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A global survey of licensing restrictions for

drivers with diabetes
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Abstract

Background: Ensuring medical fitness to drive is an impor-
tant safety measure for people with diabetes and is a pre-
requisite for a driving licence in many countries.

Objectives: To ascertain the current regulatory restrictions on
drivers with diabetes currently being applied internationally.
Methods: An electronic survey (in English) was sent to con-
tacts of member organisations of the International Diabetes
Federation and to selected specialists in diabetes. Questions
addressed the regulations in place for insulin-treated drivers.
Results: Information on licensing was obtained from 85 coun-
tries. No restrictions on drivers with insulin-treated diabetes
existed in 59 countries (69.4%). Medical assessment of some
type was required in 29 countries (34.5%). They were per-
formed by different people and at different time intervals.
Emphasis was placed on conditions causing potential risk to
driving safety. When insulin is introduced to a licensed driver’s
treatment, in most countries the driver is permitted to con-
tinue driving without any change in licensing entitlement
(n=68; 80%); in 16 countries (19%) a driver can retain their
driving licence subject to special conditions and in one country
the driver will have the driving licence revoked permanently.
With respect to large goods vehicles and passenger-carrying
vehicles, no restrictions or assessments are required for drivers
with insulin-treated diabetes in most responding countries
(n=56; 66%); licensing is permitted with some restriction in 23
countries (27 %) and prohibited in six countries (7%).
Conclusions: There is a wide variation between different
countries and global regions in the statutory requirements
and policies used to regulate and assess drivers with dia-
betes. The lack of regulation in many countries may
adversely affect public safety.
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Introduction

Both the prevalence of diabetes and the ownership of motor
vehicles are increasing in most countries, although the incremen-
tal rates vary in different parts of the world and are associated
with economic status. Both measures are rising rapidly in under-
developed regions, where the rates of death and injuries from
road traffic accidents are highest.” In many parts of the world
the use of private cars is the main method of transport. Although
medical conditions represent a relatively small proportion of the
causes of motor vehicle accidents, public safety in relation to
driving requires effective assessment of medical fitness to drive.
Diabetes is considered to be a prospective medical disability in
that problems can develop over time. For drivers with insulin-
treated diabetes, the main problems are the risk of hypogly-
caemia and adverse effects of complications such as
sight-threatening retinopathy.2# If hypoglycaemia occurs while
driving a motor vehicle, the development of cognitive dysfunc-
tion causes deterioration in driving performance and is recog-
nised to be a cause of motor vehicle accidents.>”

Efforts to limit the effects of these potential diabetes-related
problems have been addressed in developed countries by the im-
position of regulatory policies and development of statutory
requirements for the issue of driving licences. Efforts to har-
monise driving regulations have been made by governments
within some geopolitical regions such as Europe, North America
and Australia.®' However, the political and social concerns
about road safety in relation to many medical disorders, of which
diabetes is only one example, are not shared globally and there
is little, if any, degree of uniformity. Many countries in the de-
veloping world make no provision to either assess medical fitness
to drive or restrict the driving licences of people with insulin-
treated diabetes. A small survey of driving licensing practice in
24 countries was conducted over 20 years ago'' and demon-
strated considerable heterogeneity, with some countries impos-
ing no restrictions whatsoever and exhibiting a lack of concern
and interest in this problem.23 No subsequent concerted inter-
national effort has been made to introduce measures directed
to limit potential risks associated with drivers who are treated
with insulin. The present international survey was undertaken in
an attempt to ascertain the current regulatory restrictions on
drivers with diabetes in different regions of the world and in
individual countries, to provide an update on the present situa-
tion and to inform a possible international call for action.
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Methods

Rationale and objectives

The aim of the present global survey was to ascertain the current
state of statutory restrictions and practices in different countries
with respect to driving and diabetes.

