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APPLICABILITY OF SLÁINTE AGUS TIOMÁINT MEDICAL FITNESS TO DRIVE 
GUIDELINES IN YOUR CLINICAL PRACTICE. 
 

 

Executive Summary 
 

The application of scientific rigour to guidelines on medical fitness to drive (MFTD) is a 

newly emerging phenomenon. A recent overview of guidelines from the English-speaking 

world identified that a common failing of such guidelines was the assessment of 

applicability and utility by end users1.  The GPs, the key clinician group using the MFTD 

guidelines face the special challenge in a busy clinical practice setting of balancing the 

application of guidelines that spread across a multitude of diseases and impairments 

without unfairly restricting their patients. In this way they face the challenge of being the 

arbitrator between the risk to society of harm by continuing to let the patient drive v the 

risk to their patient’s physical and emotional wellbeing by unnecessarily restricting or 

certifying them unfit to drive either on a permanent or a temporary basis.  While medical 

illness is only associated with a modest increase in crash risk nonetheless it is important 

the MFTD Guidelines assists the GP in his/her clinical practice to delineate the risks and 

apply a reasonable informed judgment that offers threefold protection, to the patient, to 

society and to clinical indemnity. 

 

To achieve this, we undertook a qualitative study of acceptability, utility and perceptions of 

areas for improvement with General Practitioners (GPs), the key clinician group using the 

Medical Fitness to Drive guidelines (Sláinte agus Tiomáint). 

 

                                                           
1 Rapoport MJ, Weegar K, Kadulina Y, Bédard M, Carr D, Charlton JL, Dow J, Gillespie IA, Hawley CA,        

Koppel S, McCullagh S, Molnar F, Murie-Fernández M, Naglie G, O'Neill D, Shortt S, Simpson C, Tuokko HA, 

Vrkljan BH, Marshall S, Quality of medical fitness to drive guidelines: an important issue for older people, 

Irish Ageing Studies Review, International Association of Gerontology and Geriatrics - European 

Region, Dublin, 23-26 April 2015, 6, (1), 2015, pp286  
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The focus group conversations resulted in an identification and better understanding of the 

issues important to doctors in particular general practitioners in their clinical practice. The 

information generated by the discussions including critical concerns and possible solutions 

to the problems. 

 

Methodology 
 

For this qualitative study we required volunteers who were doctors working in a primary 

care setting to participate in focus group sessions. The Irish College of General Practitioners 

facilitated access to its network of Continued Medical Education (CME) Small Groups 

located throughout the country and we sent an open invitation to this network. We 

successfully recruited three groups of volunteers to participate in this anonymous 

research. Each group was sent the latest edition of the Guidelines with a protocol 

document explaining the background and aims of the research and the protocols that 

would be followed during the process. Each group met separately in their local areas (1 

urban and two rural settings) with a facilitator, a note taker and each meeting was audio 

recorded and each participant signed a consent form agreeing to their participation and 

use of anonymised data for research purposes and publications.  These meetings were held 

on 12th, 17th and 30th November, 2015. Participants were selected for the focus groups 

based on their role as primary users of Guidelines. A total of 39 doctors participated in the 

three focus groups. Two focus group involved numbered 8 and 9 participants with the third 

and largest group numbering 22 participants.  

 

Framework analysis was the approach for our study and interpretation of the emerging 

data.  This allowed us to take an analytical approach which consists of five highly 

interconnected stages2.  This research follows each of Richie stages: 

 

                                                           
2 Ritchie J & Spenser L (1994) Qualitative data analysis for applied policy research. In Analysing qualitative 
data, pp173-194 [A bryman and RG Burgess, editors]. London:Routledge 
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Stage 1: Familiarization involved listening to the tapes and reading the transcripts in their 

entirety several times in conjunction with the meeting notes.  

Stage 2: Identification involved identifying the themes that were emerging from the 

transcripts. At this stage we noted descriptive statements of the themes and strength of 

feelings emerging. 

Stage 3: Indexing comprised of highlighting quotes under the emerging themes and making 

comparisons both within and between the groups. 

Stage 4: Charting involved lifting the quotes from their original content and coding them 

under the themes that emerged.  

Stage 5: Mapping and Interpretation which involved organising similar quotes together, 

considering the context in which the quotes were made, the intensity of the comments 

and then we proceeded to follow the larger trends and concepts that began to emerge.  

Each group discussed the important aspects of making an assessment of medical fitness 

to drive through a dynamic exchange of ideas among all the participants. Even though the 

facilitator led each group through a series of set questions it was the personal 

/professional experiences of the participants that led the responses and conversations. 

The national programme manager for traffic medicine facilitated each meeting and posed 

the following questions:- 

5) Mapping and 
Interpretation

4) Charting

3) Indexing quotes

2) Identification the 
thematic framework

1) Familarisation
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1. About how many times in the last three months have you consulted Sláinte agus 

Tiomáint Medical Fitness to Drive Guidelines to assist in your assessment of a patient? 
2. How do you access the Guidelines: 

Do you refer to a hard copy or to an online PDF of the Guidelines?  
3. Do you have an example of a case that required you to consult the Guidelines? Was the 

condition and standards easy to follow?  
4. Are the guidelines similar to any other guidelines that you use in your practice? How 

does your use of the MFTD Guidelines compare or differ to those other Guidelines and 
if so why? 

5. Have you ever had to tell someone to stop driving and did you use access the 
guidelines in this situation? Did you use the patient advisory form in the Guidelines or 
on the NDLS website? 

6. When completing a D501 Medical Report or D502 Eyesight form did you access the 
guidelines? 

7. Think back over all your years of practice has your approach to medical fitness to drive 
assessment changed? 

8. Are you aware that EU Directives have harmonised and made standards legal 
requirements for Vision, Epilepsy, some Neuro, Diabetes, Sleep Apnea and cardio 
(pending)? Is it helpful that the Guidelines bring all these standards together in one 
place? 

9. If you were in charge tomorrow what would you change or add to the guidelines to 
improve usability? 

 

MAJOR FINDINGS – Common Ground between the Focus Groups 
 

Each focus group identified the most important issues related to their patient and clinical 

interest. While discussions focused on a given topic, there were a number of common 

issues that were identified by many of the groups. In the majority of cases the themes 

were consistent among different focus groups, while in some areas there were different 

interpretations and strength of feelings which could clearly be separated by doctors 

based in urban and rural practices.  

  

Specific conditions for which the Groups referenced the Guidelines 

 

Examples of when the Guidelines were used to assist the clinical assessment of patients:- 

 recently discharged from hospital who wanted to return to driving 

 with a history of drug abuse 
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 Sleep apnea 

 Cardiac conditions 

 diabetes  

 epilepsy 

 hearing impairment 

 Physical disabilities 

 Mental health 

Specific area for which the Groups ID requiring further information and advice 

 Medications  

 Advice period off driving 1-3, 10 years or 1,3,5 years 

 ORDA and OT availability 

 How to contact RSA on application of medical issues 

 

Common Themes 
 

Driver Responsibility: Participants indicated that in their experience drivers did not 

always except their responsibility to manage their health and medications for safe driving 

and this was indicated by participant doctors as a key issue which affected their 

engagement with MFTD Guidelines.  In some cases the participating doctors gave 

examples of being lied to by their patients and expressed concern that some drivers in 

their estimation were not self-declaring their conditions to the National Driver Licence 

Service (NDLS) at licence application and or renewal stages. Therefore the 

recommendation by the groups was for the Road safety Authority (RSA) with the NDLS to 

improve awareness of driver responsibility by marking it more clearly on driver 

application forms and including it on all driver information campaigns.  

 
Medications: Participants indicated that the text in the Guidelines giving the advice that 

“any medication that acts on the central nervous system has the potential to adversely 

affect driving skills” made them nervous and unsure about their responsibility as 

prescribers of how to assess impairment for driving. Consequently participants clearly 
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indicated that they wanted further advice on how to assess their patient’s likely 

impairment for driving especially patients on multiple medications. Participants also 

indicated that advice about not driving for initial periods beginning certain medications 

was not being given in clinical practice. Participants indicated that the reason for this was 

that often the doctor had to spend long periods of time convincing the patient of the 

benefits of certain medications and if they prescribed initial non driving periods the 

doctor’s belief and experience was that the patient would refuse the medication.  

 

Referral: Participants indicated that it would be useful to have more information on 

referring patients for OT or On-Road Assessment. It was clear from some responses that 

not all of the participants were aware of the RSA email: medicalfitness@rsa.ie which 

supports the application of Guidelines.  Some participants also indicated that they wanted 

a referral system for difficult cases.  

 

Hospital discharge: Participants indicated that they did not always receive information on 

driving from hospital consultant/hospital discharge letter. Participants indicated that in 

such cases when they were asked by the patient about returning to drive they would 

prefer to know what advice they may have already received from the hospital.  

 

Forms: Participants indicated dissatisfaction with the D501 Application/Renewal forms. 

They indicated that they found the language of the questions confusing. They also 

indicated that they often had to print the forms for a patient/driver and did not have the 

facility for a two sided copy as required. 

  

mailto:medicalfitness@rsa.ie
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FOCUS GROUP MEETING REPORTS 

 

. The comments expressed are summarised within the following format: 

 

 Most Important themes 

o Summary of each theme 

o Resulting recommendations  

o Quotes  

 Comparison of focus group findings 

 
 
 
 

 
 

Note: that this report conveys the ideas, concerns, and suggestions of the individuals 

who attended and participated in the focus group meetings. These comments do not 

necessarily represent a consensus of any particular group or the position of the National 

Programme Office RCPI/RSA relative to that topic. Recommendations presented in this 

report have been extracted from the emerging themes across the focus group meetings. 
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Focus Group Urban A)   - Summary  
 

Group Demographics 
 
 

 
 
 

Most Important themes   
 

1. Guidelines 

2. Medico Legal Concerns including the assessment of impairment re medications  

3. Patient Advisory Form and any potential liabilities that could ensue 

4. Referrals for OT and ORDA assessments 

5. Referrals for difficult cases  

6. Request for tools to help apply the Guidelines and give evidence of following best 

practice  

7. Suicide 

 

1.0 Guidelines 
 
Participants indicated that they were familiar with the standards and used the guidelines 

as a reference point when necessary, some using the online PDF but others preferring to 

check the physical hard copy. Participants indicated that they had used the guidelines for 

physical disabilities, cardiac conditions including heart failure, drug abuse, and neurological 

conditions including epilepsy, deafness, complicated patients and to advise patients 

Male /Female Age
% Patients 

70+
Practice description

Years in 

General 

Practice

last completed 

Medical Report 

for G2

6# (male) 6# (50+) 3#(1-25%) 0 # (both rural and urban)not given 1 # (1 mths)

3# (female) 3# (35-49) 3#(>25-50%) 1 # (rural)
Group total  

Years 168
3 # (> 3mths)

2#(>50-75%) 8 # (Urban) Average 19 Years2# (>6 mths)

1#(not given) 2# (>12 mths)

1 # (not given)

Focus Group Urban A)   - Summary 
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coming out of hospital about when to return to driving. Some participants indicated that 

they would also review for Group 2 driver assessment because they did not regularly make 

this type of assessment.  Participants indicated that they were not satisfied with the advice 

in the guidelines for assessing the effects of medications and wanted further advice on 

this.  Similarly participants wanted further advice about when to apply a shorter than 

maximum period of licence, as both Group 1 and Group 2 allowed for 1 or 3 year licenses.   

