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Progressive engagement with EU-wide MFTD
2006: General
2009: Diabetes, vision, epilepsy
2014: Obstructive sleep apnoea
2016: Cardiology

No apparent harmonization between 
50 states

(Lococo et al, 2017)
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Irish MFTD Timeline
• 2009 Directive the key catalyst – DM, vision, epilepsy

• 2013 National Office for Traffic Medicine
• Critical success factors:

1. Enabling framework 
2. Inclusive – over 30 disciplines
3. Shared responsibilities – driver, doctor, licensing
4. Evidence based to greatest extent possible
5. Strong educational emphasis
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1. Enabling
• Supports mobility

• Reduces injury and death
– Directly 
• Sleep Apnoea, ADHD, Dementia, Cataracts..

– Indirectly 
• Driving cessation associated increased injury/death 

vulnerable road user
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I t Cannot Be Al l about Safety: The Benef its
of Prolonged Mobi l i ty

JENNIFER OXLEY and MICHELLE WHELAN
Accident Research Centre, Monash University, Melbourne, Australia

Objectives. While there is much emphasis on managing the safety of older road users, there is limited understanding and
recognition of the significance of mobility and transportation needs, mobility changes in later life, and the impact of reduced
mobility on quality of life. Moreover, there is little information about the measures that can be taken to increase or at least
maintain mobility in older age.

Method. A systematic literature review was undertaken to address the issues associated with the transportation and
mobility needs of older road users. Articles and publications were selected for relevance and research strength and strategies
and measures aimed to manage the safe mobility of older road users were reviewed.

Results and Discussion. The review provides clear evidence that, for older adults who cease driving, quality of life is
reduced and that there are a number of adverse consequences of poor mobility. The misconceptions regarding the risks that
older drivers pose on the road and how their safe mobility should be managed are discussed, particularly the implications
of current licensing procedures on mobility. Evidence is also presented showing there are subgroups of older adults who
are more likely to suffer more pronounced mobility consequences including women and financially disadvantaged groups.
Moreover, “best-practice” strategies for maintaining at least some level of mobility for older adults are highlighted in four
broad categories: safer road users, safer vehicles, safer roads and infrastructure, and provision of new and innovative
alternative transport options that are specifically tailored to older adults.

Conclusions. Provision of safe travel options that allow easy access to services and amenities is a vital factor in maintaining
mobility amongst older road users. An understanding that continued mobility means access to a private vehicle, either as
a driver (for as long as possible as it is safe to drive) or as a passenger, and easy and practical access to other forms of
transport is essential in the management of health, well-being, and the safe mobility of older road users.

Keywords Older; Safety; Mobility; Transport; Quality of Life; Counter Measure

INTRODUCTION

Mobility is essential for general independence as well as
ensuring good health and quality of life (generally considered
to include dimensions such as physical health, psychological
well-being, social networks and support, and life satisfaction
and morale) by virtue of enabling continued access to essential
services, activities, and other people.

In its narrowest sense, mobility may be defined as the ability
to travel (Giuliano, Hu, and Lee, 2003); however, recent liter-
ature stresses that mobility should encompass more than travel
alone. For example, Suen and Sen (2004) argue that mobility
is being able to travel where and when a person wants, being
informed about travel options, knowing how to use them, being
able to use them, and having the means to pay for them—with
the private vehicle coming closest to providing full mobility.

Received 11 July 2007; accepted 2 October 2007.
Address correspondence to Jennifer Oxley, Building 70, Wellington Road,

Monash University, Victoria, 3800, Australia. E-mail: Jennie.Oxley@muarc.
monash.edu.au

Metz (2000) extended the notion of mobility even further to
encompass the following elements:

1. Travel to achieve access to desired people/places;
2. Psychological benefits of movement, “getting out and about”

(closely associated with feelings of independence and
self-esteem);

