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Diabetes, hypoglycaemia and driving 
CAITrIoNA ColeMAN, DIABETES NURSE SPECIALIST IN PRIMARY CARE, 
PRIMARY CARE DEVELOPMENT UNIT HSE NWA

Introduction 
The incidence of diabetes mellitus is rising with estimations of 
more than 346 million people worldwide aff ected.1It is estimated 
that 193,944 people in the Republic of Ireland, or 5.6 % of the 
population, have diabetes.2

All patients with Type 1 diabetes mellitus, and up to 50% of 
patients with Type 2 diabetes mellitus, require insulin treatment 
for the management of their condition. Many patients with 
Type 2 diabetes are also prescribed oral medication such as 
sulphonylureas’. 

Both insulin therapy and sulphonylurea medications have the 
potential for hypoglycaemia occurrence. Hypoglycaemia can 
have serious consequences if it occurs while driving. The majority 
of adult patients with diabetes mellitus are drivers.

Hypoglycaemia 
Hypoglycaemia is a common acute complication in patients 
with diabetes.3,4 It is defi ned as a low blood glucose level of 
<3.9mmol/L.5 It is the most common diabetes short-term adverse 
event associated with insulin and sulphonylurea medications. 
The publication of the Diabetes Control and Complications Trial 
(DCCT)6 and the United Kingdom Prospective Diabetes Study 
(UKPDS)7 research trials in type 1 and type 2 diabetes mellitus 
demonstrated that good glycaemic control reduced the risk of 
long term diabetes complications. However as a result of tighter 
glycaemic control, the risk of hypoglycaemia is increased. This 
risk increases once insulin/sulphonylurea medication is com-
menced and with the duration of diabetes. 

The brain depends on a constant supply of glucose for its 
activity because it is unable to store or synthesise glucose. Initial 

symptoms of hypoglycaemia include weakness, pallor and 
sweating, although symptoms can vary between individuals and 
hypoglycaemic episodes. Moderate to severe hypoglycaemic 
symptoms include diffi  culty concentrating, confusion and visual 
disturbances. This is associated with cognitive impairment that 
aff ects the person’s ability to self manage and function normally 
during a hypoglycaemic episode. 

The inability to recognise symptoms and manage low blood 
glucose can have serious consequences for a person with 
diabetes. Hypoglycaemia unawareness is observed in 19.5% – 
25% of adults with Type 1 diabetes and 8% of adults with Type 2 
diabetes rising to 50% of patients after 20-30 years duration.8,9 It is 
more common in people with excessive determination to achieve 
strict glycaemic control. Strategies to regain hypoglycaemia 
awareness should be discussed at diabetes clinic reviews. 

Safe driving guidelines 
Drivers with diabetes should have an awareness of hypoglycae-
mia. Ideally they should plan their journeys before driving. Blood 
glucose meter and test strips should always be carried in the car 
with them. They are advised not to drive if their blood glucose 
level is <4.0mmol/L or if they feel hypoglycaemic symptoms. A 
snack should be taken if the blood glucose is <5.0mmol/L before 
driving. They should have a supply of fast acting carbohydrate 
within easy access in the vehicle. (It is important to ensure that 
family members or any other car users are aware that this is for 
their emergency use). They should carry personnel diabetes 
identifi cation. They should take regular meals, snacks and rests 
on long journeys and ensure that they test their blood glucose 
every two hours while driving. 
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Hypoglycaemia management while driving
Should the patient with diabetes experience hypoglycaemia 
while driving, they should:
•	 Stop the vehicle as soon as possible, pull over and park safely
•	 Switch off  the engine, remove the keys from the ignition and 

move to the passenger seat
•	 Treat the hypoglycaemia with appropriate fast acting glucose 

such as 3-4 dextrose sweets or 100mls Lucozade or 150mls of 
non-diet sugary drink

•	 Retest blood glucose after 10 minutes
•	 Repeat these 2 steps if necessary until blood glucose is > 

4.0mmol/l
•	 A carbohydrate snack or meal may be required to maintain 

blood glucose levels. 
Patients should not start driving until 45 minutes after blood 

glucose has returned to normal as it takes this time duration for 
the brain to recover fully from hypoglycaemia. 

