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Epilepsy and the defence forces

Neurologist Roy G Beran, MD, FRACP, FRCP, FRACGP, FAFPHM, FACLM, RANR

WHEN PREPARING AN ARTICLE on epilepsy and the  Abstract
defence forces, it is worth revisiting earlier di@ftidelines
for Recruit Medical Examination Procedures (GRMEP),
which were prepared in Jan_uary 199Bhese were endors_,ec_i Reference (ABR 1991), require absence of any
by the gwde_llnes subcommittee of the Australian Association neurological deficits, normal investigations (including
of _Neurologlsté, and sought to use the current knowledge and g jectroencephalography), 2-year freedom from
evidence to devise criteria relevant to a range of neurologica  symptoms, and being off all anti-epileptic medications.
disorders, including epilepsy.

It is also important to examine the relevant sections of the .
existing military guidelines, thaustralian Book of Reference
(ABR 1991). The section “Diseases of the Nervous System”
includes both psychiatric disorders (such as psychosis
schizophrenia, neuroses and mental disorders) and egilepsy -
This clearly reflects a degree of bias, which the more recen:
draft RMEP guideliné€stried to counteract.

Chapter 7 of ABR 1991 acknowledges that epilepsy may “ Ad\_/anc_es in treatment mean that more people will have
preclude people holding driver’s licences for heavy vehicles  their seizures well controlled.
such as buses and trucks, and thus it was deduced that epilep 0 Attitudes to recruitment and retention of people with
would also preclude service requirements for some people  epilepsy in the ADF should be reviewed. With a more
with epilepsyz. Chapter 5 indicates that “many aspects of the individualised approach, there is potential to recruit and
Shipboard environment are potentia”y hazardous to any retain motivated and committed members who pose little
person who may suffer from epilepsy” (para 962BR 1991 risk to themselves or others.
requires absence of any neurological deficits, normal
investigations (including electroencephalography [EEG]), 2
years freedom from symptoms, and being off all anti-epileptic
medications (AEMSs].

Post-traumatic epilepsy is also recognised in ABR 1991 andT he 1996 draft guidelines
even the POte”t'a?' of such risk requires spe_clal _asses%men_t. Epilepsy was the first condition to be considered in the draft

This article reviews what has been the situation concerning

epilepsy within the Australian Defence Force (ADF) and gwdehr_u_as for n_eurolog_|cal dlsord.éTS!Wh'Ch m_cIuded
' . - ; recognition of the international classifications of seiztiaesl
considers a possible future direction in the face of

epilepsy syndromesThe draft guidelines recognised a need

deyelopments In our u_nderstandl_ng anc_i managgment .Of. th?o differentiate febrile convulsions from seizures provoked by
epilepsies, acknowledging that epilepsy is not a single CIInICalfever because febrile convulsions, specifically an illness of

entiy. early childhood, do not necessarily support a diagnosis of
epilepsy and should not constitute an obstacle to involvement
in the ADFper s
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The draft guidelines also examined confounding factors thatcompliant with AEMs, have been seizure-free for 5 years and
may contribute to seizures by lowering seizure threshold, suctwith no more than three seizures in the preceding 10 years,
as the use of psychotropic medicatfoos excessive alcohol and have no features diagnostic of epilepsy on EEG.
consumptior?. In such circumstances, it is mandatory to Depending on the vehicle to be driven, some latitude is
guestion the need for medication (such as psychotropicallowed, but AEMs must be appropriately and compliantly
agents), and the need for such treatment may be more relevamaintained, plus there is need for periodical review, with
to restricted involvement with the ADF than is any 5-year seizure-freedom and absence of epilepsy on'£EG.
subsequently provoked seizure. Changes in lifestyle, applica- Within this framework, recurrence of seizure (for a
ble for anyone who has consumed sufficient alcohol tocommercial driver) results in immediate suspension of the
provoke seizures, might assume the primary importancelicence and mandatory reporting to the driver-licensing
relevant to any restrictions that should be imposed. authority’® A commercial vehicle driver is not permitted to