 

Participants indicated that a quick reference tool to find the particular information 

required at a point in time would make the standards more applicable in a general practice 

/clinical setting, this would include time off driving. It was also indicated that participants 

would feel more comfortable if they had a medical fitness to driver scoring tool under 

which they could carry out and record assessments of medical fitness. Examples of useful 

assessment tools relating to other Guidelines included the NICE guidelines for respiratory 

or contraception guidelines and or the guidelines for assessing someone’s risk of heart 

attack.  Conversely participants acknowledged in most cases the guidelines could not help 

them with the “nitty gritty of assessments” or “the weird and wonderful cases” that can 

only be assessed on a case by case basis.   

 

Some participants voiced very strong negative feelings towards Guidelines in general. In 

doing so they mentioned feeling “constrained” by all manner of guidelines being “foisted” 

upon them as best practice. Another participant exampled a Dutch survey that indicated 

that “GP hate Guidelines”. 

 

1.1 Recommendations - Guidelines 
  

It was acknowledged by participants that in many cases Sláinte agus Tiomáint Guidelines 

for consideration here, could not do better.  Nonetheless, what emerged was a 

recommendation to have the Guideline in two formats, one longer PDF document that 

included the evidence behind each standard and the strength of this evidence and the 

second format should be a quick accessible look-up tool that gave a quick breakdown of 
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the advice.   

 

1.2 Quotes - Guidelines 
 
- Use of the Guidelines: Once or twice…for specific conditions (Female 1). 

-  I have a hard copy on my desk (Male 3). 

- Use of the Guidelines -Physical disabilities..[later] I would use them quite a bit…sleep 
apnea…cardiac conditions and heat failure…I checked more recently re drug  abuse, 
just to get an idea for a patient with a history (Female 2). 

- . .. for complicated patients … probably about twice in the last six months. 
Neurological…epilepsy …coming out of hospital and they have been told either they 
can drive or they can’t drive.  If they have been told they can’t drive they come to you 
and try to get you to say they can drive (Male 1). 

- …there are guidelines that you can use and some are foisted upon us and they are 
almost I would say imposed … why bother saying they are good ones when there are 
other ones that you don’t use and whether you agree with them or not or whether you 
feel constrained by them it’s considered best practice (Female 2). 

- That is another grey area as well do you certify for 1 or 3 years.  I don’t know 
anywhere in the book does it say how we can differentiate who is more suitable for 1 
or 3 years so it is an area of contention for patients as well. ..Is that something that 
could be looked at? (Female 1). 

- You get used to it after a while you’ve seen the same condition before you won’t need 
to look it up (Female 3). 

- Group 2 haven’t used that in years. I would have to consult for that (Female 2). 

- patient and she couldn’t hear me … How good does your hearing have to be to drive a 
car…. (Female 3). 

- They [guidelines] actually don’t help you with the actually nitty gritty cases sitting in 
front of you… There are a lot of very healthy people out there you wing it (Female 3). 

- [Other Guidelines] We use the (Nice) guidelines as our gold standard (Male 1). 

- [Other Guidelines] the gold ones for respiratory we have guidelines for lots of things 
(Female 4). 

- [side] effects apply to so many classes of drugs (Female 4).  
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- It is not our responsibility to do that we have enough to do [effects of prescription 
meds and driving] (Female 1). 

- went in to see what the guidelines actually say (...) these considerations need to be 
taken into account what you’re planning the treatment for a patient who is a 
professional driver and a lot of medications can cause motor side effects it may be 
sufficient to impair a driver.  Careful clinical assessment is required (Male 2). 

- [Guidelines] separating Group 1 and 2 (Female 4). 

-  … we are using a modified part of that based on the small group meetings that we 
have had that’s what we are doing (Female 4). 

- I’ve seen one or two. (Group 2) Most of the people that we see are fine, we don’t need 
the guidelines the odd unusual case we are seeing maybe guidelines don’t really help 
us out so I don’t know what we need because the weird and wonderful things that are 
out there you can’t cover everything and that is stuff that we have trouble with you 
know (Female 5). 

- [Other Guidelines] The contraception guidelines for prescribing...gives you a number 
…3 means expert opinion needed and 4 absolutely no way.  So it is just really black and 
white you know exactly where you stand (Female 5).  

- I think if you had a summary one which had a quick reference and …other one is longer 
describes why and the evidence behind the decisions (Female 5). 

- Could put a list of time off driving just in one list (Male 1). 

- you get a vision of where you are going.  But it is never going to be 100% clear cut 
(Male 1).  

- … we don’t like guidelines and we don’t use them.  The biggest research that was 
done, was done 25 to 30 years ago in Holland. The Dutch college of General ….none of 
the G.P.s in Holland used the guidelines …G.P.s basically hate guidelines … unless they 
have personalised them some way or doctored them for themselves. a certain amount 
of frustration …it is not could you do better guidelines and in many cases you couldn’t 
you just hate bulky guidelines (Male 2). 

- … best guidelines … estimating somebody’s risk of heart attack, it is absolutely crystal 
clear it gives me a number there is no debate around it, it actually protects me…  It 
actually protects me… because I have made the best possible assessment of their risk 
so it is a guideline that I love it.  One page questionnaire fill it out gives me a number 
put that into the chart, once I have demonstrated that I have done that and I have 
actually assessed this patient to the best possible standard and that is the one that 
sticks in my head as the best possible guideline (Male 2). 
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------------------------------------------------------------------------------------------------------------------------- 

 

2.0 Medico Legal Concerns including the assessment of impairment re medications  
 

Exposure to medico legal liability was a constant theme in this group’s discussion. The 

group indicated concern that on the one hand the guidelines constrained their discretion 

as doctors but on the other they identified parts of the Guidelines which they considered 

grey areas and wanted more specific advice e.g. medications and how to assess licensing 

periods. Medico legal liability was discussed in reference to the High Court case, 

McGarvey (a minor) v Barr [2012]. In this case the family doctor of a 78-year- old driver, 

who suffered from high blood pressure was named as a co-defendant by the driver’s 

insurance company. The insurance company contended that the accident was inevitable 

claiming that the doctor in the first instance was wrong to certify the driver as medical fit 

to drive for a 3 year licence period and in the second instance it was alleged that the 

doctor was negligent for not advising the driver plaintiff at varied stages of medical review 

that he was no longer fit to drive.  

 

Although the result was favorable for the GP it was nonetheless a reminder for doctors of 

their potential liability and the requirement to prove competence and good practice not 

only at the time of certification for medical fitness but also at routine examinations post 

that certification. With this in mind some participant’s as earlier indicated favoured 

guidelines that made “it absolutely crystal clear… [where] it gives me a number there is no 

debate around it and it actually protects me” It was indicated that participants equated 

guidelines with exposure to liability and therefore felt “unprotected” this is in no way 

assisted by situation described by participants where they felt “lied to” and “coerced” by 

patients. 

 

Group members indicated a concern about missing something in their daily clinical 

practice that meant the patients driving should have been called up for review. This 

feeling was undoubtedly influenced by the groups concern and knowledge of the in-depth 

cross examination the GP had to answer in the Barr case.    
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2.1 Recommendation – Medico legal concerns 

 

The Guidelines and RSA/NDLS campaigns should seek to increase driver’s awareness and 

understanding of how their health and medications may impact on their driving. In doing 

so it should rebalance responsibilities and create a culture among drivers of accepting a 

reasonable responsibility for the management of their own day to day health including 

the effect of medications for driving safety. This is not to preclude a doctor’s reasonable 

responsibility to give advice to his/her patient on their health management for driving. 

However, it draws the line at attributing parental like responsibilities to doctors and 

instead creates a culture of personal responsibility. 

 

This may best help doctors to feel empowered to bring about discussions with 

patients/drivers that would implement Redelmeiers finding that routine implementation 

of medical fitness to drive guidelines is associated with a 45% reduction in crashes among 

drivers with medical conditions relevant to driving3. 

 
2.2 Quotes - Medico Legal Concerns 

 
- don’t think the vast majority of people are checking the boxes that require 

medicals…under 70 considering…number of people treated for mental illness…I have a 
huge numbers of people on antidepressants as I am sure we all do…I don’t think I have 
ever done one of those under 70, so what do all those people do? There is 
ABSOLUTELY no control over that (Female 1). 

- How do we check reaction time? (Female 1). 

- It is UNREALISTIC to think that we can bring up driving with EVERY patient on potential 
drugs…you could spend all day every day discussing driving (Female 1). 

 
- I had a patient who lied to me and ended up having seizures we didn’t get any 

correspondence back from the hospital, they came in for their medical for their licence 
they hadn’t had any documented seizures and then something happened and it all 
came out…she had a massive seizure but it was never disclosed – so is it the hospitals 
fault for not communicating to me (Female 1). 

 
- Middle age business man overweight and he got really irate …I wanted bloods done 

before I signed the form because I had never ever had anyone that got really annoyed 
                                                           

3 Redelmeier DA, Yarnell CJ, Thiruchelvam D, Tibshirani RJ. Physicians' warnings for unfit drivers and the 

risk of trauma from road crashes. N Engl J Med 2012;367(13):1228-36. 
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(Female 1). 
 

- …I think for me the biggest grey area is mental health stuff…I think a lot of the 
guidelines are quiet discretionary. Are they better on the medication or off (Female 1). 

 
- The patient’s interpretation for application form…serious mental health problem. 

…that is a big grey area…need clarification of mental health medications (Female 1). 
 
- if someone is on one or two psychiatric medications- how that affects their driving…I 

don’t have a clue … I just don’t know how we are supposed to assess effectively 
psychiatric drugs.  

 
- [reads p9 Guidelines]  drugs affecting central nervous system can impair 

alertness…doses being increased must cease driving…] How many of us actually stop 
those people driving in that initial period...[P9] that is implying we really should be 
stopping them driving. That is the area I think we are most liable to with legal issues… 
It is not our responsibility to do that we have enough to do…I can guarantee you if you 
stopped someone driving like that [2 weeks initial prescription] the prescription rate of 
SSRIs would plummet…it’s just too vague (Female 1). 

 
- You could be asked how did you assess reaction times, say maybe a patient who is on 

one of these psychiatric substances that might impair their reaction times in your care, 
and they say to the doctor how did you assess whether their reaction time was 
impaired or not?  Could you give guidelines on how we can assess that? (Female 2). 

 
-  The guidelines say they [medications] can impair their performance of driving and 

also performance is a mixture of different things but the guidelines doesn’t give any 
advice on how to assess how these drugs will affect the person so there is no advice on 
how to assess it (Female 2). 

 
- It is now EUROPEAN certification and therefore is presumably subject to European law 

for the same reasons and does that make it more lax for us with your concerns or does 
it make it more stringent I don’t know (Female 4). 

 
- It is almost PARENTAL like you know that somebody is always responsible. As time 

goes on people take less and less responsibility for themselves. They want to put it 
somewhere else and the obvious place is the person who signed the form. …to scale 
down the manual into a series of leaflets that would be a fairly major 
undertaking…[D501 Medical] and on the patient referral form that there is something 
that puts in much bigger print that the patient has responsibility for what they disclose 
and what they do or don’t do when they are driving (Female 4).   

