to one estimate8
35-50% of drivers drive at least once a year after taking sucH a
drug and, more alarmingly, 7% after drinking as well as
taking another drug. A survey in a London casualty depart-
ment in 1975 showed that 63% of patients (all types of casualty
included) took some drug that could cause impairment-
notably tranquillisers, hypnotics, antidepressants, and anti-
histamines (H Baderman, personal communication). Other
possibly hazardous drugs include analgesics such as indo-
methacin, now prescribed not only in arthritis but also for
spasmodic dysmenorrhoea.A

PRECAUTIONS

Nevertheless, many people will clearly be safer with than
without their medication-driving when exhausted with
insomnia or distracted by anxiety or psychosis, for example, is
likely to be the greater evil. Moreover, they may be free of
impairment or it may be too slight to matter. On the other hand,
in a tricky situation when conjunctions of skills and decisions
are crucial, or when risk-taking could be catastrophic, even a
slight drug effect may tip the scale; the results of the vehicle-
handling experiments of Betts et all 2 are worrying here. Should
we not therefore be doing more to make people aware of the
risks, which may be appreciable at the beginning of treatment
and for once-off medication ? Even doctors need to be reminded
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that they may be creating a hazard. A man who had had a minor
car accident that was not his fault was seen in a casualty depart-
ment and given diazepam 10 mg. He drove away in his car but
quickly crashed into a stationary vehicle, manifestly incapacitated
by the diazepam. Driving after a general anaesthetic is also
dangerous, and doctors and dentists should warn patients to
avoid it for 48 hours.
Havard has discussed the effects of the main types of drugs

and medicines and the precautions that should be taken in
Medical Aspects of Fitness to Drive3 (which was sent recently to
all doctors in the NHS); he emphasises the dangers of exceeding
the prescribed dose or taking combinations of drugs-especially
if one is alcohol-and of driving during the first few days of
treatment, when the effects may be most noticeable or else
unpredictable. Clearly, all doctors who prescribe must be
familiar both with the regular effects and with adverse drug
reactions and interactions.9 They should make sure that they
include a special warning about alcohol (in even modest amounts)
when giving a prescription for 'an incompatible drug, and
perhaps take particular trouble with patients who may be at
extra risk, such as the elderly with their slower perception and
comprehension, and those with overwhelming troubles or
emotional distress. But GPs are said to be often unaware
themselves of the interacting effects of alcohol and drugs,
particularly barbiturates and antihistamines.

In any case doctors do not always warn,3 and patients do not
always remember they have been warned. Suitably'arresting
posters in surgery waiting rooms, health centres, and hospitals
could fill some of the gaps, and the media might help as well.
People who take sleeping pills, tranquillisers, or stimulants
only occasionally and are not used to their effects should be
aware of the risks-especially if they are thinking of taking
them to prepare for a long and taxing journey. Motion-sickness
tablets containing antihistamines are similarly hazardous;
hyoscine-containing remedies are safer. But above all there
should be a more general awareness that many drugs may,
perhaps insidiously, slow down a driver's reactions or make
him more reckless.

Unfortunately people are often unaware what drugs they are
taking, and containers of prescribed drugs should therefore
always be labelled. Self-medication provides pitfalls because
not everyone reads manufacturers' warnings, and antihistamines

If preventable why not prevented?
- I,welzlztll~~~~~~~~~I1tnI t t s4iFi

The Green Cross Code for pedestrians
says, "Try not to cross the road where
there are parked vehicles," and many
deaths and injuries, particularly in children
and old people, are caused by not following
this advice. But these children don't seem
to have much choice. Urban and suburban
roads make dangerous playgrounds, and
here the cars parked on the pavement-an
offence under the Highways Act except in
specially designated areas-increase the
danger. This could be reduced by putting
railings or bollards along the pavement, a
practice that some authorities are following,
though inevitably there are signs, that
selfish drivers are demolishing some of
them as soon as they are put up.
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and other dangerous substances may be taken unwittingly
even in cold and cough remedies. A mandatory warning symbol
such as a steering wheel, as suggested by Havard,3 would be
helpful on both prescription and over-the-counter preparations.

Drug abuse

Evidence about the accident risk associated with drug abuse
is sparse. Hard-drug takers are underrepresented in accidents,
presumably because they tend not to want to drive and probably
cannot afford it. But effects such as euphoria and changed
perception are incompatible with safe driving, and for cannabis
there is some evidence of risk both from experiments and
from accident surveys.
The study by Glauz and Blackburn5 suggested a three-and-a-

half times increased risk. A small and unrepresentative survey
using more sensitive methods found evidence of cannabis in
nine out of 66 dead drivers and motorcyclists, all under 30; but
there were various uncertainties.10 Evidence from surveys,
however, is complicated by the fact that cannabis users tend to
take other drugs, including alcohol, and to be untypical in
various ways. Moskowitz made a comprehensive review of the
experimental evidence.11 He concluded that even at fairly low
doses cannabis affects the perceptual elements in driving,
probably through the central information-processing system,
impairing concentration and judgment and the capacity to
respond to signals and potential dangers.
The multiple drug abuse that is becoming more widespread

might be particularly hazardous. Moreover, addicts being
treated with methadone commonly drive and are known to have

accidents, but the degree of risk has not been investigated.
Though drug abuse cannot be a large cause of accidents addicts
should clearly be warned ofthe dangers of driving and, whenever
possible, individually discouraged from doing so.

I am grateful to the following for helpful discussion and comment:
Professor R E Allsop and Mr R L Moore, transport studies group,
University College London; Dr A B Clayton and Dr G M Mackay,
accident research unit, University of Birmingham; Dr Griffith
Edwards, addiction research unit, Institute of Psychiatry, London;
Dr J D J Havard, British Medical Association; and Dr P A B Raffle,
London Transport Executive.
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Epidemiology for the Uninitiated

Screening
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Screening patients for preclinical disease is an established part
of day-to-day medical practice. Routine recording of blood
pressure, urine testing, and preoperative chest x-ray films may
all be regarded as screening activities; and the introduction of
automated laboratory analyses has increased the scope of screen-
ing offered to patients in hospital and domiciliary practice.

Extending this activity to large-scale services for people who
have not requested medical aid has been the subject of much
recent discussion and controversy. It places the doctor in a
new role, whereby it is he who seeks out patients and recom-
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mends treatment rather than the patients consulting him. Doc-
tors therefore have a special obligation to ensure that screening
is beneficial. To this end, there are three questions which must
be answered and for which epidemiological data are required.

Does earlier treatment improve the prognosis?

People with asymptomatic diabetes have a reduced life ex-
pectation. Nevertheless, two randomised controlled trials have
failed to show that the prognosis is improved by treatment. In
the Bedford study mortality after 10 years in a group of patients
treated with tolbutamide was similar to that in a group treated
with a placebo. In an American trial the cardiovascular mortality
rate after eight years' follow-up was said actually to be higher in
patients treated with tolbutamide or phenformin, although
some doubts have recently been raised about these find-
ings. There is, therefore, no indication that large-scale screening
for asymptomatic diabetes is merited. This example illustrates
that the outcome of screening must be judged in terms of its
effect on mortality or illness, and not in terms of restoration of
biochemical or other test results to normal.
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