3. Exercise benefits (muscle and bone strength, cardiovascular
improvements, and overall health);

4. Social involvement in the local community (associated with
reduced mortality); and

5. Potential travel (knowing that a trip could be made even if
not actually made; e.g., in an emergency.

Quality of life is a concept that is closely linked with mobil-
ity, and transportation (for many this means use of the private
car) plays a major role in achieving a high quality of life level.
Banister and Bowling (2004) argued that the ability to engage
in social activities, to interact in a neighborhood with good
facilities, and to feel safe in one’s neighborhood are heavily
influenced by transport. They found that where there were
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2. Inclusive - Working Group
• Over 30 medical disciplines
• Nursing, occupational therapy, psychology, 

pharmacy, physiotherapy
• Patient advocacy
• Driver licensing, police, department of 

transport

• Director, Programme Manager, Programme
Coordinator
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3. Shared responsibilities
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Raising public awareness MFTD
• Alcohol
• Diabetes
• Cardiac Conditions
• Epilepsy
• Obstructive Sleep Apnoea
• Emergency Department
• Stroke
• ADHD
• ….
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Annual literature review
Annual external overview

4. Evidence-based
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Sources
• Evidence-based literature

– Laberge-Nadeau, Trucks and Diabetes, Diabetes Care, 2000;23:612-7

• Existing guidelines
– Austroads, CMA, DVLA, AMVA: FMCSA for Group 2

• Consensus statements
– American Diabetic Association, 2013

• ‘Grey’ literature
– TRB, AMA
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Impact of New Guidelines and Educational Program
on Awareness of Medical Fitness to Drive Among General
Practitioners in Ireland
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Objective: To investigate changes in attitudes, resources, and practices of general practitioners (GPs) toward evaluating medical fitness
to drive (MFTD) following the publication of national guidelines and an extensive educational programme in traffic medicine.10

Method: Postal questionnaire survey to GPs (n = 1,000) in November 2013.
Results: The final response rate was 46%. GPs are confident (57%) or very confident (14%) in assessing MFTD. There is a high

awareness of the new Irish guidelines, with 86% of GPs using them for assistance in assessing MFTD. GPs are divided as to whether

Q1

GPs (49%) or practitioners specially trained to assess MFTD (44%) should be primarily responsible for assessing MFTD. GPs
expressed interest in traffic medicine educational programs, most notably a resource pack for CME Small Group learning (87%),

Q2 MFTD software (71%), and an online moodle (68%). Many (68%) remain concerned about their liability in regard to MFTD
assessments.

15

Conclusion: Irish GPs are confident in assessing MFTD and show a high level of awareness of the new guidelines. There is a clear
interest among GPs in further educational supports and training in traffic medicine, particularly MFTD assessments.

Keywords: medical fitness to drive, guidelines, general practitioners, education programmes, safety, assessment20

Introduction

The routine implementation of medical fitness to drive
(MFTD) guidelines has been associated with a 45% reduction
in crashes among drivers with medical conditions relevant to
driving (Redelmeier et al. 2012). In most jurisdictions, deci-25
sions regarding MFTD are made by family physicians or gen-
eral practitioners (GPs). These decisions are usually based on
available MFTD guidelines (Table 1) that set out standards for
common medical conditions such as diabetes, epilepsy, cardi-
ology, vision, and sleep apnoea. Though the European Union30
has to a degree harmonized standards by setting minimum di-
rectives (Commission Directive 2006/126/EC; 2009/113/EC;
2014/85/EU) applicable to all countries in the European
Union, there are still lacunas among the provisions set by
member states and, at present, there are no globally universal35
guidelines, giving rise to possible varying standards across ju-
risdictions. However, in general, all MFTD guidelines set out

Managing Editor David Viano oversaw the review of this article
Address correspondence to Professor Desmond O’Neill, National
Programme Office for Traffic Medicine, Royal College of Physi-
cians of Ireland, 19 South Frederick Street, Dublin 2, Ireland.
E-mail: directortrafficmedicine@rcpi.ie

to be as sensitive and responsive as possible to the modest but
growing evidence base for MFTD (Beran 2013).

