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What is Traffic Medicine?

• Best-known element is medical certification showing fitness to drive

• However Traffic Medicine embraces all the disciplines, techniques 

and methods aimed at reducing the harm traffic crashes inflict on 

human beings, including;

• Medical and surgical care

• Designing safer vehicles, roads, traffic systems

• Improving driver training and education

• Conducting research into the biomechanics and epidemiology of 

Road Traffic Crashes (RTCs)

• Developing and enforcing traffic safety policies



National Office 
for Traffic 
Medicine

• Established in 2011 as 
a joint initiative by the 
Royal College of 
Physicians of Ireland 
(RCPI) and the Road 
Safety Authority (RSA)

• Our goal is to promote 
safe mobility in Ireland

• Key activities include;
• Sláinte agus Tiomáint 

Medical Fitness to 
Drive Guidelines 

• Education & Outreach
• Research
• Stakeholder 

Collaboration



Sláinte agus Tiomáint Medical Fitness to 
Drive Guidelines



Study Aims
• Ascertain public perceptions of risk in the context of 

key medical conditions 
• Gauge public perception about who is chiefly 

responsible for ensuring that people with conditions 
that may affect their capacity to drive safely are 
actually fit to drive.

• Discover what people think they would do if they 
were advised to stop driving due to a temporary or 
long-term medical condition.  

• Identify if first and/or second-hand experience with 
key medical conditions would have any bearing on 
perceptions and attitudes 



Methods
• Quasi-experimental between groups design
• Snowball (chain-referral) sampling 
• Participants

• Women (342) outnumbered men (170) by 2:1
• Mainly Irish (88%); UK+N.Irl (6%), Other (6%)
• Licensing status:  Group 1 (67%), Group 2 (9%), Learner 

Permit (13%), No licence (10%). 
• Two thirds identified as members of the general public; 

one third involved in healthcare
• doctors (9%), nurses (3%), therapists (1.5%), pharmacists 

(1.5%), care workers (1.5%, medical students (15.8%)
• Online survey (15 questions)



Experience with key medical conditions

Medical Conditions First-hand Experience Second-hand Experience
Diabetes 3.1% 33.5%
Epilepsy 1.8% 9.7%
Stroke 0.6% 15.8%
Fits/blackouts 1.0% 4.3%
Sudden disabling dizziness 0.6% 2.7%
Brain or spinal injury or tumour 1.4% 6.0%
Implanted cardiac defibrillator 0.0% 7.8%
Chronic neurological condition 0.6% 7.6%
Serious memory loss/confusion 0.2% 12.5%
Alcohol misuse/dependence 0.0% 10.7%
Drug misuse/dependence 0.0% 3.7%
Serious psychiatric illness or mental health 
problems 2.7% 8.9%
Sleep apnoea/narcolepsy 2.1% 7.0%
Significant vision loss 0.2% 7.0%
Significant hearing loss 0.4% 9.3%
Severe learning Disability 0.4% 2.5%
Persistent problems with limbs 0.6% 3.3%
No medical condition 87.2% 34.2%



Perceived crash risk for drivers
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Comparing risk estimates by the general 
public and by healthcare workers

• Mean risk estimates for each of the 12 medical conditions compared
• Bonferroni corrected independent sample t-tests
• Statistically significant for 3 conditions

95% Confidence Interval 

Condition t-value Df

Sig.(2-

tailed)

Mean Diff.

Lower Upper Hedges’ g

Effect 

size

Heart -4.17 554 .000 -.41 -.6 -.22 .17 Small

Age 25-69 -4.98 539 .000 -.44 -.62 -.27 .35 Small

Age 70+ -.355 547 .000 -.36 -.56 -.16 .32 Small



Intentions to cease driving
Condition Temporary Long-term

Stop driving immediately 69.8% 56.3%

Get a second opinion 17.3% 33.6%
Drive for a while to see if the condition really 
has any effect on my driving 5.8% 5.2%

Don’t know 4% 3.2%

Look for information on the internet 1.6% 1%

Ignore advice and keep driving 1.4% 0.6%

• Pearson chi-square tests
• No significant difference in intention to stop driving in terms of 

Gender, experience with medical conditions 
• No significant difference in intentions expressed by the general 

public and medical professionals
• ANOVA Tests

• No significant effect of age on intention to stop driving immediately



Who is chiefly responsible for ensuring 
that people are fit to drive?

• Modal responses
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Conclusions
• Good awareness of the relative risks of 

• Alcohol/drug misuse/dependence and fatigue

• Poorer perception of risks associated with conditions that end to have a profound and 

chronic impact on driving capability (e.g. Stroke/Brain Injury, Epilepsy and Diabetes)

• Age-related bias in risk estimates

• Greatest risk associated with drivers aged 70 and over however greatest statistical risk 

is for drivers aged 17-24

• Intentions to cease driving

• Most would cease driving on medical advice or seek a 2nd opinion.  

• Very few would ignore medical advice.

• Divided opinions about who is responsible for ensuring driver fitness

• Medical professionals responsible for impairments associated with medical conditions

• Driver responsible where impairments associated with age or conditions over which they 

can have some control e.g. alcohol/drugs, fatigue.



Conclusions

• Strengths
• Increases understanding of public awareness and perceptions of 

the impact of medical conditions on driving and their willingness 
to adhere to medical advice about fitness to drive

• Addresses important range of conditions including chronic physical 
conditions, substance use/misuse and age.

• Findings will help us to tailor our approach when developing 
education courses for medical professionals and for the general 
public

• Limitations
• Sample was not entirely representative of the population

• Gender imbalance – common in survey-based research
• Relatively high proportion were involved in healthcare – an 

artefact of the snowball sampling recruitment technique.



Useful resources

• National Office for Traffic Medicine website; 

https://www.rcpi.ie/traffic-medicine/

• Follow us on Twitter:           RCPI_TrafficMed

• RSA Medical Issues http://www.rsa.ie/RSA/Licensed-Drivers/Safe-

driving/Medical-Issues/

• Sláinte agus Tiomáint Medical Fitness to Drive Guidelines 7th Ed. 2018 

http://www.rsa.ie/Documents/Licensed%20Drivers/Medical_Issues/S

la%CC%81inte%20agus%20Tioma%CC%81int%202018.pdf

• National Driver Licence Service https://www.ndls.ie/#

https://www.rcpi.ie/traffic-medicine/
http://www.rsa.ie/RSA/Licensed-Drivers/Safe-driving/Medical-Issues/
http://www.rsa.ie/Documents/Licensed%20Drivers/Medical_Issues/Sla%CC%81inte%20agus%20Tioma%CC%81int%202018.pdf
https://www.ndls.ie/
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