In general, the draft guidelines supported ABR 1991 anddrive while withdrawing AEMs and may not drive unless
required 2 years seizure freedom without medication, butcomplying with the other conditions of the liceri€e.
allowed exceptions subject to expert opinion and special
circumstances. One such situation was juvenile myoclonic
epilepsy, which is one of the most responsive forms of
epilepsy, with a combination of lifestyle changes and

compliance with medication (sodium valprodte). Epilepsy is the only chronic neurological condition to be
singled out for special review by the Australian Human Rights
Commission, which argued in favour of imposing fewer
Driving and epilepsy restrictions upon people with epilepSyT hat review is almost
20 years old, but the prejudice encountered in 1985 has not
ABR 1991 linked ADF acceptability to the capacity to hold a changed very much for those with epilepsy. Attitudes remain
commercial driver’s licenc&ln 2003, Austroads, in conjunc- tainted by bias and prejudice, as exemplified by the combining
tion with the National Road Transport Commission, published of psychosis and epilepsy in ABR 1991.
new guidelines for fitness to drivB These updated guidelines  Few published articles address the question of defence force
reviewed restrictions deemed to be appropriate for diﬁerentpersonne| with ep||epsy1 none are Speciﬁc to the Australian
medical conditions, including epilepsy. situation. Gunderson and Wortzel reviewed the “new” United
Estimates of relative casualty crash risk of drivers with States application of military fitness regulations more than a
epilepsy compared with other drivers range between 1.0 andlecade ag&® They concluded that, for people who only had
1.95M'% About 11% of accidents involving drivers with seizures at age 5 years or younger or whose seizures occurred
epilepsy are seizure-relaté;' and the prevalence of after the age of 5 years but who were seizure-free for 5 years
epilepsy-related crashes is in the order of 0.01%-0.3% of allor more, off medication, and with no epileptiform features on
crashes? The Austroads guidelines suggest an acceptabletheir EEG, the absolute risk of separation from the forces due
annual seizure risk of 20%-50% for private licence holders,to a seizure in the first 1.5 years of service was no more than
and 1%-2% for commercial drivers. Judglng by ABR 1991, 0.6%. They found 0n|y two possib|e epi|epsy_caused
1%-2% may not be sufficiently restrictive for the ADF. separations among 142 cases reviewed, and even these were
Perhaps the most salient aspect of the Austroads approadess than absolute regarding the diagnosis of epilepsy as the
to epilepsy is the need for detailed evaluation by ancause for separation. Both cases “surfaced during the early
appropriate specialist. Austroads also requires a specifiediays of basic training, therefore requiring a minimum of
period of seizure-freedom, which accommodates the specifigraining or medical expensé®. They concluded that: “One
circumstances of the person’s epilepsy, and demandsundred fifty three did well from an epilepsy standpoint,
compliance with prescribed therapy and lifestyle chafes.  proving that this was a worthwhile pool of applicants for
An unconditional licence for commercial driving cannot be recruiting”®
issued to a person who has experienced any séfzuxe. Gundersol also reviewed how the military dealt with
conditional licence for a commercial driver is considered people with epilepsy already in the forces. The US Army has
appropriate if the person has a single provoked seizure withts own Neurological Services, established just before the
easy avoidance of the provoking factors, a year's seizureyjietnam War, and requires neurological consultation before
freedom without treatment with AEMS, and a normal EEG. discharge of any soldier Owing to ep"eﬁé)@underson
The conditional licence guidelines allow latitude for “benign pointed out that there was:
childhood epilepsy” and febrile seizures. ... an opportunity for expert opinion on whether an
The Austroads guidelines also permit a person with attempt to keep the soldier on duty with anticonvul-
epilepsy to hold a conditional commercial licence if they are sants is worthwhile, which anticonvulsants would be

People with epilepsy in the armed forces
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most promising and a review of the proper dosage and Should seizures recur, the patient should be referred to

precautions.!” a PEB unless the episode is related to an attempt to
He further visited the question of pseudo-seizures (so-called ~ discontinue medication. In this case, medlcatmlf;
non-epileptic seizures), claiming that their underlying psycho- ~ should be restarted and the patient returned to duty.

pathology was often more disabling than the seizures (even in N conclusion, Gunderson recognised that many soldiers
people who also experienced epileptic seizuresJhis with controlled epilepsy fought in Vietham and Korea. He

echoes earlier comments regarding the provocative nature ofrote: “If the well controlled and well motivated epileptic
pyschotropic agents for people with epilepsy. soldier is needed in a combat zone, there is no reason why he