Survey questionnaire

A total of nine survey questions were developed de novo to serve
the objectives of the study (Table 1). They addressed whether or
not people with diabetes who require treatment with insulin are
permitted to drive in an individual country. If people with insulin-
treated diabetes are eligible to receive a licence to drive, information
was requested about the necessary requirements for a licence to
be issued, and to determine whether any restrictions are placed on
driving commercial motor vehicles (described collectively in lay
terms as lorries, trucks and taxis). The questionnaire sought to iden-
tify: (a) the responders’ capacity, relevant country and International
Diabetes Federation (IDF) region; (b) the general restrictions on driv-
ing imposed on people with diabetes; (c) the process of evaluation
of medical fitness to drive of people with diabetes and risk assess-
ment of various aspects of diabetes complications and treatment;
(d) if a change in status occurs should an established driver with
diabetes require conversion to insulin therapy; and (e) restrictions
imposed on driving large goods vehicles and vehicles of public
transportation.

Survey management
The survey was powered by a commercial provider (Survey

Monkey Inc, USA). Email invitations that explained the purposes
of the study and included the full name, credentials, affiliation
and contact details of the principal investigator were sent to all
the member organisations of the IDF as listed on the IDF website.
At the time of the survey the IDF had 229 member organisations
representing 170 countries. All member organisations with an
available email address on the website were contacted and,
where a country was represented by more than one member or-
ganisation, all of the individual members were contacted. The
link was unique to the survey and tied to the individual email
address. Reminders were sent to non-responding members and
the survey was further supported by invitations to selected
experts in many countries.

Data and statistical analysis

Responses were reconciled on a country basis and data were
expressed in actual numbers in proportion to totals or were
adjusted as percentages. Data are presented on global and
regional bases as appropriate as these issues are mostly discussed
as such in regional forums. Furthermore, as a post hoc exam-
ination, review was made as to whether licences for drivers
on insulin are restricted according to relevant national
social/political/economic indices such as Gross Domestic Product
(GDP) as a measure of socioeconomic development and Road
Traffic Fatality (RTF) rate per 100,000 population as an index
of driving standards and safety using global data published by
the World Bank and the World Health Organisation,
respectively.41

Table 1 Global survey of the licensing restrictions imposed on drivers with diabetes. Phrasing of the questionnaire and expected/

possible responses

Q1. |am answering the questions in the survey in the following capacity (Responses: IDF member organisation, invited expert, regulatory body, an
investigator extracting information from an internet website, a patient of relative who is confidently familiar with the regulations)

Q2. |am responding to these questions in the following context (Responses: country;, IDF region)

Q3. What are the rules in effect at the time of survey for insulin-treated drivers of motor vehicles in the responding country: please choose by
choosing the appropriate answers. In your country (only one can be chosen). (Responses: no restrictions at all on licensing of people with
diabetes; licensing is allowed but only if special requirements were met, complete ban on the licensing of drivers who use insulin).

Q4. If your country permits people with diabetes to drive under special conditions, please indicate if a medical examination is required for prospective

or current drivers who take insulin. (Responses: yes, no, not applicable).

Q5. If your country permits people with diabetes to drive under special conditions and imposes a medical assessment, please indicate the time frame
in which this examination was conducted (Responses: once at time of application only; every 5 years; every 3 years, annually, not applicable,

others™).

Q6. If your country permits people with diabetes to drive under special conditions and imposes a medical assessment, please indicate the evaluation
arrangement (Responses: review and approval from a designated medical advisory panel is required, any medical professional can adequately

certify, or both are required, not applicable, other*).

Q7. If your country permits people with diabetes to drive under special conditions and imposes a medical assessment, please indicate the emphasis
of the evaluation (Responses: hypoglycaemia, hypoglycaemia unawareness, neuropathy, impairment of vision (acuity or field), neuromuscular

coordination, not applicable, other*)

Q8. What will happen if an established driver begins to use insulin in the treatment of diabetes? (Responses: their licence is revoked, driver allowed
licensing under special condition, driver allowed to continue to drive without any change in his or her licensing)

Q9: For lorry and taxi drivers with diabetes who are treated with insulin, please indicate the status of the licensing regulations (Responses: licensing
permitted with no restrictions; licensing not permitted; licensing permitted with restrictions)