 
- I just don’t know how we are supposed to assess effectively psychiatric drugs and it 

says in here you know all drugs have to the central nervous system can impair 
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alertness, concentration of driving and performance you know at times initiation of 
the treatment, or doses being increased the driver must cease to driving.  I don’t know 
how many people here stop people driving (?) which are most commonly prescribed 
drug and how many of us actually stop those people driving in that initiation process. 
[express agreement about spending 20 mins persuading a patient to take a 
medication then telling them not to drive for 2 weeks when adjusting] – not credible 
practice. (Female 1). 
 

- Female 5: A leaflet is probably useful .. downloadable obviously I don’t think people 
want paper leaflets but I think that would be useful I sometimes bring it up actually for 
patients and show them.  ….sometimes you actually have to download and show them 
the page where it says it and it is useful to do that, so I think patient information 
would be useful…(Female 5). 

 
-  [Drugs/medications] we need guidance on that definitely, if somewhere in some 

country they have evidence to show which anti-psychotics and which mixes are 
dangerous and which doses and how we assess.  If there is evidence out there then we 
need to hear it and we need to know, but there probably isn’t and also these 
guidelines like mostly now if we pick up the guidelines they are evidence based and 
each advice has how strong the evidence is and how weak it is … there is evidence 
behind and are cut and dried and then the bits that aren’t so are a bit wishy washy. 
[Legal] Is it clear then for people that are worried about a lawyer looking at it and 
saying it is in the guidelines is it clear which bits are evidence based and which aren’t 
(Female 5). 
 

- [Medications advise/driver responsibility] You would document in the notes but this is 
suggesting that you have to write it down for the patient and give it to them but I 
don’t think we would ever do that (Female 6). 

 
- Stability in a psychiatric patient means they are taking all these medications so there 

doped out of it it’s not like insatiability but I don’t know what stability in a 
neurological (Female 6). 

 
- I think one of the things is that we have informed our patients and the same would be 

starting off the medication I mean we can advise and the labels on the packet says you 
know if you feel drowsy you must not drive, or use machinery but … it is their 
responsibility or is it ours … (Female 6). 

 
-  (Medications) There should be something that says on the day that you examine them 

they are stable but after that you are not responsible for them, medication could 
change in a couple of weeks’ time, once they have got the licence. (Male 1). 

 
- (Drugs) The R.S.A. should be taking over the campaign on it if you are taking cannabis 

and stuff you are not supposed to drive (Male 1). 
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- Case 1)…new psychiatric patient on psychiatric medication he’s a 70 year old (...) he 

come out of John of Gods has major depression and he is on 3 or 4 different drugs 
(Effexor, Lithium, Paroxetine, hypnotics for night.) and there is actually no way I can 
make any valid judgement on this guy whether he safe to drive or not.  So I say to him 
get a note from his psychiatrist saying that he doesn’t think it’s interfering with the 
medication (the psychiatrist seems deeply annoyed and says why is the GP annoying 
me about this...) and I need to get this note because I won’t give him one without it 
(...) And nobody is going to actually address this there is no way of addressing it 
because the guidelines sound good when but really when you come down to it, it’s sort 
of waffle what do you actually say in that situation… Not one psychiatrist has to sign 
one of these forms. (Male 2). 

 
- Case 2) I looked at a patient last week who came into me 6 months ago saying I’m 

having these, I can’t think straight I get confused for 40 seconds and that happens 
several times a day so I sent him to Neurology and I said to him and written in the 
notes was you cannot drive until we sort this out I don’t know what is happening.  The 
Neurologist had a look at him and sent a 2 page letter back saying (...) the brain shows 
this and that this is some form of epilepsy and I would advise the patient not to drive 
so he comes into me for a check-up for his blood pressure and I said by the way your 
still driving and I said you can’t drive you got epilepsy and he said that is the first I 
have heard of it and he was in complete denial… (Male 2). 

 
- Medications/Guidelines) Yeah and when you actually go in and I went in to see what 

the guidelines actually say (...) these considerations need to be taken into account 
what you’re planning the treatment for a patient who is a professional driver and a lot 
of medications can cause motor side effects it may be sufficient to impair a driver.  
Careful clinical assessment is required (doctor unhappy) (Male 2). 

 
-  ..over 70 medical we can record the visual, the blood pressure, co-ordination is fine, 

the balance is fine, you have all the things written down, we got a patient on 
psychiatric medication started on it, we don’t have any tool that we can use 
throughout this to assess their as you say their capacity.  So when the person you have 
put on medication after (...) psychiatric thing, and drives off and ploughs into six 
school kids and it is all over the papers for months that doctor is going to be grilled 
saying what tests did you do to assess him.  How did you assess their thing doctor 
…senior council time bomb coming down the tracks (Male 2). 

 
- …in the Delap case I know it intimately a day and a half in the High Court being cross-

examined on the Miniusa Detail describing the various different drugs that the patient 
was on.  So it was a very unpleasant experience and something like this is just grill 
through the mill procedure.  They can just dissect it out and at the time is was 
absolutely nonsense it was an absolute torment (Male 3).   
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- (Legal disclaimer in Guidelines) And that is really irritating because they are making up 
the rules and they are saying if you don’t stick to them well don’t come back to us, you 
are on your own on this.  It is very lonely out there because we do have people who 
are approaching the edge as to whether they are fit or not.  I mean some of them are 
absolutely black and white you either meet the requirements or you don’t.  But I mean 
I have had a few events his year where one of the local opticians said you are fine, fit 
to drive, gives them a file, they come into me knowing that they are dodgy and I check 
them out and they can’t read the sign chart at all (Male 3).   

 
- (Pressure) The daughter on the phone -You stopped my Mom driving you have taken 

away her independence (Male 3).   
 
- (Medications) You have just spent 20 minutes persuading the patient this is going to 

be good for you and then you say oh by the way you can’t drive…. If somebody says to 
you I have a bit of trouble getting off whatever drug it happens to be and you say ok 
there is no driving for six months – will go elsewhere (Male 3).  

 
- (legal consequence) (legal counsel would say) Do you drive, do you not think the 

reaction times are important?  Would you choose not to assess them? (Male 3).   
 
 
 
------------------------------------------------------------------------------------------------------------------------ 
 

3.0 Patient Advisory Form and any potential liabilities that could ensue 

 

Participants indicated that the patient Advisory Form is a nice idea and the box 

underneath is helpful but nonetheless they felt that it exposed them to liability as their 

understanding was that the form was compulsory and not discretionary. Consequently 

they asserted that they had never seen the anger that it generated when it was discussed 

at a national tutors forum because it was felt that it  could in practice be applied to any 

patient and at the very least it could be required to be completed on average for 10 

patients a day.  Participants also indicated their dissatisfaction with the form as the 

process involved an ultimate loop back to them as once received by the NDLS the driver 

would be sent a letter requesting a D501 Medical Report to be completed by their doctor. 

 

The issue participant indicated that concerned them most about the form was the 

wording that it related to notification of a condition that “may” affect your driving.  
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3.1 Recommendation - Patient Advisory Form 

 

Patient Advisory form to be renamed Driver Advisory Form with the notation on the form 

that it was not “compulsory” form and was instead a discretionary aid for doctors who 

may otherwise prefer to make their own file notes. Participants again equated the 

potential liability as a problematic as they felt that as a majority of the patients were 

drivers every clinical consultation, diagnosis or prescription may fall under the 

consideration of “may affect your driving”.  This again could be solved by a corresponding 

notation in the guidelines describing that the form should is discretionary but is ultimately 

only useful for conditions that last 6 months or longer or are required for notification by 

the standards in the guidelines.      

 
3.2        Quotes - Patient Advisory Form 

- Patient Advisory Form] nice idea…we see about ten patients a day that would 
probably require one of these… there is nothing about being an aid or it being 
discretionary…implications maybe that it is mandatory (Female 1) 

-  [Re Driver Advisory Form] (Once you give the form it asks about referral to other 
specialist) … you need a referee at that point because you have already made your 
medical assessment that is I am flagging this therefore I am not happy…(Female 4) 

- [Patient Advisory Form] It also suggests that you should be telling people and putting 
it in writing. The box underneath is useful but there is no explanation. [after giving 
someone the PA form] who does the medical for it then …  Presumably they have to 
come back into you then (Female 5) 

- Patient advisory) Tutors Forum - I have never seen so much anger among a group of 
experienced physicians…. problem the patient advisory form is a big problem because 
that applies to any patient that come say on a day to day basis with any medical 
condition that we are supposed to inform them that it may affect their driving… Well 
the consensus among the G.P.s down the country that this is going to hang us out to 
dry because when that one patient who had we have just diagnosed with Parkinson’s 
disease, 3 years later crashes into somebody and Senior Counsel could say well doctor 
did you actually advise them and did you scan it in, are you aware of the guidelines 
that is in there in black and white for the Road and Safety Authority …spend half our 
day on this on people just walking in the door Monday to Friday so this is a way bigger 
problem for us potentially legally than just the driving medicals. Suggested - This is not 
part of the guidelines this is optional (Male 2)  

- This isn’t to do with people that can’t drive this is to do with if you have got a 
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condition which MAY affect your driving… it, it can only potentially come back to bite 
us, it’s not doing any of us any good (Male 2) 

 
----------------------------------------------------------------------------------------------------------------------------------  
 
 

4.0 Referrals for OT and ORDA assessments 
 

Participants reported no knowledge of the use of Occupational Therapy services for 

driving unless it was for patients who after prolonged periods of immobilisation. However 

participants thought that OT clinics in psychiatric hospitals could be a useful point of 

contact for advice on patients on multiple psychiatric medications attending both their 

primary care clinic and the OT service. Participant indicated that referring to an OT service 

in the local area would mean less of an onus on them while some favored it as a type of 

external intervention that would let them know if the person could turn the wheel. 

Participants mentioned that an OT service could assist decision making for progressive 

diseases such as MS.   

 

Participants indicated a mixed knowledge of On Road Driving Service (ORDA) availability. 

Some indicating that they already use ORDA services and find them “very useful”. 

Participants reported their satisfaction with ORDA services for assessing driving for early 

Alzheimer’s when used in combination with mini mental tests. Concern was raised by a 

participant about the cost for the patient for such referrals however access to such 

services was seen as very useful. 

 
4.1 Recommendations - Referrals for OT and ORDA assessments 

A communication campaign of OT and ORDA services should be considered along with 

information demonstrating the usefulness of such services for some conditions. It is 

important that external review is not seen as necessary in all cases but useful as part of 

the decision making processes for some difficult or complex cases.  

 

4.2 Quotes - Referrals for OT and ORDA assessments 

-  [Reaction times] maybe the 26 year old who doesn’t have experience compensates 
because his reaction time is very quick and 77 year old experience compensates for 
slow reaction times (Female 1). 

- [Reaction times] What do you do when you add drugs that we prescribed and haven’t 
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mentioned? It’s a minefield (Female 1). 

- The people who are on multiple medications for bipolar and do stabilise… …. Is it 
worth looking into OT in psychiatric hospitals? …already working on the day to day 
functioning for people (Female 1). 

- I don’t know of any O.T. service in this area or in the County (Female 2). 

- assessing early Alzheimer’s you would imagine that would be virtually impossible and 
in fact they are quite easy to assess you have two things you have got mini scope that 
produces a number that says you have assessed them.  So you can juggle it and 
produce clear cut information and [ORDA] combination is really good (Male 2). 