7
It must be appreciated that Gunderson was writing moreShould not go:
than a decade ago, so his work reflects the knowledge and Much of the above commentary from Gunderson has been

treatment modalities of the time. Our knowledge and proffered by way of direct quotation. This was deliberate, as

management options for epilepsy have advanced since then.Much of it flies in the face of current ADF attitude. It is
Nevertheless, when reviewing the then “New provisions of important to unequivocally identify these comments as
AR 40-501 affecting the epileptic soldiéf”in the US,

emanating from another source to ensure that the reader
Gunderson reported that a single seizure was not a reason R)opreciates that the enlightened views that emerged from US

disqualify a person and the diagnosis of epilepsy mandatec?theriegce’ dprovided Ey US dArmy %r_lysicia(rj\s, arose more f
consultant neurological input. For the purposes of determin-tNan a decade ago, when understanding and management o

ing fitness for duty, pseudo-seizures were treated as if thefp"ﬁ_psy was less so_r;_hijtit;: atﬁd than it. s todafy . hi K and
were epileptic seizures. Once a diagnosis of epilepsy was This point is magnified by the expenience of Whiteoak an

established and treatment initiated, there was a 6-montH:indIey’ reviewing gx_perie_nce in United Kingd"”?- They
“window” in which to gain control of the condition. Failure to surveyed Army phyS|C|§1ns In response to 10 case hlstones_ on
achieve control within 6 months required referral to a Physicalep'lg_psy’ ac';d fOL.mc.j ch:ce dlnconS|stency regarding potential
Evaluation Board (PEB). Although neurological consultation grading and restriction of dufj.

was mandatory for diagnosis, any physician could treat thed ,?s_f_ar ?ackda? 1986, the l_JK prk:ys(ij(_:ians a_rgueg f%r more
soldier with epilepsy once the diagnosis was confirmed. efinitive “guidelines concerning the diagnosis and adminis-

During the 6 months initial treatment designed to gain trative management of patients .. . to allow Service physicians

seizure control, and for the next 12 months, the soldier Was;to be con_S|stent and fair to their pa“e_”t_s ’
restricted from operating a motor vehicle, using live In the light of almost 20 years of minimal open debate and

ammunition or working with certain machinéhGunderson inconsistent application of administrative standards, in both
argued for a commonsense approach, as some risks a e US and the UK, it is imperative to ensure that the reader

unavoidable, “such as climbing stairs or taking a bsth” appreciates that the call for a more individualised approach to
In a surv’ey of 40 neurological colleagues in .1989 each serviceman or servicewoman with epilepsy reflects the

Gunderson found a solitary military neurologist who “knew of words of others, voiced almost two decades ago.

an accident associated with the use of live ammunition during Epidemiological data taken strictly from a_m|l_|tar_y base
: . o 1% have not been proffered, as they gave no real indication of the
a seizure in an epileptic soldiéf”.Gunderson went on to

write: true impact that epilepsy had on service acttf and
’ ) ) ) ) ) failed to contribute to our better understanding of service
Based on this experience, if a soldier needs to qualify consequences from epilepsy. Nevertheless, a suggestion to
with his personal weapon, it seems reasonably safe to .. . . . . oL
allow him to do so. Similarly, “moving machinery” conduct a similarly detailed epldemlolog_|cal_survey within Fhe
need not include a dentist’s drill or an electric type- ADF more than a decade ago was dismissed as a privacy
writer. Even with more potentially hazardous machin- intrusion.
ery, exposure need not be limited unless the soldier is
likely to use it on a regular basis. Patients with simple
partial seizures may need no restrictions at all of this
type.\” Advances in epileptology

Having shown such latitude, he did appreciate that certainT . _ .
career fields should be denied to soldiers with epilepsy, such here has been a recent review of occupational evaluation of

as stringing telephone wires on poles, working underwater, Olpeotple IW'tbh epcljlepsy, (;N'tg thle es}jabhsr;ment oftappropn:\:ﬁ
jumping from aircraft’ protocols based on individual needs and competencies of the

1 . .
He went on to report that after 1 year there should be aemployee§. Th"’?t s_tuc_iy allowed appllcatlon of chosen health
lessening of restriction protocols (not dissimilar to those discussed by Gundéfson
o 7 | g to provide acceptable evaluations of fitness for specific tasks.
ca{rereigu;leglgas;:lgmsﬁgzr(:/rilsiyortlosifils d“f;:;glil;z:l These evaluations recognised the needs of the proband
T After the paéi'e'm has been seizure free for three employee, the safety of fellow workers, and the correct use of
years, profile restriction may be dropped entirely, even AEMs, and even accommodated capacity to driv&his

though the soldier may continue on medication. individualised approach offers the most reasonable apprecia-
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