* More space is given for additional information/options.
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Results

Sources of responses

Responses from 85 countries were received. The sources of the
received responses were as follows: 63 (74.1%) from members
of the IDF, 20 (23.3%) from invited experts and two responses
(2.4%) were received from government health service bodies.
The responders were distributed around different regions of the
world (Figure 1). Based on the IDF regions, these represented
countries in Africa (16), the Middle East and North Africa (MENA;
16), Europe (19), North America and the Caribbean (NAC; 12),
the Western Pacific region (WPR; 8), South and Central America
(SACA,; 9) and South East Asia (SEA; 5) (Table 2). The responders
which had robust systems for driving licensing and assessment
of medical fitness to drive were Australia, Canada, Germany, Ire-
land, the UK and the USA. Invited experts were the main source
of information in some regions such as MENA (75%) and SEA
(50%). Multiple responses pertaining to a single country were
very uncommon and, when these did occur, responses were ex-
amined carefully with no conflicts being found.

General restrictions

Fifty-nine respondents (69.4%) reported that no restrictions are
imposed on drivers with diabetes, 25 respondents (29.4%) re-
ported that restrictions are in place for drivers with insulin-
treated diabetes and one country currently imposes a total ban
on the issue of licences for insulin-treated drivers.

Medical evaluations

Medical examination of some type is required in 29 countries
(34.5%) but not in the others. When required, it is performed
once only (3.9%), annually (7.7%), every 2 years (2.6%), every
3 years (12.8%), every 5 years (2.6%) or at discretionary times
(3.9%) as determined by a police officer or licensing officer when
driving safety is thought to be at risk. Other factors considered
were age, nature of licensing, quality of glycaemic control and
previous accidents, which were stated to alter the frequency of
assessments (5.2%). The medical assessment could be per-
formed by any medically qualified doctor (19.3%), by a desig-
nated physician (12.1%) or by any physician and later approved
by a designated medical board (6.0%). Conditions that were
considered to impose a serious risk to driving safety in people
with diabetes included impaired vision (acuity or field restriction)
by 32.5%, a history of hypoglycaemia (unspecified) (22.9%),
impaired awareness of hypoglycaemia (22.9%), presence of
peripheral neuropathy (12.1%) and disorders of neuromuscular
incoordination (9.6%).

Change of licensing status after initiation of insulin

In response to the question of what occurs if treatment with
insulin becomes necessary, 68 respondents (80.1%) reported
that the driver is allowed to continue to drive without any
change in driving privileges or restriction of the driving licence,
16 (18.8%) that the driver is allowed a licence under special

by percentage (%) of responses country-wise

Figure 1. Graphic representation of the global responses to the survey on basis of the regions of The International Diabetes
Federation (IDF). For each region, the number of responding /all countries is given under the name of the region followed
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Table 2 Summary of salient findings on the global status of driving restrictions per International Diabetes Federation (IDF) region: IDF
membership (countries and organisations), individual countries represented in the responses received per region and number
(%) of countries with restrictions on drivers with diabetes, requirements for medical evaluations and restrictions on lorry and