A common motif throughout the literature is that often 40
GPs are not aware of the standards set out in their national
guidelines and, as a result, frequently report a lack of confi-
dence when assessing MFTD (Jang et al. 2007; Lipski 2002;
Marshall and Gilbert 1999; Ménard et al. 2006; Molnar at al.
2005). A study in 1996 of GPs referring patients to syncope 45
clinics showed them to be unclear about their responsibilities:
only 13% of syncope patients were questioned on their driv-
ing by their doctor (MacMahon et al. 1996). A study in 1999
in Northern Ireland also demonstrated low awareness; of 50
GPs (2%), one doctor was aware of the availability of the UK 50
Driver & Vehicle Licensing Agency (DVLA) guidelines, 14%
(7) could not answer the question, and the remaining 84% (42)
gave a range of responses, including contacting the police and
the British National Formulary (Kelly et al. 1999). Nearly 25%
of the 1,000 Canadian physicians in another survey were not 55
aware of the Canadian Medical Association handbook Deter-
mining Medical Fitness to Drive: A Guide for Physicians (Jang
et al. 2007). Despite 70% of hospital doctors in an Australian
study acknowledging that they had received the Australian
national guidelines, in general they displayed poor knowledge 60
of their content (Shanahan et al. 2007). This is in agreement
with another Australian study that showed that 38% of GPs
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Summary

Background: Medical illnesses are associated with a
modest increase in crash risk, although many
individuals with acute or chronic conditions may
remain safe to drive, or pose only temporary
risks. Despite the extensive use of national guide-
lines about driving with medical illness, the qual-
ity of these guidelines has not been formally
appraised.
Aim: To systematically evaluate the quality of se-
lected national guidelines about driving with med-
ical illness.
Design: A literature search of bibliographic data-
bases and Internet resources was conducted to iden-
tify the guidelines, each of which was formally
appraised.

Methods: Eighteen physicians or researchers from
Canada, Australia, Ireland, USA and UK appraised
nine national guidelines, applying the Appraisal of
Guidelines for Research and Evaluation (AGREE II)
instrument.
Results: Relative strengths were found in AGREE II
scores for the domains of scope and purpose, stake-
holder involvement and clarity of presentation.
However, all guidelines were given low ratings on
rigour of development, applicability and documen-
tation of editorial independence. Overall quality
ratings ranged from 2.25 to 5.00 out of 7.00, with
modifications recommended for 7 of the guidelines.
Intra-class coefficients demonstrated fair to excellent
appraiser agreement (0.57–0.79).

! The Author 2015. Published by Oxford University Press on behalf of the Association of Physicians.
All rights reserved. For Permissions, please email: journals.permissions@oup.com Page 1 of 11
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Research paper

The older motorcyclist

D. Fitzpatrick c, D. O’Neill a,b,*
a Centre for Ageing, Neuroscience and the Humanities, Trinity College, Dublin, Ireland
b National Programme Office for Traffic Medicine, Royal College of Physicians, Dublin, Ireland
c Age-related health care, William Stokes unit, Tallaght hospital, D24  NR0A, Dublin, Ireland

Key points

! Motorcyclists are getting older and the nature of

motorcycling is changing: for many, especially older

riders, it is primarily a leisure pursuit.

! There has been a disproportionate rise in injuries and

fatalities involving older motorcyclists.

! Injuries in older motorcyclists are more severe and

fatalities are more common.

! The increased injury severity in older motorcyclists may

be related to the presence of comorbidities and

decreased physiologic reserve.

! An increasing proportion of older motorcyclists are

returning riders with powerful motorcycles whose

riding skill has likely depreciated over time.

1. Introduction

In an ageing world with an increasing proportion of older
drivers, the ageing motorcyclist has received less attention.
Motorcycles represent a very small proportion of the total number
of licensed vehicles (3% in the USA [1]) but are vulnerable road
users and consistently over-represented in road fatality and injury
statistics [1]. In the USA, the fatality rate per mile travelled is
30 times greater for motorcyclists than for car occupants [1]. In
2014, motorcyclist fatalities in the UK were 35 times greater than
those of private car drivers and passengers per mile travelled [2]. In
most developed countries, the proportion of fatalities and injuries
involving older motorcyclists appears to be increasing [3–6],
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A B S T R A C T