Patient responsibilities 
Patients should be advised that drivers in certain categories need 
to inform the National Driving Licence Service (NDLS) of his/her 
diabetes.

Group 1 Drivers: i.e. drivers of motorcycles, cars and tractors 
(with or without trailer).
•	 Patients with any form of diabetes treated with insulin;
•	 Patients on medication with potential for hypoglycaemia 

and who have had more than one episode of hypoglycaemia 
requiring the assistance of another person within the 
preceding 12 months

•	 Temporary insulin treatment if continues for more than 3 
months.
1-3 year licence issued

Group 2 Drivers: i.e. drivers of trucks and buses (with or 
without trailer).

Any diabetes patient may apply for a Group 2 licence

•	 Must meet more stringent criteria
•	 Insulin treated (regular or temporary), or sulphonylureas

1 year licence issued
The vehicles in Group 2 are regarded as higher-risk vehicles 

which require a higher standard of physical and mental fi tness on 
the part of the driver.

Healthcare professional responsibilities 
The Road Safety Authority Medical Fitness to Drive Guidelines for 
Group 1 and Group 2 drivers changed in 2014.10 According to this 
guideline, it is the responsibility of the health care professional:
•	 To assess the person’s medical fi tness to drive based on the 

current ‘Slainte agus Tiomaint’ medical standards
•	 To advise the person regarding the impact of their medical 

condition on their ability to drive and recommend restrictions 
and ongoing monitoring as required

•	 To advise the person of their responsibility to report their 
condition to the Driving Licensing Authority if their long term 
illness may aff ect their ability to drive

•	 To treat, monitor and manage the person’s condition with on-
going consideration of their fi tness to drive

•	 To report to the Driving Licensing Authority regarding a 
person’s fi tness to drive in the exceptional circumstances 
where there is a risk to the public and the driver cannot or will 
not cease to drive.

driving and diabetes audit
Prior to introduction of the new driving guidelines it was decided 
to conduct a regional audit to measure the level of knowledge 
that patients have regarding the new driving regulations and 
their knowledge of the management of hypoglycaemia if driv-
ing. This was to form a baseline assessment prior to developing 
a concise, user-friendly information leafl et around diabetes and 
driving. 

A detailed data collection tool was designed and completed 
by 413 people with diabetes. 74% of people surveyed stated 
that they were aware of the driving guidelines, with 62% having 
informed the licensing authorities of their condition. When asked 
specifi cally about hypoglycaemia and driving the responses were 
surprisingly high with 77% of respondents admitting episodes. 

Have you experienced a hypo event while driving (Graph 1)

18%

77%

5%

yes
no
n/r

Graph 1: Experienced a hypo event while driving 
Source: Driving and Diabetes, Clinical Audit on the Patient’s Experience’. 
Clinical Nurses Specialists – diabetes, Saolta group, November 2014.
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How would you classify your warning signs of hypoglycaemia 
(Graph 2)

Surprisingly, only 51% of patients admitted carrying diabetes 
identification. 

As a result of this audit an educational leaflet and key ring was 
produced. The printing of these was supported by an educational 
grant from Astra Zeneca. The leaflet and key rings have been well 
received and widely distributed nationally. 

Conclusion 
In conclusion, studies show that people with diabetes are no 
less safe than any other group of the population.11 In a review of 
evidence for the European working group on diabetes mellitus 
and driving12 it was found that any differences in the risk of ac-
cidents were small compared with the differences in risk seen in 
the general population. Those of concern are a small group of 
people who are experiencing recurrent severe hypoglycaemia or 
who have lost hypoglycaemic awareness13. It is the responsibility 
of all health care professionals to educate people with diabetes at 
risk of hypoglycaemia. It is equally the responsibility of all people 
with diabetes at risk of hypoglycaemia to drive safely and reduce 
the risk of accident to themselves and all road users. 
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Graph 2: How would you classify your warning signs of 
hypoglycaemia
Source: Driving and Diabetes, Clinical Audit on the Patient’s Experience’.  
Clinical Nurses Specialists – diabetes, Saolta group, November 2014.