- So for example you are on multiple psychiatric medication is there (Male 2). 

- [ORDA] If you actually had a group of people in the community if there a centre in 
South Dublin and South West Dublin and you know there is a physio or O.T. to send the 
patient on multiple psychiatric medication, you can send the patient with early M.S. 
(Male 2). 

- : I have certainly got an external opinion from …[ORDA] transport mobility to 
assist…People who are getting forgetful and stuff like that someone has expressed 
concern about them… If somebody is a single driver in a couple and they are both 
getting elderly and mobility is dependent on that person they obviously need to be fit 
to drive but it is hard putting them off the road that is where external opinion is very 
useful to intervene. (I It has been useful) OH YEA it has been useful… Can they turn the 
wheel? [re knowledge of ORDA service] If there was a person in your area (Female 3). 

- [Re OT] that would relate to you know people who have been immobilized for a period 
of time pinned and plated that kind. [On the suggestion of broader referral to OT] How 
could an O.T. assess a patient who has increasing cardiac failure? (Female 4). 

-  [OT referral] I think it might work because supposedly it is all primary care teams that 
are supposed to have OTs and it would remove the onus from the G.P. from actually 
making the decision if you could actually refer into the OT in the primary care system. 
It would certainly be useful to have more access to that (OT/On-Road Assessment) 
definitely be useful (Female 5). 

- …referrals to private system] Patient having to pay I don’t think that’s… All people 
talking together against cost to patient) (Female 6). 

 
------------------------------------------------------------------------------------------------------------------------   
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5.0 Referrals for difficult cases  
 

Participants as they describe difficult cases demonstrate their concern for their patients. 

One participant describes the case of a young gardener with epilepsy who sought to 

return to work for which he needs to be able to drive his van and another an older driver 

with a loss of central vision. In both cases the participants described successfully accessing 

specialist opinions but found such opinions in both cases unhelpful as the decision and 

responsibility was still with them. 
 

Participants indicated that they favoured three referral systems for difficult cases. In the 

first instance they indicated that it would be useful to have a list of specialists whom they 

could access for opinions on difficult cases. In the second instance some participants 

indicated their favour adopting a system like that of Northern Ireland, a government led 

clinical centre to which general practitioners would escalate difficult cases. The Third 

option indicated as favourable by the participants a doctor who would act as a single 

point of contact for all difficult cases. 

 

Referral to specialists in a public private system was expressed as a difficultly for those 

without health insurance.  It was noted that within the public service there was a two year 

wait for a neurology appointment and a six month wait for a cardiologist. Therefore it was 

suggested that waiting for a decision to give a licence based on consultant feedback was 

sometimes untenable for someone who had a licence expiring at the end of the month.  

 

Participants expressed the opinion that making a decision about a patient’s fitness to 

drive can destroy relationships and in this way they see it as a conflict of interest between 

the “doctor patient relationship”. 
 

The "difficult" case can it seem can be defined in a number of ways. 1) the co-mobility of a 

patient’s condition and medication makes assessment for driving overall more complex. 2) 

The case could be borderline on the edge of not meeting the required standards but the 

overall risk for driving appear low. 3) The case for continuing to drive is a real concern 

however the doctor knows that recommending that the driver should stop driving will 

cause emotional upset and possibly destroy their relationship with the patient and 

therefore interfere with medical care. 
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5.1 Recommendation - Referrals for difficult cases  
 

 The recommendation for each of the “difficult” cases is different however in the three 

instances the doctor should have the option to refer to a specialist, OT, ORDA or to a 

colleague. As earlier discussed a communications plan should be progressed to eliminate 

the current parental like responsibilities experienced by doctors and instead creates a 

culture of personal responsibility. The backup of the RSA email service 

medicalfitness@rsa.ie should from the lack of awareness of its availability be better 

communicated for those seeking clarification of how to apply the standards contained in 

the guidelines. 
 
5.2 Quotes - Referrals for difficult cases  
 

- Referral stuff…just a list of people who would be happy…cardiologist, a neurologist 
who would actually be happy to take private referrals to assess the very difficult cases 
where we can’t get seen quickly (Female 1). 

-  [Re Referring] It could be the whole set up, in Northern Ireland they have a whole set 
up (Female 2). 

- So I suppose here in Ireland the G.Ps are providing a 40 million euro service (Female 2). 

- Referral/Delay) That is one of the big problems is people… with unstable angina and a 
neurology condition that you are not quite sure about if I refer the average person for 
a public neurology opinion it is 2 years, it is 6 months for a cardiac case and if a person 
needs a licence and I say sorry I can’t give you a licence until I have an opinion in 2 
years’ time from neurology it just doesn’t work on the ground if you have to wing it 
(Male 2). 

- There is a conflict of interest. (Doctor Patient relationship) G.P. is saying when they 
visit their patients you can’t drive (all talking together) It could destroy a relationship 
(Female 3). 

- [advice on time off driving] It depends on the person as well and their age (Female 3). 

- … how do you stop somebody who you know is not fit to drive and you have given 
them 10 years 5 years and 3 years (...) what mechanism of other than saying you’re 
not fit to drive anymore but your licence is not going to expire for another 8 years. 
(Female 3). 

- Female 5: {Referrals] You certainly need the backup of the specialist to be on board as 
well so that we have a place to go to with the difficult cases.  Because you are sitting 
there and you don’t know who to ring or who to find out and I was at a meeting on 

mailto:medicalfitness@rsa.ie
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Tuesday night at a faculty where an Optomologist just gave a talk about AMD, wet 
and dry where you lose your central vision … and she said [opthomogist] well it is very 
hard isn’t it you know the person is going to lose their independence.  I just tell them 
not to do any new routes, not to drive after dark and not to drive for longer than an 
hour (Female 5).   

- ..we all talked about the difficult cases and it is difficult to know apart from sending 
them to the disability that is down in Wicklow it is difficult to know where you get 
advice. I think neurology is quite easy because probably everyone that has epilepsy 
has a neurologist so you can ask their advice We do need SOME SYSTEM of referring 
them to it doesn’t necessarily have to be a specialist it could be an anonymous G.P., a 
G.P. who isn’t linked with the patient and their family(Female 5). 

-  (Referral) have had a few calls with the Neurologist and discussed it with some of 
them and they just can’t give an answer of how long (Male 1).  

- (Difficult Cases) young guy who needs a licence who has epilepsy and they don’t know 
why and he has a landscaped gardener and he needs to drive and he needs to get back 
to work. So there is a lot of pressure… The difficult one is that you have to have access 
services… could be six months…guidelines … it doesn’t work in our setting (Male 1). 

 

 
------------------------------------------------------------------------------------------------------------------------ 
 

6.0 Request for tools to help apply the Guidelines and give evidence of following best 
practice  

 

Participants indicated that a drop down list that would allow them to use the guidelines as 

protocols would be useful to their clinical practice.  It was suggested that if such a drop 

down list feed into their notes (clinical software) this would promote good physical exams 

that could be evidenced and repeated. It was suggested by participants that they would 

favour a diagram or tools about how to assess the skills for driving given in the guidelines 

as vision, insight, judgement, adaptive strategies, planning and organisations, power and 

insight. Participants indicated that if they had two or three reaction tests and one 

coordination test this would help their assessment of patients for driving.  

 

When considering online licensing the participants indicated that a system like healthlink 

was there preference as this inputs into their medical software. 
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6.1 Recommendation - Request for tools to help apply the Guidelines 

 

Consideration of helpful tools and the visualisation of processes through the use of 

diagrams should be a part of the next edition of Sláinte agus Tiomáint. 
 
 
6.2 Quotes - Request for tools 

-  [at end of session] I think it is something we are going to use more for protocols…so if 
we had a driving drop down box…[example give] cervical check (Female 1) 

- We need to have the Evidence that we have done it which is why it is put into the 
software.  It is all very well ticking the box saying yeah I have followed the guidelines 
but then when they start to drill down through it when it goes wrong (Male 3). 

-  {reaction times/Meds/ opinions] MS progressing slowly – it’s very difficult to get any 
hospital opinions on it…difficult to assess someone in the surgery setting to know If 
they have enough power and reflexes for driving…I would be happy if there more 
formal test that could be recorded and duplicated then if necessary…you could have a 
patient sitting in front of you and they usually have their licence coming up at the end 
of the month and to even get a response by even by that time is difficult [consultant 
specialist opinion] (Female 2) 

-  (Drop down list) What we actually do in our practice is we have a very distilled drop 
down version of this (Male 3). 

- … simple check box we can go down and we can certify it, and once we have done that 
we have met the legal requirements.  Now if there are complications if somebody has 
a rear cognitive position or a rear physical condition or even if they come in and they 
are on the borderline between cognitive and (...) those are things where we have to 
make an assessment. But otherwise it is extremely difficult it really is.  …it is so dam 
complicated that really to do it properly it is a double consultation and patients …So 
we need assistance for this if it is to be done properly  (agreement in group) 

- 2 or 3 reaction time, co-ordination type of tests that we have done the (?) test we have 
down the Romburg test, which we do neurologically just some equivalent to that.  At 
least it will show that we have made some effort to do the assessment (Male 2):. 

- On a positive note some things that really work well for us,…assessing early 
Alzheimer’s you would imagine that would be virtually impossible and in fact they are 
quite easy to assess you have two things you have got mini scope that produces a 
number that says you have assessed them.  So you can juggle it and produce clear cut 
information and [ORDA] combination is really good (Male 2) 

- So for example you are on multiple psychiatric medication is there(Male 2) 
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- [(needs wants) …a single laminated page (Male 2) 

-  [Future wants and needs) (Drop Down boxes) That would be far more sophisticated 
and far easier to use. concern to the G.P.s is to have documented stuff in the notes, It 
encourages you to do it right. Healthlink would be the one to go with(Male 2) 

- Online form …could you populate it… How will you overcome the signature? 
…healthlink works (Male 2) 

-  [Reaction Times Older v Younger ] [older] would have much more experience. 
[guidelines] bottom of page 9 says basically these are all the things that are involved 
in driving, vision, insight judgement, adaptive strategies, reaction to time planning 
organisation also power co-ordination. There are no clear diagrams as to how you 
assess all these things to tick the box so that in your opinion by and large this person… 
there is so much involved in trying to drive safely that there aren’t clear criteria as to 
how to make sure you get it right (Female 3) 

-  [Green book] we adapted a modified protocol drop down list which greatly improved I 
think the quality of the physical exam …it speeds it up … a cardio vascular condition, is 
the condition stable, has it remained so.  And so once I can say yes looking back over 6 
to 9 months to a year then I don’t need to go any further in that regard because I feel, 
but then maybe I am not covered exactly…[come back again much later] 
Standardisation of a drop down would speed it up and it would be very easy to do 
(Female 4)  

- The patient does not see the difficulties that can accrue to a doctor from having their 
driving licence renewed whether they are on medication or whether they are not.  And 
the other thing to follow up is that when you feel that you cannot at the time of the 
consultation sign the form you are now into a place that is not very nice. (Doctor here 
sound in agreement0 have often suggested to patients that for the amount of time as 
they get older particularly with people with impaired cognitive function that the cost 
of keeping a car on the road as such that they would be far better off getting a local 
taxi, but the patients repeatedly say that they like the notion that the car is sitting in 
the drive and the keys are there and if they want to go they can go (Female 4) 

-  [at end of session] I think it is something we are going to use more for protocols…so if 
we had a driving drop down box…[example give] cervical check (Female 4) 

 
 
------------------------------------------------------------------------------------------------------------------------ 
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7.0 Suicide 

 

Participants indicated that they understood that medical conditions were low causation of 

fatalities or accidents on Irish roads. However the group indicated that they felt that 

single vehicle accidents in the earlier hours of the morning could be attributed to 

intentional behaviour/ vehicular suicide more than presently demonstrated by our current 

road death figures.    