taxi drivers
IDF Countries** Responses*** Individual countries represented in responses No No No restrictions
regions* (IDF member n (%) restrictions medical on lorry and
organisations) apply assessment  taxi diabetic
required drivers
Africa 32 (35) 16 (50%) Botswana, Cameroon, CDR, Cote d'ivoire, Ethiopia, 81.3% 80.0% 87.5%
Ghana, Gambia, Malawi, Nigeria, Rwanda,
South Africa, Seychelles, Togo, Uganda, Zambia,
Zimbabwe
Europe 47 (68) 19 (40%) Albania, Armenia, Austria, Cyprus, France, Germany,  42.1% 31.6% 26.3%
Greece, Ireland, Kazakhstan, Luxembourg, Malta,
Poland, Portugal, Serbia, Slovakia, Slovenia, Sweden,
UK, Uzbekistan
MENA 20 (23) 16 (80%) Algeria, Afghanistan, Bahrain, Egypt, Iraq, Jordan, 87.5% 93.8% 80.0%
KSA, Kuwait, Libya, Morocco, Oman, Pakistan,
Palestine, Qatar, Sudan, UAE
NAC 24 (27) 12 (50%) Anguilla, Bahamas Commonwealth, Barbados, 75.0% 75.0% 58.3%
British Virgin Islands, Canada, Cayman Islands,
Grenada, Guyana, Mexico, Montserrat, St Lucia, USA
SACA 18 (40) 9 (50%) Bolivia, Brazil, Columbia, Costa Rica, Dominican 77.8% 55.6% 77.8%
Republic, Ecuador, El Salvador, Paraguay, Uruguay
SEA 6 (8) 5 (83%) Bangladesh, India, Maldives, Mauritius, Sri Lanka 100% 80.0% 80.0%
WPR 23 (28) 8 (35%) Australia, Fiji, Hong Kong, Malaysia, Mongolia, 37.5% 50% 75%

New Zealand, Philippines, Singapore

*Abbreviated names of some IDF regions: MENA, Middle East and North Africa; NAC, North America and Caribbean; SACA, South America and Central

America; SEA, South East Asia; WPR, Western Pacific Region.

**Although most countries are represented by a single organisation, some countries are represented by several member organisations. Some specialised
associations appropriately declined participation (e.g. those with interest in paediatric diabetes care).

***Parcentages are calculated on country-wise basis.

conditions and a single respondent (1.2%) reported that the
driving licence is revoked permanently.

Status of commercial licensing for drivers with diabetes

In 56 countries (66%), licensing to drive large goods vehicles
(trucks and lorries) and taxis is permitted with no restrictions
being imposed for drivers receiving treatment with insulin. No
specific question was included in the survey on buses. In 23
countries (27%), licensing is permitted if defined restrictions are
met. In the remaining six countries (7 %), driving licences for lor-
ries and taxis are not issued under any circumstances. However,
some respondents indicated distinguishing between licensing
terms and conditions for the two groups. Detailed comments
were received to this effect from some respondents (Table 3).
The response relating to the position in the USA indicated that
licensing rules for drivers are not uniform throughout the USA
and vary between states. The law on driving regulations was
changed in 2005 to allow commercial drivers treated with insulin
to apply for a driver’s exemption provided they had been driving
for 3 years before they applied. The medical evaluation process
for commercial drivers occurs at predetermined intervals, typi-
cally every 2 years. Unlike ordinary driving licences, these regular
evaluations are not linked to episodes of severe hypoglycaemia
but are part of an ongoing evaluation of medical fitness to drive

for jobs that require commercial driving. The Federal government
has no diabetes-specific restrictions for individuals who manage
their diabetes with diet and/or oral medications. It offers an ex-
emption programme for insulin-using interstate commercial driv-
ers and issues medical certificates to qualified drivers. Factors in
the Federal commercial driving medical evaluation include a
review of diabetes history, medications, hospitalisations, blood
glucose history and tests for various complications and an
assessment of drivers’ comprehension of diabetes and willing-
ness to monitor their condition.

Relationship of licensing restrictions to socioeconomic
development

Restrictions on licences in drivers on insulin (in general) were
examined according to two relevant national social/political/
economic indices (GDP and RTF) (Table 4). GDP was significantly
lower in 56 countries with no restrictions than in 25 countries
with restrictions (p=0.001). The road traffic fatality rate per
100,000 population was greater in the 56 countries with no
restrictions than in the 23 countries with restrictions (p=0.008).

Discussion

Several medical conditions including diabetes have the potential to
interfere with driving performance and so increase the risk of motor

THE BRITISH JOURNAL OF DIABETES
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Table 3 Specific comments made by some respondents on the status of licensing of commercial drivers with diabetes*

Austria: Medical assessments in short intervals (1-3 years) are mandatory. If frequent hypoglycaemia occurs, the medical officer may withdraw the
driving license.

