
ties (that is now the governors’ job), and boards are
particularly seeking non-executive directors with skills
such as finance, business, and marketing. Some boards
now meet in private, raising concerns over transpar-
ency. If the role of the governor is not clarified and
strengthened, foundation trusts risk becoming less
accountable to the public.7

One concern about the advent of foundation
trusts was that they might threaten cooperation
between healthcare organisations serving local com-
munities,3 but the review has found no evidence of
this. Current relations between organisations are usu-
ally determined strongly by past relations. Where
trusts have worked well with local organisations previ-
ously, relations have remained good; where they were
poor, they have worsened. In some cases foundation
trusts have withdrawn from local planning meetings.
Clinical relationships, however, have remained largely
unchanged, with NHS consultants in foundation trusts
still belonging to cross organisational clinical
networks.

Foundation trusts have arrived at a time of other far
reaching developments in NHS policy, such as a new
payment system for hospitals and a new contract for
consultants. These other factors have created a
turbulent environment for the early foundation trusts.
In a carefully worded criticism of the Department of
Health’s management of policy, the Healthcare
Commission calls for better coordination of national
policy and for the likely impact of new arrangements
to be assessed before implementation.

Something for everyone, but no clear message
For those hoping to reach a clear judgment about the
usefulness of foundation trusts, this week’s report by
the Healthcare Commission is bound to be something

of a disappointment. The review offers something for
both proponents and detractors of this policy. Founda-
tion trusts have, not yet at least, declared wholesale
independence from local partnerships in the NHS.
Nor have they ushered in a two tier service. Most
importantly, they do not seem to have offered any par-
ticular advantage to patients. A poor return, perhaps,
for so much effort and expense.

Have foundation trusts been afforded the wrong
freedoms, or insufficiently powerful ones? Or have they
not yet reached maturity? With these questions in
mind, the Healthcare Commission ends its report with
a call for a further review in two years. In the meantime,
however, the rumbling row over foundation trusts is
likely to continue.
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Epilepsy and driving
Regulations in the European Union need harmonisation as well as
greater flexibility

The lack of driving privileges is one of the major
concerns of people with epilepsy. Seizures
undoubtedly represent a potential source of

accidents and injuries, and this justifies limitations on
driving for people liable to epileptic seizures. Convinc-
ing evidence shows that in the absence of seizures (with
or without treatment), the risk of accidents and injuries is
clearly decreased and tends to be close to that of the
general population.1 2

Unfortunately, the variability of published reports
on risk has led to differing regulations for a driving
licence among the members of the European Union
and elsewhere in the world,3 with each jurisdiction
developing and enforcing its own regulations on
epilepsy and driving. The European Council Directive
91/439/EEC on driving licences reports, “a licence
may be issued or renewed subject to an examination
by a competent medical authority and to regular

medical check-ups. The authority shall decide on the
state of the epilepsy or other disturbances of
consciousness, its clinical form and progress (no
seizure in the last two years, for example), the
treatment received and the results thereof.”4 For com-
mercial driving it states “driving licences shall not be
issued for applicants or drivers suffering or liable to
suffer from epileptic seizures or other sudden
disturbances of the state of consciousness.”4

Rules vary from state to state
In the European Union, some member states,
including the United Kingdom, require a one year
period of freedom from seizures before granting or
renewing a driving licence although most require a
two year period. More variation exists about
exceptions where people with active epilepsy may
drive (for example, seizures during sleep, myoclonic
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seizures, simple partial seizures, and seizures only on
awakening). In the United Kingdom, for example, the
only exception to the rule is seizures occurring solely
during sleep, with this pattern established for three
years. But this pattern needs to be established for two
years in Belgium and only one year in the
Netherlands. The Republic of Ireland also requires the
pattern to be established for one year, and the Nether-
lands allows people who have seizures during
wakefulness that are not felt to impair driving ability
(simple partial seizures) to drive. French legislation
allows people with seizures only on awakening to
drive. Regulations on commercial driving and
supportive laboratory (electroencephalographic) cri-
teria differ widely. In most countries of the European
Union, the onus for reporting seizures to the driving
authorities is on the individual.

Patients’ or authorities’ perspectives?
The issue of epilepsy and driving may have differing
emphases depending on whose perspective is being
considered. From a patient’s perspective, the risk of
seizure related accidents (rate ratio 1.8, 95%
confidence interval 1.7 to 2.0)5 and the risk of serious
accidents (odds ratio 1.4, 95% confidence interval 1.0
to 1.8)6 when epilepsy is active might be too high.
Fewer than half of all epileptic seizures, however, occur
in the context of established epilepsy (defined as
repeated unprovoked seizures)7; the remainder con-
sists of acute symptomatic seizures and single
unprovoked seizures. Acute symptomatic seizures can
be prevented by adequate control of the cause,
whereas single unprovoked seizures have a smaller
probability of relapse after the first 12 months.8 Even
among people with active epilepsy, several epilepsy
syndromes exist (for example, nocturnal tonic-clonic
epilepsy or epilepsies with simple partial seizures),
which may be compatible with non-commercial
driving.

From the perspective of a health authority or
insurance, the proportion of accidents attributable to
active epileptic seizures is extremely low, ranging from
0.02% to 0.2%.9 10 In this context, epilepsy compares
favourably with alcohol abuse (up to 31%) and young
age (up to 24%).10 Mandatory reporting of epilepsy by
doctors to the driving authorities, where required, may
have negative implications as it affects the relationship
between doctor and patient or may expose a doctor
who fails to report a patient’s epilepsy to the risk of
prosecution.

Harmonise the rules
An effort should be made by the driving authorities
within the European Union to set common and more
flexible rules considering epilepsy and seizures as a
spectrum of clinical conditions, many of which are
fully or partly compatible with non-commercial
driving. Different periods of seizure freedom could be
considered as a prerequisite for granting driving
licences, depending on the type of epilepsy and
seizure patterns. Acute symptomatic seizures should
be considered separately, and may be compatible with
non-commercial driving providing the underlying
clinical condition is adequately identified and control-
led. Likewise, patients with single unprovoked seizures

should forego driving only for 12 months. In contrast,
more strict rules should be set for commercial driving.
Factors that determine risk of driving related
accidents are the amount of time spent driving,
number of previous accidents, and whether or not
passengers are being transported.11 The driving
authorities should consider carefully these variables
when defining the length of the minimum seizure free
period deemed necessary to grant or renew a driving
licence.

All these issues have been dealt with in a review
paper.12 They will also be discussed in a scientific report
on epilepsy and driving in Europe, which is in prepara-
tion by the advisory board to the driving licence com-
mittee of the European Union, leading to the
harmonisation of rules. For now, Europe wide
legislation is still awaited.

A general practitioner seeing a person with newly
diagnosed or suspected epilepsy who drives must
encourage compliance with the national rules. A
person with epilepsy who has driving privileges in one
European country will not necessarily be entitled to
drive in another country. Therefore, a detailed list
of individual national rules on epilepsy and driv-
ing needs to be easily available, and doctors should
alert their patients to the need to comply with these
rules.
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