Background: Motorcyclists are vulnerable road users and are over represented in road fatality and injury
statistics. We aimed to explore the trend of ageing motorcyclists, factors in older motorcyclist collisions
and injury severity and fatality rates in older motorcyclists.
Methods: We performed a literature review of the subject using TRID, Cochrane Injuries, Medline and
CINAHL.
Results: Internationally, there has been a disproportionate rise in injuries and fatalities involving older
motorcyclists. Older motorcyclists are more likely to be admitted to hospital, have more severe injuries,
require intensive care, have a longer length of stay and suffer more complications. Head and thoracic
injuries are more common and injuries at all sites are more severe in older adults. Comorbidities and
reduced physiologic reserve predispose older motorcyclists to higher mortality and more severe injuries.
Older motorcyclists are more likely to ride motorcycles with larger capacity engines. They are more
likely to crash on higher speed roadways and in rural areas. An increasing proportion of older
motorcyclists are returning riders whose riding skill has likely depreciated over time but are riding on
powerful machines.
Conclusions: Motorcyclists are getting older. The nature of motorcycling is changing and for many,
especially older riders, it is primarily a leisure pursuit. In general, older motorcyclists are safer riders but
in recent years, there has been an inordinate rise in fatalities and injuries affecting older motorcyclists.
Training and safety initiatives for older motorcyclists and returning riders may be effective in reducing
injuries and fatalities.

! 2016 Elsevier Masson SAS and European Union Geriatric Medicine Society. All rights reserved.
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Research paper

Is driver licensing restriction for age-related medical conditions an
effective mechanism to improve driver safety without unduly
impairing mobility?

C. O’Byrne a, A. Naughton a, D. O’Neill a,b,*
a School of Medicine, Trinity College Dublin, Dublin, Ireland
b Trinity College Dublin, and National Programme Office for Traffic Medicine, Dublin, Ireland

1. Introduction

While medical conditions have been recognised as having a
modest role in road traffic accidents [1] when compared to factors
such as wearing a seatbelt and speeding [2], it is increasingly clear
that clinicians and driver licencing agencies need to develop
strategies for supporting safe mobility for individual drivers with
age-related disease and disability [3]. Older drivers as a group
present no increased risk to road users in general but are more
likely to present with conditions which may impact on fitness to
drive [4]. Significant potential exists for support and remediation
of fitness to drive through general rehabilitation and fitness
training [5], as well as more disease specific intervention with

conditions such as cataracts [6], sleep apnoea [7], arthritis [8], and
stroke [9]. A further strategy that has been proposed as a method of
reducing the number of crashes associated with medical condi-
tions is restricted licensing. There is a significant literature on the
use of restrictions for alcohol misuse and dependence but not yet
for physical and cognitive disabilities which increase with age and
which may affect fitness to drive.

One of the main advocacy organizations for older people in the
USA, the AARP, has advocated adoption of restricted licencing for
over 20 years, defining it as ‘‘a driver’s license that for one reason or
another has a restriction attached to it. To operate a motor vehicle,
holders of such a license must meet some special requirement or
must restrict their driving practices in some well-specified
fashion’’ [10]. On a preliminary literature review, we found that
there were discrepancies among various authors as to the
definition of restricted licensing. Therefore, we conducted a review
on how the term restrictive licensing is defined in the literature for
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A B S T R A C T

Background: While medical conditions have been recognised as a minor contributing factor to road traffic
crashes, clinicians and driver licencing agencies need mechanisms for promoting safe mobility for those
with age-related illnesses which can impact on driving safety. Restrictive licensing has been proposed as
a possible intervention for decreasing the risk of crashes associated with medical crashes, whilst not
unduly affecting patient mobility.
Objective: To analyse how the term ‘‘restrictive licensing’’ is defined in the literature, and to determine
the effectiveness of this mechanism in improving driver safety.
Design: A systematic literature review.
Methods: A search of the Medline and TRID databases.
Results: Restrictive licensing is most commonly defined as a geographical, time of day or speed restriction
placed on the driver. Personal and vehicle modifications are considered by some to also be a form of
restrictive licensing. Existing studies are supportive of the efficacy of restrictive licensing programs, with
reduced crash rates for drivers carrying restricted licences compared to controls.
Conclusion: Restrictive licensing has been shown to be an effective mechanism of increasing driver safety
without unduly impacting driver mobility. It has significant potential to have a positive impact on the
ability of those with medical conditions to drive safely. Further research is needed to determine the
optimum format and policies for advising driver restrictions for age-related disease and disability.