 
7.1 Recommendation – Suicide  

 

Further research is recommended. 
 
7.2 Quotes - Request for tools 
 

- A lot of young lads… either drink or suicide (Female 3). 

- I was just thinking of that girl with her background suicide how can we really say she is 
safe to drive (Female 6). 

- : I remember a young girl came in recently (can’t hear with shuffling noise) She came 
in looking for one and she had checked no to the serious mental health problems so 
she has a long history of suicide reality stuff, self-harming and there is a chain of 
services and is on medication but yet to her that is not serious mental health problems 
so had she not inadvertently brought the form because she didn’t read it properly and 
I said look you kind of need to check that box and then she had a full medical and it 
was fine but you know that is a big area but the clarification of mental health 
medication (Female 1) 

- …someone tells you they have suicidal thoughts (Male 2) 

- Look how many patients in Ireland have been involved in exactly that, cars and people 
using cars as a method of suicide (Female 4). 

- Teens or 20s hits a tree or hits a wall, single car accident, they are suicide (Male 3). 

- It is either drink or suicide (Female 3). 

- Well it’s usually both (Male 3). 
 
 
------------------------------------------------------------------------------------------------------------------------   
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Focus Group Rural B)   - Summary  
 
Group Demographics 

 

 
 
Most Important themes   
 

1. Guidelines 

2. Referrals for OT and ORDA assessments 

3. Restricted licence  

4. Medico Legal Concerns including the assessment of impairment re 

medications  

5. Licensing Processes including existing Forms and future online licensing 

6. Fatalities and risk of suicide and sleep apnoea 

7. Telling somebody to stop driving 

 

1.0 Guidelines 
 

Participants indicated that in the rural setting where broadband can be patchy access to a 

physical copy of the guidelines is vital for use. Participants reported that they found it 

useful to be able to show the patient “what the rules are”. It was suggested that the 

Guidelines now were more comprehensive and as a result this group preferred them to 

the previous information booklet known as the “Green Book”.  Unlike the Urban focus 

group participants here indicated that the standards contained in the guidelines helped 

protect them. Participants asserted that in general they were confident about medical 

assessment and for the most part based there assessment on applying their clinical 

competencies and their knowledge of the patients history. Others indicated that they 

used the Guidelines more frequently but the general indication was that they valued it as 

Male /Female Age % 70+ Practice decription Years in 

General 

Practice

last completed 

Medical Report 

for G2

Gender 13# 50+ 8#(1-25%) 7 (both rural and urban) 408 12 # (1 months)

10# (male) 6# 35-49 11#(>25-50%) 13 (rural) 19 8 # (> 3months)

12# (female) 2# <35 3#(>50-75%) 2 (urban) 1# (>6 months)

1 # (not given) 1# (>12 months)

Focus Group Rural B)   - Summary 
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a point of reference in carrying out their clinical assessment and judgment.  

 

One participant indicated that there seemed to be more bureaucracy including forms for 

patients/drivers to satisfy and was surprised to understood that the rules for certain 

conditions  e.g.  Type 1 diabetes on insulin, following emerging evidence from the 

research had in fact been relaxed.   

 
1.1 Recommendations - Guidelines 

 
It is recommended that until internet access is accessible for all doctors in rural areas it 

will be necessary to keep the guidelines in a physical format. Likewise it would appear 

from the discussions that even further communication on strength of evidence of each of 

the chapters and standards within would deepen the engagement  of both GPs and as a 

result the patients drivers. This is compatible with the recommendations of Focus Group 

Urban A) view here  

 
1.2 Quotes - Guidelines  

 
- Very bad broadband (Male 3) 

- It’s easier to read the book ](Male 4) 

- I think what’s good about having a booklet is that you know what the rules are and to 
be able to say to somebody well I looked it up and it says no you can’t drive. (Male 3) 

- You can show it to them (Female 2) 

- pull a horsebox with a horse in it behind a trailer (Male1) 

- I don’t feel I’ve had to use them you know. [...](Male 2) 

- …probably the situation where you would like to refer to it if you need it to cover [your 
ass?] (Male 3) 

- Not really, because it’s mainly based on our knowledge of history and you know. We 
know whether or not they have a medical condition, they have diabetes or whether 
they have a neurological condition as well. It’s mainly their history rather than looking 
in a book but it’s good to have it. (Male 6) 

- I’d go along with that. I think this is better than the green book because I think it’s 
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more comprehensive. (Male 1) 

- Less easy to lose. (Male 3) 

- I would use it more frequently (Male 3) 

- … you are relaxing the law and yet the other bureaucracy might be getting worse. Isn’t 
it funny? And the patient kind of has to look at all these forms (Female 2) 

 
2.0 Referrals for OT and ORDA assessments 

 

This group indicated a good level of familiarity with available ORDA services in their area 

and most indicated that they have used the services. Participants indicated that use of the 

services often arose from family concerns for the driver an example given was a driver with 

early cognitive impairment who the assessor found to be a competent driver during his 

assessment.  Participants indicated that they valued the input of ORDA assessments as the 

assessment of robustness of driving capabilities and judgment including reaction times was 

something that they as doctors could not judge sitting in their surgeries.    

 

Participants spoke of their sympathy for their patients and acknowledged the reality of 

knowing that if they did not certify their patient as medically fit for a driver licence it was 

going to leave that patient isolated and alone without the transport to get into town to 

visit the doctor, collect their pension or go to mass. It was equated to closing down the 

local post office which is seen as a vital lifeline in a community as it enable especially the 

older among us without broadband to collect their pension, pay bills and often it is one of 

the few interactions older people living alone will have in that week. Participants also 

mentioned that the reality for them as rural GPs was that if their patients could not get 

into town to visit them, as the local doctor they would make house calls but patients would 

still be left feeling isolated. The facts presented indicated that many more social 

consideration exists for Ireland’s large aging rural community that depend without any 

available alternatives on remaining independently mobile. A recent EU report says Ireland 

has one of the most rural populations, 40 per cent as compared to 12 per cent in Britain 
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2.1 Recommendations – Referrals for OT and ORDA assessments 
 

While participants in this rural group appeared to have a better knowledge and history of 

use of ORDA and OT services than compared with the Urban group this was no doubt 

owing to the positive local service of Disabled Ireland in Balandine.  It also appears that it 

was the actual on-road assessment rather than the OT clinical assessment that was 

highlighted as useful to them in making their clinical assessment.  Because of the 

importance of continuing mobility in a rural community an information campaign would 

assist in promoting positive rural mobility. This is compatible with the recommendations of 

Focus Group Urban A) view here  

 

2.2 Quotes - Referrals for OT and ORDA assessments 

- I would have done in the past (Female 1) 

- Sometimes it’s, like the family don’t want an elderly person driving, it’s the family that 
are worried about the [...] and I’ve often referred to the drivers in [Ballydine][…a lot of 
elderlies are capable of driving…(Male 8) 

-  [...] I have a woman who has been diagnosed with dementia and the family initiated 
this but I gave the referral. It was [...] two hour thing I think [...] and then on the road. 
And he passed, they were quite happy with him but/ (Male1)  

- The examiners were happy; they said he was quite competent doing everything he 
could do and his reaction time. And these are the things that we can’t judge just 
sitting there. How quick are they to get the brakes at a red light or a child in the road 
or do they signal when they are driving this kind of thing and we don’t know any of 
that. But it may be that there judgement may be declining and they are not as 
[competent] a driver as they have been, is it our place to make that judgement? (Male 
6)  

- down here you could take the car off them, it’s like closing down the post office. … 

- … exposing myself to signing something that maybe because I know these people and 
I'll be nice to them because if they, if I take away their facility to get a prescription, in 
all probability I’m going to have to go out and see them in three months’ time and my 
life is bad enough without (Male 6) 
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- I’ve never heard about it until now (Male 2). 

- The family become involved and sometimes they mean well and sometimes they are 
just interfering and being busy bodies (Male 1). 

 

 

3.0 Restricted licence. 
 
The NPOTM with two Trinity College Dublin (TCD) medical students recently published a 

report on restrictive licensing and as a result of those finding the NDLS has accepted the 

recommendation to adapt certain restrictive licensing codes for use in Ireland. Including 

limited to: daytime driving; within a certain KM radius from residence/region; speed not 

greater than and no alcohol.  These restrictions are evidenced based by the NPOTM article 

which showed that restrictive licensing has consistently been shown to be an effective 

mechanism of increasing driver safety without unduly impacting driver mobility. This topic 

emerged from discussions regarding the ORDA effectiveness for assisting a clinical 

assessment. Similar participants indicated that their knowledge of their patients meant 

that they sometimes when making a medical fitness assessment they did so in the 

knowledge and understanding that the driver was only driving local journeys during 

daylight hours. This type of “restriction” often self-imposed well before a conversation 

with the doctor has operated successfully in other EU countries over a number of years 

whereby the code marking the restriction often appears on the physical licence. 

 

Nonetheless some participants marked their concern that marking a restriction on 

someone licence might in some cases make something worse by bringing conflict to the 

doctor patient relationship. Asserting that the patient might walk in the door thinking they 

were fine but walk out thinking that their doctor was unfairly restricting them only to drive 

a certain KM from their house. Some worried that it would seem ageist and to this end it is 

contended that this was a misunderstanding that the restrictions related to age. However 

as mandatory assessment begins at age 70 as pointed out by a participant it may be that 

age may be considered as a valid reason for placing a restriction.  
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3.1 Recommendation – Restrictive licence 
 

An information campaign including articles in both the medicals and national media should 

be progressed to promote the evidence behind the restrictions to be applied.  It should be 

highlighted that age per say, is not a valid reason to implement a restriction. It should be 

recommended that restrictions will it is expected be in the main applied in consideration of 

recommendations made  by an On-Road Driving Assessor and or in consultation with an 

ophthalmologist or optician should the restriction be relating to eyesight. Such 

assessments are not to be carried out purely on the basis of age but should be used to 

support a clinical assessment of cases where the doctor wants to review a report of drivers 

practical driving performance. This requirement for review may occur due to a new 

medical diagnosis or a change of an existing medical condition(s) or functional impairment 

which the doctor and or driver or driver’s family and friends are concerned may have 

impact on driver’s ability.  This change may follow as a result of a head injury, stroke, spinal 

injury, or amputation, or Parkinson’s or another degenerative condition. In particular the 

law provides for an exception to allow the renewal of a driver licence of a group 1 driver 

who satisfies both clinical and on-road driving assessments despite not meeting the visual 

field criteria (Refer to Sláinte agus Tiomáint Medical Fitness to Drive Guidelines Visual 

Disorders Chapter 7, Appendix for full criteria/ standard). 