Australia: Specialist clearance
British Virgin Islands: Eye tests are done annually
Canada: Licence will be revoked if hypoglycaemia without symptoms and for inadequate HbA1C

Cyprus: In some cases of insulin users report of the doctors is needed. This matter was raised a long time ago and we suggested that each country have
to deal with the appropriate authorities of the country. In case of any diversion from EU many problems will arise. Therefore we suggest that the
Association each country made the necessary consultation with the Government and the appropriate authorities concerned. The Ministry of Justice is in
the process of new regulations with the Driving Licenses especially for the eldest for the time being the licence is renewed every 3 years

Cayman Islands: Letter from doctor indicating person is fit to drive taxi or lorry is required
Germany: People have to hand in an expert assessment about their medical status and have to meet even higher criteria according hypoglycaemia

Kazakhstan: Not permitted when a driver has impairment of vision, impairment of neuromuscular coordination, hypoglycaemia, diabetic foot
complications, nephropathy, high blood pressure or cardiovascular complications

Luxembourg: Licence is permitted, but occupational medicine may not accept people for certain jobs
Mexico: Uncontrolled diabetes, diabetes treated with insulin restricts commercial driving

New Zealand: IDF member organisation: Six-monthly GP review; annual specialist review regular testing — must be able to prove regular meal breaks.
Expert comments: (1) A 6-monthly medical certificate from a GP documenting: adherence to treatment — that the medical practitioner has proof of
regular self-testing of blood glucose with satisfactory blood glucose levels — the absence of hypoglycaemic episodes or unawareness — the absence of
significant diabetic complications. (2) A regular pattern of shifts with adequate meal breaks. (3) A satisfactory annual specialist review

Poland: Two severe hypoglycaemic episodes within a year and/or advanced vascular complications exclude from professional driving.
Portugal: License is permitted to taxi drivers. A complete ban on the licensing of lorry drivers with diabetes
Slovenia: They must respect the rules of hypoglycaemia unawareness, then validation for driven licence is 3 years

Sweden: Not permitted for type 1 diabetes. Diabetes mellitus requiring insulin treatment constitutes grounds for denial of possession in groups Il and
IIl. However, if the disease is well-balanced, possession in category C may be granted. In such cases, possession shall be limited such that a heavy lorry
may not be driven in traffic that is classified as commercial in the provisions of the Commercial Traffic Act (1998:490). In the case of diabetes mellitus
treated with insulin, a reappraisal shall be made after one year and thereafter at least every third year

Sudan: No history of hypoglycaemia and diabetic retinopathy

United Arab Emirates: The restrictions are applicable to lorry or heavy machinery but not taxi drivers. Only applicable in Dubai but not in the other
Emirates

United Kingdom: Restricted to one year licence with annual review by independent diabetologist. Need to show 3 months of blood tests (Some local
authorities do not permit taxi drivers to be licensed if insulin-treated). For lorry drivers: annual review. No severe hypoglycaemia in that year. Evidence of
regular monitoring (memory blood glucose meter). Visual acuity and fields as per EU driving regulations. Certification by diabetologist and specialist
examiner Taxi drivers: as per car licence

Uzbekistan: The lorry and taxi drivers as well as drivers of public transport are examined each year and if the state of health allow them to work in
normal mode (no progressive retinopathy, nephropathy or amputation) they can continue to exercise their usual job

*Each box above relates to a separate response. The response pertaining to the USA is given in the text.

Table 4 Comparison of two national socio/politico/economic indices (GDP and RTF)* in countries with and without restrictions on
licensing for drivers on insulin therapy

Socioeconomic Indices Countries with no restrictions Countries with restrictions Statistics**
Gross Domestic Product (GDP) 35,041 (884-2,421,692) 238,020 (851-17,946,996) Z-Score=-3.277
(million USD) p=0.001

Road Traffic Fatality (RTF) rate 18.5 (3.5-73.4) 10.3 (3.0-29.0) Z-score=2.66
(deaths/100,000 population) p=0.008