! 2015 Elsevier Masson SAS and European Union Geriatric Medicine Society. All rights reserved.
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5. Education
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Outcome
• Context
– Comprehensive high-quality guidelines, shared 

responsibility, driver itemized self-declaration, 
legal precedent, vibrant education programme

• Process
– Driver’s own doctor
– Low threshold second opinion/other expertise
– Evolving on-road driver assessment processes
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Objective: To investigate changes in attitudes, resources, and practices of general practitioners (GPs) toward evaluating medical fitness
to drive (MFTD) following the publication of national guidelines and an extensive educational programme in traffic medicine.10

Method: Postal questionnaire survey to GPs (n = 1,000) in November 2013.
Results: The final response rate was 46%. GPs are confident (57%) or very confident (14%) in assessing MFTD. There is a high

awareness of the new Irish guidelines, with 86% of GPs using them for assistance in assessing MFTD. GPs are divided as to whether

Q1

GPs (49%) or practitioners specially trained to assess MFTD (44%) should be primarily responsible for assessing MFTD. GPs
expressed interest in traffic medicine educational programs, most notably a resource pack for CME Small Group learning (87%),

Q2 MFTD software (71%), and an online moodle (68%). Many (68%) remain concerned about their liability in regard to MFTD
assessments.

15

Conclusion: Irish GPs are confident in assessing MFTD and show a high level of awareness of the new guidelines. There is a clear
interest among GPs in further educational supports and training in traffic medicine, particularly MFTD assessments.

Keywords: medical fitness to drive, guidelines, general practitioners, education programmes, safety, assessment20

Introduction

The routine implementation of medical fitness to drive
(MFTD) guidelines has been associated with a 45% reduction
in crashes among drivers with medical conditions relevant to
driving (Redelmeier et al. 2012). In most jurisdictions, deci-25
sions regarding MFTD are made by family physicians or gen-
eral practitioners (GPs). These decisions are usually based on
available MFTD guidelines (Table 1) that set out standards for
common medical conditions such as diabetes, epilepsy, cardi-
ology, vision, and sleep apnoea. Though the European Union30
has to a degree harmonized standards by setting minimum di-
rectives (Commission Directive 2006/126/EC; 2009/113/EC;
2014/85/EU) applicable to all countries in the European
Union, there are still lacunas among the provisions set by
member states and, at present, there are no globally universal35
guidelines, giving rise to possible varying standards across ju-
risdictions. However, in general, all MFTD guidelines set out
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to be as sensitive and responsive as possible to the modest but
growing evidence base for MFTD (Beran 2013).

A common motif throughout the literature is that often 40
GPs are not aware of the standards set out in their national
guidelines and, as a result, frequently report a lack of confi-
dence when assessing MFTD (Jang et al. 2007; Lipski 2002;
Marshall and Gilbert 1999; Ménard et al. 2006; Molnar at al.
2005). A study in 1996 of GPs referring patients to syncope 45
clinics showed them to be unclear about their responsibilities:
only 13% of syncope patients were questioned on their driv-
ing by their doctor (MacMahon et al. 1996). A study in 1999
in Northern Ireland also demonstrated low awareness; of 50
GPs (2%), one doctor was aware of the availability of the UK 50
Driver & Vehicle Licensing Agency (DVLA) guidelines, 14%
(7) could not answer the question, and the remaining 84% (42)
gave a range of responses, including contacting the police and
the British National Formulary (Kelly et al. 1999). Nearly 25%
of the 1,000 Canadian physicians in another survey were not 55
aware of the Canadian Medical Association handbook Deter-
mining Medical Fitness to Drive: A Guide for Physicians (Jang
et al. 2007). Despite 70% of hospital doctors in an Australian
study acknowledging that they had received the Australian
national guidelines, in general they displayed poor knowledge 60
of their content (Shanahan et al. 2007). This is in agreement
with another Australian study that showed that 38% of GPs
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