 

3.2 Quotes -.Restricted licence. 

- He probably comes in once a week for pension… …And I'm more tolerant of that with 
the kind of unspoken understanding or expectation that this guy isn’t going to go 
through the M6/M50 interchange... That he is just going out the bog and coming back 
in. But of course he is still capable of going to Dublin but won’t (Male 1) (Everyone: 
Yes) 

- It might give a bit more comfort (Female 1) 

- It brings another problem possibly…viewing what you’re doing as restricting them and 

again there may be a conflict of interest there. It could in certain circumstances make 

it worse, if you met somebody who they come in thinking that they are fine to go 

anywhere and you end up telling them well I'm going to restrict you now and you’re 

only able to drive within this distance outside of your home. It’s creating another grey 
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area maybe? (Female 1). 

- Often they just volunteer themselves I mean, particularly women drivers (Male 1) 

- Isn’t it ageist? (Female 2). 

- they have enough problems without saying now you can’t drive (Female 2). 

- [regarding age based assessment beginning at 70] But if you say every black person 

has to come in that’s racist and why does it have to be over 70 [ageist?] (Female 2). 

 

 

--------------------------------------------------------------------------------------------------------- 

 

 

4.0 Medico Legal Concerns including the assessment of impairment re medications 
 

Participants in this group indicated that they understood it was the duty of the patient to 

self-report medical conditions up to the age of 70 when medical assessments/screening 

became compulsory every 1-3 years. Participants were clear in their assertions that they 

would warn a patient with a medical condition that it was their duty to inform the NDLS, 

and the insurance company as otherwise they were breaking the law. 

 

The group spoke about making judgment calls in relation to certifying medical fitness to 

drive. Likewise they indicated that that in this rural community they had a number of older 

patients who in their 80- 90s still drive. The group voiced their recognition that some of 

these patients were already going through tough times and not being able to drive would 

be a tough place to be for them. 

 

Participants discussed the standards for diabetes and in particular diabetes treated with 

insulin. It was proposed that telling someone with diabetes that they could only have a 1 or 

3 year licence often caused confrontation and resentment directed towards the doctor 

because that they could not get the maximum 10 year licence.  One participant put the 

case that it was younger drivers speeding that caused accidents and they could get a 10 

year licence. After further discussion a participant exampled what he had witnessed when 

called to attend a diabetic truck driver who fortunately was pulled over at the time after 
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making a delivery but was totally disorientated in the back of his truck. Participants agreed 

that this was a dangerous situation however some participants still felt it was unfair to 

compare a truck driver to a small van driver. 

 

4.1 Recommendations – Medico Legal Concerns 
 
This group unlike the urban group indicated less concern that they would be held 

responsible for a patient’s day to day health as they felt that whether the patients 

accepted it or not managing their daily health, medications and treatments was the 

responsibility of each patient.  Nonetheless the discussions here support the 

recommendations given earlier in relation to the implementation of  a driver responsibility 

campaign is Focus Group Urban A) view here . 

 

4.2 Quotes Medico Legal Concerns including the assessment of impairment re 
medications:  

 
- So I think the patient should have some responsibility because everything is 

brought back to us (Male 3).  

- When it comes to something like epilepsy the onus is on the patient isn’t it? (Male 

6). 

- In the UK up to 70, after 70 is different but the onus is on the patient to report  

(Male 3). 

- I had a patient who is 90 years of age and seems alright and I wonder should I 

leave him drive…– I did allow him drive because I think he is alright [...] right or 

wrong. There are a good few people elderly around this district who are driving, 

80, 85  is noting…(Male 6). 

- And you have to make a judgement call and you nearly always allow them drive 

(Male 6). 

- But it’s such a big thing not being able to drive really, you don’t realise how bad it 

is when you can’t drive (Female 2) 

- new restrictions…type 2 diabetes can only get them for three years … they argue 

with you that I got them for ten last year … But if they’re not [...] I find a lot of 

resentment about that clause ((Female 2 and Female 1agrees). 
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- But is the reality that diabetics go out and kill people on the road? I don’t think it 

is actually, it is 26 year olds that are speeding, I mean how many (Female 2).  

- I called up to a supermarket in Ballina a year ago and there was a big huge 

enormous truck that had pulled in with the delivery and there was the driver had 

gone into the back of the truck and he didn’t know where he was, alright. No he 

was a diabetic who was on insulin and he has gone hypo and he had no idea where 

he was, who he was, where he came from and the only way we could find out who 

he was that he had personal identification on him that said he was a diabetic, but 

he was totally away with the fairies and you know he had this huge 40 foot truck 

with him and I thought Jesus. (Male 1). 

- …ordinary diabetics driving cars [...] (Female 2). 

- I think there are going through tough times and then they can’t drive as well it’s a 

tough place to be for them (Female 2). 

- Diabetics. I suppose the answer is if it comes back to me as a GP what am I 

going to do with him? (Male 1). 

- He’s on insulin (Female 1). 

- M1:  he comes back to me, what am I going to do? take away his ability to put 

food on the table?. … that was a very significant event … (Male 1). 

- He's going to be really pissed with me if I put him off the road but I'm going to 

have to say to him listen, the law says … (Male 1). 

- If we refuse a patient then, can they go to a different GP? (Male 2). 

- But if some guy walked in off the streets asking for a doctors licence who you've 

never seen before, I'd be quiet wary of that (Male 4).  

- [...] (Laughing) 

- Belmullet and he needs to, his licence is out and he will tell you that he is perfectly 

healthy, what are you going to do?... You could see this guy and it could be that 

he had a seizure two years ago from drinking too much, but he won’t tell you 

about it, he won’t tell the insurance company about it (Male 1). 

- There’s an onus on him on him (Female 1). 

- I would say the responsibility is to inform the patient if he is epileptic, you’ve just 

been given a diagnosis that precludes you from driving for such a period of time, it 

is your duty to inform your insurance company and the driving authority and if you 

don’t inform them and something happens you’re going to jail (Male 6). 

- Of course they know it but they don’t take responsibility (Male 4) 
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- We tell them. I mean the ordinary diabetic that comes in month after month, he is 

responsible for the care of his diabetes on a day to day basis, not me (Male 3). 

- And they won’t have insurance and you tell them that ( Male 7). 

 

 

---------------------------------------------------------------------------------------------------------------------- 

 

 

5.0 Licensing Processes including existing Forms and future online licensing 
 

 

Participants indicated some very real problems that they have been experiencing with the 

Form and their interactions with the licensing processes.  Firstly the spoke about a version 

of the D501 Medical Report which had conflicting expiry dates which has subsequently 

been rectified. The participants also gave an indication that some of the language on the 

Form was not straight forward and indicated that cooperation between the NDLS and the 

doctors had not yet been worked out as they felt the NDLS would send back a form that 

had a marked x and not ticked. 

 

 Also included in this discussion was the idea that drivers were not aware that if their 

health changes mid licence this may affect their licence and that they should consult with 

their doctor about driving. Participants indicated that they would favour a drivers signed 

declaration of health to include the notification that should their health deteriorate or they 

develop a new condition they should consult with the doctor about driving and find out 

their responsibilities for notifying the NLDS and any possible changes required to their 

licence.  

 

Participants give an impression that some drivers don’t understand the complexities of 

signing medical fitness to drive certification and just want the signature. Participants 

complain that printing of the forms is often at the surgeries expense. Participants indicate 

that they are concerned that insurance companies are requiring drivers to unnecessarily 

get medical certification when the drivers are exchanging foreign licences. Participants also 
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question why learner drivers certified for 10 years have to come back very soon again after 

they pass for another Medical Report perhaps less than a year in to the last report.   

 

Participants indicated that when online licensing is introduced it will have to consider how 

this will affect the interactions between doctor and patient. Concern was expressed as to 

whether drivers would still understand their responsibility to self-declare any medical 

condition and that this responsibility would not be placed on the doctor in the online 

system. Participants also indicated that the online developers would have to consider how 

the driver’s signature on the Medical Report to be signed in the presence of the doctor can 

be transferred to the online system. 

 

5.1 Recommendations - Licensing Processes including existing Forms and future online 
licensing 

 

 Forms should be reviewed in consideration of end user feedback and experiences. NDLS 

interactions should be measured by mystery shoppers across the national front and back 

offices to see how they manage missing information, correspondence with doctors, drivers 

and to examine when matter get escalated to RSA. The ideal perspective for NDLS, doctors 

and drivers with medical conditions is that we are all working together to make the 

processes as seamless as possible. Including that each stakeholder understands the others 

responsibility including the driver’s responsibility to seek advice should their health change 

during an existing period.  Lastly it is recommended that further consultation should take 

place with doctors before any online licensing system is introduced. 

 

 

5.2 Quotes - Licensing Processes including existing Forms and future online licensing: 
 

- And my signature apparently … for fitness to drive is valid for 4 months? But the 
form itself is only good for one month (Male 2). 

- not medically unfit, double negative (Male 4). 

- is fit to drive yes or no. Plan simple English (Male 4). 



44 
 

- Put an X to it they would probably send it back (Male 2). 

- M3: the provisional licence they shouldn’t be coming back after, when they are 
getting their full licence if you’ve ticked it for ten years? (Male 3). 

- I would think it has to be more clearly [communicated] because I think Joe Public is 
not aware of the fact that the conditions under which you are allowed to drive can 
alter when they develop a condition (Male 2). 

- They are also lying (Male 3). 

- I think that there should be a declaration that is signed in the presence of a doctor 
as part of the form, declaring that if they develop symptoms that are not declared 
or investigated, or they don’t attend a doctor to inform them about it [their 
licence may not be valid]. (Female 1). 

- I think it’s the culture of some people, that I signed my name to it, but it is not an 
honourable oath, it’s just we signed a piece of paper that means diddly squat 
(Male 1). 

- ABSOLUTELY they sign the form and will you sign the form they don’t even care 
what they say, that’s standard isn’t it? They start getting very defensive… no just 
sign it (Female 2). 

- …we go through your history, they never get away with just a signature (Male 6). 

- …epileptic attack put the date up (Male 3). 

- nocturnal epilepsy and his neurologist has said he is okay to drive, just not at 
night…(Male 1). 

- M4: I see it all the time they’re coming in and the Insurance have said I have to get 
whatever nationality I have to get an Irish licence. (Male 4) 

- [printing Forms] I believe its government policy and law, government 
departments, public bodies, local authority’s and HSE is to shift the cost of the 
paper and ink onto the customer (Male 6). 

- [Talking about the GP defending his position in McGarvey (a minor) v Barr [2012]] 
He had very good notes the doctor and he was well able to stand up for himself 
(Female 2). 

 

- [Re On-line licensing] I’m just saying if they inform directly [NDLS of Medical 
Condition] the onus should be put on them like it was in the UK before, not like 
we're policeman (Male 3).  
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- [Re On-line licensing] …would support that, I think that is reasonable (Male 1). 

- [Re On-line licensing] The first thing is have a form of identification (Female 8). 

- [Re On-line licensing] The signature has to be signed in your presence (Female 2) 

 

--------------------------------------------------------------------------------------------------------- 

 

6.0 Fatalities and risk of suicide and Sleep Apnoea 
 

 

Participants indicated that they had a very real concern that suicide may be under reported 

among road fatalities. The participants similarly indicated that the prevalence of sleep 

apnoea among the driving population may be under reported. 

 

6.1 Recommendation - Fatalities and risk of suicide and Sleep Apnoea 
 

Further research and consideration of this issues should take place. 