GDP and RTF calculations are based on global data published by the World Bank for 2015 and the World Health Organisation for 201341
* Median (range); ** Mann-Whitney U test
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vehicle accidents. As a consequence, in many countries, the medical
profession, governmental transport authorities and vehicle licensing
regulators have introduced measures to assess medical fitness to
drive and restrict licensing for those at high risk."#1" To protect pub-
lic safety, legislation is in place in most countries in the developed
world with respect to drivers with relevant medical conditions, and
methods are used to identify and restrict individual drivers who are
considered to constitute an increased accident risk.&1 The nature
of the legislation and restrictions on driving licences are similar in
most parts of the western world and have evolved as knowledge
of the potential risks of specific medical disorders has increased.?1°
One such example is the modified driving regulations for drivers
with diabetes that were reviewed and published by the European
Union in 2006, which were then revised and updated in 2009 prior
to implementation by member states.6-18

From a global perspective, the situation regarding driving and
diabetes does not mirror the position taken by western coun-
tries.212 A small survey in 1993 revealed that any form of assess-
ment, licensing and regulation of drivers with insulin-treated
diabetes is absent in many countries, even for drivers of large
goods vehicles and passenger-carrying vehicles, which have the
potential to cause serious physical injury or death to passengers
or other road users if involved in a crash. When the previous in-
ternational survey examined the licensing policies applied to pro-
fessional (vocational) lorry drivers with insulin-treated diabetes,
the responses from 24 countries revealed that regulations dif-
fered widely, ranging from a complete ban on professional driv-
ing to (more commonly) no restrictions whatsoever.! Various
reasons were proposed at that time to explain the differences in
policies between countries, including the lack of an evidence
base for the frequency of hypoglycaemia-induced road traffic
accidents, particularly for commercially-driven vehicles. However,
in many regions of the world, driving safety is not a priority de-
spite the toll that road traffic accidents exert in terms of mortality
and morbidity, and many countries appear to lack the necessary
infrastructure and resources to undertake routine assessment of
medical fitness to drive (for any medical disorder) of applicants
for driving licences.” A dearth of information is available about
the regulations and practices with regard to driving and diabetes
in many regions other than in North America, Europe and Aus-
tralia.212

The present survey is timely as the prevalence of diabetes is
rising steeply worldwide, and particularly in many under-
developed regions that have poor or limited access to diabetes
education and support yet depend heavily on motor transport.20-26
In planning the survey it was thought that the IDF member
organisations would be the most readily accessible sources of in-
formation about local practices and policies for driving and dia-
betes. However, although easily contactable, the overall response
rate was limited, despite the fact that member organisations
purport to have a primary interest in the welfare of people with
diabetes in their countries. In some global regions responses
were more often received from invited experts than from repre-
sentatives of IDF member organisations. It is unknown whether
a failure to respond was related to a reluctance to reveal the lack

of regulation and review of medical fitness to drive in individual
countries. However, information was obtained from 85 countries
in different IDF regions, thus giving a reasonable overview of the
current global situation. Comprehensive details on the regula-
tions in Europe, North America and Australia are available online,
but information on driving regulations is either absent or not
readily available in many parts of the world.

While a questionnaire survey admittedly provides limited in-
formation, for the present survey the number of respondents
was more than three times the number that participated in the
1993 survey."" It provides insight into the current global position
of regulations for driving and diabetes. The free text options
allowed respondents to clarify their national situation, showing
where differences exist (Table 3). Whereas it could be argued
that approaching the statutory authorities such as transport min-
istries would have produced more valuable data than diabetes
organisations and selected expert individuals, this may not be a
reliable source of information for some countries in the devel-
oping world.