 

6.2 Quotes - Fatalities and risk of suicide and Sleep Apnoea:  
 

- …about suicide. There is an awful lot of suicide in young people in driving. 
Depression and all that kind of thing is suspected. (Male 3). 

- There’s an awful lot of suicides are not reported by coroners [...](Male 2). 

-  Every Sunday morning when you put the radio on a single ride hit a tree at 3 o 
clock in the morning (Male 2). 

- A young man, going home, at two o clock in the morning, on their own, straight 
road into a wall you know its common (Broad agreement) (Female 2) 

-  [...] there’s a vast amount of under reported sleep apnea on the road…A huge 
amount of undocumented sleep apnoea’s driving (Male 3). 

- I must admit I had a guy recently who had Sleep Apnea, his family tells me he has 
Sleep apnea, his wife tells me he has sleep apnea, because she couldn’t sleep with 
him all night and I sent him off to see somebody but I did not tell him that he 
shouldn’t be driving (Male 1).  



46 
 

- …until it’s under control (Female 2). 

- If they get a good quality sleep they should be okay during the day (Male 3). 

- When they are getting their licence put in big black words, if you’re medical 
condition has changed (Male 3). 

------------------------------------------------------------------------------------------------------------- 

7.0 Telling someone to stop driving 
 

Participants indicated that they rarely had to take this decision. Some indicated that people 

normally give up of their own accord or due to family interventions. Nonetheless it was 

indicated that the participants felt supported in making difficult judgment calls which in 

the majority resulted in them allowing the patient to continue to drive. 

 

7.1 Recommendation - Telling someone to stop driving 
 

Results from the RSA research grant should inform a learning tool for doctors on how to 

approach breaking bad news. This should be communicated across the GP network. 

 

7.2 Quotes – Telling someone to stop driving 
 

- I genuinely can’t remember and I've been at it a long time so I think it is an 
extraordinary rare occurrence in most GPs professional life… perhaps we are not 
doing it often enough (Male 1). 

-  Because I think the majority of people pass the criteria and we make judgement 
calls at the same time and I think we get them right. I think we, and the ones that 
we have a bit of angst about it I think the guidelines are moving us to a position 
that I think there is more security. … more doctor security. And going back to the 
expectation that they take some own personal responsibility (Male 4) 

- They just stop themselves (Male 2and Male 8) 

- personal experience [relative] was in hospital a year ago having tests for a [weak 
turn?] Now she passed everything, there was nothing found? If she had to go for a 
renewal of her licence she would have passed no problem. But we took the 
opportunity of her being in hospital to tell her she shouldn’t drive anymore … 
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(Male 6) 

Focus Group Rural C)   - Summary  
 

Group Demographics 
 
 

 
 
 

Most Important themes   
 

1. Guidelines 

2. Medico Legal Concerns including the assessment of impairment re medications  

3. Referrals for OT and ORDA assessments 

4. MFTD Assessment – Medical Reports and Patient Advisory 

5. Telling someone to stop driving  

1.0 Guidelines 
 

Participants in general indicated that that they felt the guidelines were comprehensive and 

holistic in that it dealt with both the physical and mental health required for driving. 

Participants did indicate that they would like further advice around a list of smaller injuries 

and health considerations such as orthopedic injuries and joint replacements and the time 

required post caesarean.  Participants asserted that while they had many other guidelines, 

the legal under pinning of standards for diabetes and other conditions made these 

guidelines a little different. Participants indicated that a hard copy of the guidelines was 

favourable for them to review and show to the patient.  

Male /Female Age % Patients 

70+

Practice decription Years in 

General 

Practice

last completed 

Medical Report 

for G2

3# (female) 3#(50+) 1#(1-25%) 2 (rural)

Group total 

years 116 1 # (> 3months)

5# (Male) 2#(35-49) 3#(>25-50%)

3# (both rural and 

urban)

Average 23 

years 0# (>6 months)

3#(not given) 1#(>50-75%) 3 (not given) 1# (>12 months)

3#(not given) 3 (not given)

Focus Group Rural C)   - Summary 
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1.1 Recommendation - Guidelines 
 

It is recommended the Emergency Department leaflet should be available for publication in 

the next edition of the Guidelines and should assist regarding orthopedic questions that 

have been raised by this group. Other conditions mentioned will also be highlighted for 

review in the next edition of the Guidelines. 

 
1.2 Quotes - Guidelines  

 
- initially here …every month or so if there was a difficult case coming through… To 

have it there in the drawer…neurological…epilepsy…cardio…diabetes (Male 7) 

- [Guidelines] Quite detailed and it’s easy enough to find (Female 4). 

- It’s very good in syncope’s (Male 7). 

- … use it in with the patient in front of me because it’s a good way to validate what 
you’re saying …if you’re doing it online the interface is lost between you and the 
patient … it’s there in black and white so it puts the onus back on this as opposed 
to you (Female 5). 

- …handy you can say to the patient there are new guidelines …and it’s not me 
that’s doing it, the book is doing it (Female 6) 

- procedure under general anesthetic …how long should they not drive …shoulder or 

a knee replacement (Male 1). 

- … broken wrist or a collar fracture you know. Can you drive a car or not drive a 
car? (Male 2).  

- There are no guidelines; people who have a total knee replacement shouldn't 
drive a car you know (Male 1). 

- …caesarean section? And two weeks later, she is tearing all her hair out with …for 
6 weeks [not driving] (Female 5). 

- … they If she get a letter from her doctor she can be certified to drive after a two 
week period a the insurance who says (Male 7). 

- ..numbers of women who have accidents that are driving after a section are very 
low (Male 5).  

- …whereas this is multi system and it’s kind of holistic because you also see the 
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psychiatry side of it as well as the physical side of it. So this is the holistic, so the 
best side of it is a very important bible file to reference (Male 3). 

- …initially the diabetic chapter was very poorly written …It’s very much improved 
(Male 4). 

- Very few of the guidelines we deal with have would actually have a legal basis. ... 
This is a legal requirement; this is a different thing completely (Male 1). 

- And they are quite singular the other guidelines where this is comprehensive, 
that’s why it’s nice to have a hard copy (Female 5). 

 

2.0 Medico Legal Concerns including the assessment of impairment re medications  

 

Participants indicated concern and asked some questions as to their responsibility as 

doctors for notifying the NDLS of a patient/driver with emergent condition mid licence 

who carries on driving contrary to their advice. In addition participants in this group 

indicated that they found it “tricky” and “hard when you are the one responsible” to give 

advice about driving when putting someone initially on certain medications for strong 

pain relief including opioids and medications to treat depression. Also indicated was a 

concern for their liability if they mistakenly did not follow the guidelines. 

 

Participants in this group gave examples of patients trying to mislead the doctor by 

covering the same eye in an eye test and continuing to drive with epilepsy and or simply 

misunderstanding the importance of a driver licence medical. Participants indicated that 

patients can sometime ask them to sign a medical certification for driving on their first 

consultation with them very close to a renewal date. This was especially highlighted as not 

acceptable for group 2 driver licences certification. Group 2 certification was mentioned 

as a more frequent occurrence in rural practice in comparison to Focus Group Urban A). 

 

2.1 Recommendation – Medico legal concerns including the assessment of 

impairment re medications  
 

 

Drivers it would appear from the feedback given by all participants don’t understand the 

importance of medical certification for driving and don’t have accessible information 

about when they have responsibility to tell the NDLS about an emerging medical condition 

mid licence. It is recommended that an online searchable appendix of all medical 
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conditions be available on the NDLS so that drivers have easy access to understanding the 

requirements and if required for reporting their medical conditions to NDLS. Similar to the 

recommendations made in previous focus groups A and B the medico legal concerns here 

strengthens the need for the RSA/NDLS with the NPOTM to launch a driver awareness 

campaign that promotes a shared responsibility which highlights to drivers responsibility.        

 

2.2 Quotes – Medico legal concerns including the assessment of impairment re 

medications  
 

 
- … you [as the doctor] have responsibility? … Like if someone came into me [the 

doctor] 

o  I didn’t follow the guidelines well who is responsible for that  

o  A person [driver] that was excluded from driving and ignored it 
because they don’t want to stick by the guidelines, then I'm responsible 
aren’t I?  (Male 8) 

- [Leaflets] … information leaflets should be online for us to print off for each 
chapter (Male 8).   

- …ideal for us they would have seen the leaflet or read it before they come (Male 
4).   

- So if you develop epilepsy next week and I signed your ten year licence last week, I 
would tell you I would advise you not to drive and do I have any other 
responsibility, do I need to inform the RSA? (Female 2). 

- … is a power of responsibility isn’t there? You meet someone that’s driving in a 
condition that could be dangerous … say someone gets epilepsy and I advise them 
not to drive, they won’t drive, so your average patient will take your advice, but 
I’ve no responsibility to be telling anybody else about it (Female 2)? 

- And you know someone … that they have been out due to a condition but now 
they’re fit to come back. I think they need to let them know they need to phone 
and let them know (Female 7). 

- Just one thing to be aware of, [...] I had a guy in a few years ago and I set up the 
chart and said can you cover one eye please and he covered it right eye, and he 
had it down perfectly 6 over 6. I said could you cover the other eye now and he 
covered his right eye again with his left hand (Male 9) 

- The atmosphere is omitted in a way well its touched on is medications, I just find it 



52 
 

an awful tricky area somebody on strong pain relief, someone who has been 
started on antidepressants you know, I know they affect people differently and 
that’s probably the reason but there is no guidance, don’t drive for 48 hours or a 
week or come back [...] back or people on Tramadol or [...](Female 3) 

- … it’s so dependent on each individual and its hard…It’s hard when you are the 
one with responsibility…They’d often say can I drive when I'm taking these, and 
there is no black and white answer (Female 3). 

- If you go to the pharmacy, they say do not operate machinery (Male 1). 

- … you don’t want to tell them not to drive (Female 3). 

- That’s their own personal responsibility (Male 4). 

- That’s a person’s responsibility (Male 8). 

- I'd imagine something that’s impossible to legislate for it (Male 2).  

- taking painkillers, they may not be aware that it’s impairing them and yet we're 
saying to them don’t drive if you’re impaired. … the nature of these drugs is that it 
impairs (Male 4). 

- you’re relying on an awful lot of people to declare … there’s a lad in [naming 
county] that has had a number of seizures and I see him driving the car. …(no 
longer his GP) somewhere he hasn’t declared so what do you do in that situation? 
(Male 4). 

- Would it be an idea, if you had a 20, 30 second advert where somebody was there, 
a family member or something saying if you have that, you know have you 
declared ….your insurance would be totally invalidated (Male 4). 

- What’s your advice to GPs, on occasion we get somebody we've never met them 
before, it’s not so bad for group one but for group two coming in with all passes 
for driver, can you do this for me (Female 8). 

----------------------------------------------------------------------------------------------------------------- 

3.0 Referrals for OT and ORDA assessments 

Participants indicated that they found on-road assessments useful backup to examine 

capacities for driving to add to their clinical assessments. Nonetheless participants did 

indicate that they felt that the pressure and responsibility still fell back on them.  

Participants also mentioned that it was up to them to determine whether the ORDA 

service they were using was “kosher” and the assessment “robust”. 
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3.1 Recommendation – Referrals for OT and ORDA 

Doctors must be fully supported in their assessment of medical fitness to drive. Therefore 

the ORDA framework and assessors associated should be validated by the Road Safety 

Authority. 

 

3.2   Quotes - Referrals for OT and ORDA 

 
- This was the On Road driving assessment because the concerns were about you 

know reflexes and aging and …she did the driving assessment and passed and 
we're all relieved because you know she could have an accident tomorrow but so 
could I and she's had her assessment so we can’t say she’s any different to the rest 
of us, do… it was good to have that service and I'd recommend it for any GP's. IT 
gets you out of a tight corner (Female 8). 

- Is that [ORDA info] in the book? …because that’s very important?(Male 3) 

- Sorry now but these on road driving assessments, these reports come back to us 
and we still have to sign them off (Male 8). 

- Just the liability for this is still falling back on us…and we're supposed to determine 
whether this on road assessment is kosher and robust. And still make a decision 
for their fitness to drive based on that so a lot of the responsibility is still on us 
(Male 7). 

 

 

4.0 Medical Fitness to Drive Assessments -Medical Reports and Patient Advisory 

Forms 

Again in this instance the Driver licence forms including the D501 Medical Report Form 

and the Patient Advisory Form received some critical appraisal from participants.  The 

medical report from was criticised by participants for using plain English and for its lack of 

design. Other criticisms were that there was confusion about the questions asking for 

date of last epileptic attack and another participant suggested that there should be 

separate forms for Group 1 and Group 2 drivers.  Participants also indicated that they 

would like to see a warning of consequences on forms if a driver fails to declare 

something on the form or withholds information from their doctor. Another suggestion 

put forward by participants was to ask the driver the question asked on life assurance 

policies – is this your usual doctor?.  Participants also asked about how to apply the 
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choices re length of licence (Group 1) 1, 3, 10 years and (Group 2) 1, 3, 5 years. 

Participants in this group that they saw a lot of Group 2 drivers for medical assessment 

and that for this they needed a proper Snellen chart with Group 2 measurements and 

they suggested that the RSA should supply this to them. Also discussed was the fact that 

many older people for historic licensing reasons had a group 2 licence that they were 

reluctant to give up. 

 

It was indicated by the majority of the group that aged 70 for medical assessment was 

arbitrary. A participant did mention that after the age of 75 they felt uncomfortable 

certifying medical fitness. Participants indicated that restrictive licensing may be quiet 

useful and welcomed the idea of its introduction.  Participants brought up the subject that 

they would find it useful to have a consultant or group of consultants in the RSA to call to 

make a general enquiry regarding a medical assessment that they had a query about. 

 

Dissimilar to the Urban Focus Group A) this group indicated that they found the patient 

advisory form useful for their patient notes but suggested there should be another form 

available for the patient to self-declare an emerging condition or change in their health. 

 

4.1 Recommendations – Medical Fitness to Drive Assessments - Medical Reports 

and Patient Advisory Forms 

 

Forms should be reviewed in consideration of end user feedback and experiences. 

Recommendation to adopt strengthen communication about false declarations and driver 

responsibility is strongly indicated as is the promotion of the medicalsitness@rsa.ie email 

for queries on application of the Guidelines.  It is also recommended that support here 

should be heighted to decision makers for extension of the mandatory age for medical 

assessment to be increased beyond 70 years. 
 

4.2   Quotes – Medical Fitness to Drive Assessment - Medical Reports and Patient   

Advisory Forms  

 

Application/Renewal D401 Form 
-  [FORMS] The driving section that you tick, it’s incorrectly phrased like there’s 

double negatives in it, you know (all agree) (Female 8). 

- Is this patient medically fit to drive? group one vehicles only and if you tick two of 
them it comes back to you, I don’t think it’s phrased very well (Female 8). 
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- I would definitely redesign that form. I don’t think it’s phrased well. (Male 7). 

- That would be a good idea (Female 8). 

- The form would be fine if it was written in English, it’s just a disaster, I hope you 
didn’t design it (laugh) it’s just disastrously designed. And that’s the problem, you 
know the question about sign this when you last had a seizure and that just 
confuses (Male 3). 

- An appointment with the neurologist could take anything from 2 to 2 and a half 
years so there’s absolutely no way that someone who is looking for a driving 
licence (Male 7). 

- [suggestion to highlight notice on application renewal form] please note it is an 
offence to make a false declaration and it will invalidate your insurance (Male 1). 

- I think I's like to add my support to that as well because I think sometimes as 
colleagues we actually don’t support one another … because the [patient] doesn’t 
tell you he has epilepsy and in that instance or not he had a CVA and an obvious 
disability … a patient of mine for many years and I wouldn’t give him the licence 
and he went someplace else and he got the licence without being seen or 
examined. He handed in the form and the GP signed it and he came in and put it 
under my nose and left and went to that other doctor and I was very disappointed 
about (Female1) 

- …in that case whoever signed it was criminal (Male 7) 

- it must go around in there head if they’re not your patient and they belong to 
somebody else why did they not sign it, that’s the point I’m trying to make here. 
(Female 1) 

- The one thing about the medical support for life insurance is they ask are you the 
persons – Is this your usual GP (Male 3). 

- …what the hell is a 1, 3, 5 and 1,3,10? Should it not be like, so were certified ten 
years for group one, five years for group two? (Male 7) 

- …you know a hundred per cent proper assessment for group two visual [is 
required] and they get very angry sometimes if you say you’ve to go up to the 
optician …(Female 9) 

- I’ve a suggestion, do you see this booklet, it costs a lot to print and send out but I 
think every GP should be sent a proper [Snellen] chart and with proper guidelines 
of how to set it up in everybody has a standardised thing in their room.(Female 8)  

-  [Re Group 2 Licence] I don’t want to give it up …know you may not be medically 
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fit to be driving a truck maybe, …. It’s not that they’ve ever used it or anything like 
that (Female 1). 

- Were against age limits – absolutely (all) 

- It’s very arbitrary with that [mandatory medical assessment] just on when you hit 
70 like (Male 3) 

- …I feel uncomfortable signing everybody over the age of 75 (Male 1) 

- It depends on how young they feel, some people would be great (Male 7) 

- [Restrictive  licensing] …might be quite useful, that certain drivers can only drive 
within a certain distance or drive in daylight, or stay off motorways or stay on 
motorways that sort of thing (Male 8) 

- … I had to refer a lady to a special neurologist to get an answer to her epilepsy 
…she was okay to drive, fit to drive and then she came back to me and I was able 
to sign it off. … she had had previous seizures over the last 5 years, am I don’t 
know was it covered. And it was just to get a point clarified but then again she 
was out of pocket quite a good deal of money to get that part where it should be 
available through a simple phone call or a contact through the RSA (Male 10). 

- … would say neurology is better than cardiology, you get the answer directly 
(Male 8) 

-   … having a consultant or specialist who is available through the RSA who is at the 
end of a phone and maybe a list of consultants who would be specialists (Male 
10). 

- [patient Advisory] scan it into our files to prove that we gave them the 
notification. That’s good from a patient point of view…[feeling that it left the 
doctor exposed](Male 1) 

- …it in bold letters a warning flagging that "please note that any false declaration 
you make regarding your application will invalidate your licence (Male 1) 

 

5.0 Telling someone to stop driving 

 

Participants indicated that telling someone to stop driving had very negative implications 

for the doctor patient relationship. One participant gave an example whereby a patient 

whom he previously had a “fantastic relationship” was “destroyed” for over two years and 

during which time it was difficult for both the patient and everyone in the practice as he 
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never let the decision rest and “verbalized it so frequently and so determinedly”  

 

5.1 Recommendations -Telling someone to stop driving 

 

Results from the RSA research grant 2016-17 should inform a learning tool for doctors on 

how to approach breaking bad news. This should be communicated across the GP network.  

 

 

5.2 Recommendations -Telling someone to stop driving 

 

- [Patient Advisory/ difficult cases/ORDA] …often they’re angry … angry people who 
have lost their ability to drive safely …people you know very well …, maybe getting 
some dementia often their families assess them independently and it takes the 
heat off of you [...] you really really shouldn’t drive and it’s not safe for you to 
drive … personal safety. … other road users, …(Male 3) 

-  lost the key of independence they’ve no public transport but generally they do 
accept it. And they may have a hard sell but they get around it (Male 3) 

- [...] when the family are on board its great but unfortunately if the person doesn’t 
have a family member living nearby it does cause problems because then they 
depend on neighbor’s etc (Male 3) 

- As a personal experience I had a fantastic relationship with a patient for many 
years and when I actually told him he couldn’t drive it was destroyed the 
relationship for two years but he was, he was still out and he couldn’t see what 
was going on. His wife was delighted obviously with the decision but it was 
extremely difficult, not for just me but for the other doctors in the practice in 
general because he verbalised it so frequently and so determinedly that we did 
something [...](Male 7) 

- …difficult time again because you are trying to play two roles so there was a guy 
in Limerick Tim, I can’t think of his surname (Female 8). 

 

Conclusion 
 

The aim of this research was to understand how to improve the applicability of Sláinte 

agus Tiomáint Medical Fitness to Drive Guidelines for clinical practice in a primary care 

setting and participants through their wide ranging discussions have offered us valuable 
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insight on how to achieve this.  

 

Participants indicated that they had real concerns as doctors about medico legal liability 

relating to medical fitness to drive particularly assessing the impact of medications on 

driving. Therefore the participants indicated that the Guidelines applicability could be 

improved in the area of describing the impact of medications and driving. The participants 

recommended that the RSA/NDLS should launch an education campaign for drivers to  

ensure that they understood that it was the drivers responsibility to drive only when  fit to 

do so, which included monitoring the effects of their medications on their abilities. 

 

Participants indicated that the Guidelines had two roles for them as doctors. One role was 

encyclopedic, that they had an academic report detailing standards including a description 

of the weight of the evidence under which the standard was based. The second role was 

as a quick assessable tool that they could review during a consultation. 

 

When carrying out assessment participants indicated that if the Guidelines gave advice or 

case studies addressing which instances to apply either a 1 or 3 year driver licence this 

would help them with the management of their patients. This was helpful to the doctors 

on two levels, on the first level it would minimize a possible negative impact on the doctor 

patient relationship when it was necessary to apply the minimum one year licence making 

it a standard rather than a personal decision made by the doctor on the patients’ ability or 

safety. On the second level participants concerned felt it would give them better medico 

legal liability protection as it informed a model of best practice.  

 

This research also demonstrated that applicability of the Guidelines could also be 

improved by promoting access to information on Off-Road and On-Road Driving 

Assessment services carried out by OTs and ORDAs.  This type of information would it is 

asserted best improve applicability of the guidelines if it was linked to the quick look up 

tool.  

 

The participants of each of the focus groups in the main were well engaged with the 

processes of medical fitness to drive but there were gaps in their broader knowledge 

about accessing information from the RSA on how to apply the Guidelines through the 

email medicalfitness@rsa.ie. As good communication is key to the delivery and the 

applicability of all projects and in this case the delivery and utility of guidelines it is 

pertinent for the RSA/NDLS with the NPOTM give doctors easy access to communication 

mailto:medicalfitness@rsa.ie
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touch points. This is because with such touch points the doctors will it was indicated by 

the groups feel supported in their role of delivering medical fitness to drive assessments 

in our communities and in this way best improve the applicability of the Guidelines in a 

general practice setting. 