The present survey has revealed that, in most of the countries
surveyed (73%), no restrictions are imposed on drivers with in-
sulin-treated diabetes and it can be surmised that the position is
similar in those countries from which no information was forth-
coming. Some form of medical examination was required in only
one-third of the countries reviewed. When proscribed, they were
performed at variable intervals, confirming a lack of consistency
internationally regarding methods of assessment of medical
fitness to drive and how often this should be undertaken.
Although it can be argued that the basic assessment of medical
fitness to drive can be made by a suitably trained physician, con-
ditions such as insulin-treated diabetes require some degree of
expert specialist input to ensure safe driving practices are being
followed, particularly for vocational drivers. In 16 of the countries
surveyed, medical assessment could be performed by anyone
who was medically qualified and involvement of designated spe-
cialist physicians was much less frequent (10 of the 85 countries).
There was an emphasis on reviewing risk to driving safety by the
identification of specific problems such as the frequency of hypo-
glycaemia and the presence of visual deficits, impaired hypogly-
caemia awareness, diabetic neuropathy and neuromuscular
incoordination. However, a recent survey of physicians in the
Gulf region demonstrated variable perceptions of the medical
aspects of fitness to drive,2” and an international study of the
quality of national-level guidelines for determining medical fit-
ness to drive demonstrated substantive variability in the quality
of these guidelines, and rigour of development has been shown
to be a relative weakness.2

When a driver's treatment has to be changed to insulin, in
most countries the driver is allowed to continue to drive without
any alteration to licensing entitlements; only a few countries re-
quire specific criteria to be met before a driver commencing in-
sulin therapy is allowed to retain the driving licence. With respect
to licensing individuals with insulin-treated diabetes to drive
vehicles that are associated with higher safety risk, such as large
goods vehicles and vehicles carrying passengers, this is permitted

THE BRITISH JOURNAL OF DIABETES
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~ )
E@i Key messages
e

e A survey of 85 countries revealed a wide variation
between different countries and global regions

e No restrictions on drivers with insulin-treated diabetes
existed in 59 (69.4%) of the 85 countries. Medical
assessment of some type was required in 29 countries
(34.5%) by different people and at different times

e Adriver staring on insulin treatment can continue to
drive without any change in licensing entitlement in
68 countries (80%) and can retain the licence subject
to special conditions in 16 countries (19%)

e \With respect to large goods vehicles and passenger-
carrying vehicles, no restrictions or assessments are
required for drivers with insulin-treated diabetes in
most responding countries (56; 66%); licensing is
permitted with some restriction in 23 countries (27 %)
and prohibited in 6 countries (7%)

without any restriction in two-thirds of the countries surveyed.
By contrast, driving these vehicles is forbidden in six countries. In
only one-quarter of the countries surveyed is licensing subject to
some restrictions and medical review.

Data have been presented for each IDF area separately as this
is the conventional way of discussing global diabetes concerns.
However, it could be argued that countries within each area may
have little in common other than proximate geography. The in-
sulin therapy-associated driving restriction was therefore exam-
ined using GDP and RTF rate per 100,000 population as two
national indices of socioeconomic development and driving stan-
dards and safety, respectively. Although the findings may appear
predictable, GDP was significantly lower in the countries with no
restrictions than in those with restrictions and RTF was greater in
the countries with no restrictions than in the countries with
restrictions.

In conclusion, the present survey has revealed wide variations
between different countries and international regions in statutory
legislation, policies and practices to regulate drivers with diabetes.
The situation does not appear to have changed or improved in
the last two decades. A significant lack of concern and compla-
cency appears to exist in many countries, in which no measures
are being taken to protect the public and the drivers themselves.
There is a clear dichotomy in the current approach and practice
between developed and developing countries. Drawing from the
experience gathered from the work on establishing guidelines on
definitions, diagnosis and management in diabetes by the WHO
and the IDF, there is a major need to highlight the potential prob-
lems associated with driving and diabetes and to encourage in-
dividual governments to adopt methods to assess and review
medical fitness to drive for people who are being treated with
insulin. It would be possible to share experiences and method-
ologies between different regions of the world. Model guidelines

VOLUME 17 ISSUE 1 « JANUARY/FEBRUARY/MARCH 2017

and regulations could be developed internationally and shared
with national organisations. This important issue requires the ac-
tive participation of major diabetes bodies such as the IDF to pro-
mote awareness of the risks of driving and diabetes and to
attempt to tackle this problem on a global basis.
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