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Driving and the doctor: awareness of current
driving regulations for cardiovascular
conditions amongst doctors and nurses

JOSEPH DE BONO, LUCY HUDSMITH, GRANT HEATLIE

Abstract

any common cardiovascular conditions preclude
M patients from driving for a period of time.

These regulations often affect previously fit
people and may have far-reaching consequences for an
individual. The doctors caring for these patients are
responsible for informing them of any relevant driving
restrictions. We present a survey of general physicians’
and cardiac specialist nurses’ understanding of the
current Driver and Vehicle Licensing Authority (DVLA)
regulations. Overall, there is a limited knowledge of
driving regulations among physicians as a group (36%
correct responses). In contrast to their poor knowlaedge
with respect to cardiovascular conditions (30% correct),
a far higher proportion of physicians knew wkien a
patient could return to driving following an epileptic
seizure (76%, p<0.001). Consultants fared batter than
their junior colleagues, with 41% of questiens
answered correctly; specialist cardigc\sitivses had a
correct response rate of 57% for-cardiac events. Most of
the wrong responses overestimated the gdurgtion of/the
restrictions, suggesting a colyservativesattitude to
advice offered.

Key words: automobile driving, dardiovasculaf diseases,
transient ischaemic attack, seizuresi¢linicalmutse
specialists.
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Introduction
Death and disability arising from road traffic accidents are a
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major concern to society. A wide range of common cardiovas-
cular conditions may impair an individual's ability to drive a
motor car. Patients are required to stop driving following cer-
tain acute medical events. In the UK the Driver and Vehicle
Licensing Authority (DVLA) is responsible for granting driving
licences ang=r€yiewing them in the light of illness. Detailed
advice_is\available to medical practitioners, describing regula-
tiongforpatients{with specificgedical conditions. This infor-
matiQrng reguiarly Wwdateg arid il is widely available in print or
warhthe DVIANebSite (Whwwgdila.gov.uk).” It is the responsibili-
Iy of theBhysicians &afiagYor patients to inform them of any
drivinguresirictions

Failwe to fallowwtihese recommendations has many implica-
tionsMputting Petiestrians, other drivers and the patient them-
selves ataiskNnsurance cover may be invalid even if the patient
5 unawale of the recommendations. Doctors may be held
responsible if appropriate advice is not given: they need to be
wellacquainted with the DVLA advice for the common condi-
tiphs that they are likely to see.?® Patients who have previously
been fit and well and who depend on driving for their liveli-
hood may be particularly affected by these restrictions.

We carried out a questionnaire-based survey to assess doc-
tors’ and nurses’ knowledge of current driving regulations.

Method

In November and December 2002, structured forced multiple
choice questionnaires were distributed to physicians in general
medical specialities, including cardiologists, and to nurses with
an interest in cardiovascular medicine (specialist cardiac nurses
and those working on Coronary Care Units or specialist cardi-
ology wards). The doctors and nurses worked at three large
NHS Trusts (two large District General Hospitals in Reading and
Norwich, and a teaching hospital with a large general medical
take — The City Hospital, Nottingham). The questionnaires were
anonymous but were completed in the presence of one of the
investigators.

Participants were asked when a patient could resume dri-
ving a domestic car following six common cardiac events: ST
segment elevation myocardial infarction (STEMI), troponin-
positive (high-risk) acute coronary syndromes (ACS), troponin-
negative (low-risk) ACS, unexplained loss of consciousness,
implantation of a permanent pacemaker; and following
coronary angioplasty (PTCA). Permitted answers were: at dis-
charge, one week, four weeks, six weeks, one year or never.
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Table 1.

Awareness among doctors and nurses of current driving regulations for patients following admission to hospital

Earliest time at which patient can resume driving

Medical condition At discharge 1 week
Acute STEMI D 0.8% 1.5%
(4 weeks) N 0% 0%
ACS troponin-positive D 6.9% 7.7%
(4 weeks) N 3.4% 3.4%
ACS troponin-negative D 40% 25%
(At discharge) N A1 % 41%
Unexplained LOC D 12% 5.4%
(6 months) N 3.4% 10%
Pacemaker insertion D 13% 24%
(1 week) N 6.9% 52%
Angioplasty and stent D 5.4% 22%
(1 week) N 3.4% 62%
Transient ischaemic attack D 17% 11%
(4 weeks)

First epileptic seizure D 1.5% 0.8%
(1 year)

Correct minimal duration of driving limitation is shown in italics.

4 weeks 6 weeks 6 months 1 year Never
37% 55% 4.6% 0.8% 0%
90% 10% 0% 0% 0%
39% 43% 1.5% 0.7% 0%
82% 10% 0% 0% 0%
14% 17% 0.7% 0% 0.7%
17% 0% 0% 0% 0%
17% 10% 18% 33% 3.1%
10% 0% 17% 34% 10%
25% 24% 7.7% 2.3% 2.3%
24% 17% 0% 0% 0%
35% 32% 5.4% 0% 0.8%
21% 46 0% 0% 0%
28% 22% 13% 6.1% 0.8%
E A 3.80% F5N 76% 3.8%

Key: ACS = acute coronary syndrome; LOC = loss of consciousness; N sgurse fesponses (%2 1),\D = doct®¢ réspanses (n=130); STEMI = ST segment elevation myocardial
infarction; TIA = transient ischaemic attack. Blank responses not includedq table. Cardiac nuteés werg/nothasked about TIA or epileptic type seizure.

Physicians were also asked when a patientCould rasunie
driving after a transient ischaemic attacl (WA)»and a-fixstepilep-
tic-type seizure.

Statistical comparisons were masee using #i€Yy\fest.

Results

Questionnaires were completed by7130/doctord (3§ Consul-
tants, 22 specialist registrars (SpR)N3Y seniqf fqlse officers
(SHOs), 20 pre-registration house officers (PRH@sVand 10 staff
grades), and by 29 specialist nurseg )Cwerall, physicians
answered correctly only 36% of thé time. Consultants per-
formed significantly better than tidelr_jwior colleagues (41%
vs. 33%, p=0.01).

There was wide variation in the level of knowledge for the
various conditions (table 1). All grades of doctors had a far bet-
ter awareness of the driving regulations following a first epilep-
tic-type seizure (minimum one year ban from driving), with
76% answering correctly (p<0.001). However, a small but sig-
nificant proportion (5%) thought such a patient could return to
driving within a month of discharge. In contrast, only 18%
knew that a patient could not start driving until six months
after an otherwise unexplained loss of conciousness (LOC).

Knowledge was more consistent concerning advice for
patients with acute coronary syndromes (ACS) and myocardial
infarction (MI). Only 37% were aware that a patient should
stop driving for four weeks following an MI, although 92%
gave nearly the correct answer, suggesting a ban from driving
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fgr-gither four or six weeks. Results were similar for patients
With troponin-positive ACS, who are also prevented from dri-
ving for four weeks. In this case 39% of respondents were
totally correct and 82% answered four or six weeks. A higher
proportion knew that patients could return to driving straight
away after a troponin-negative ACS, but the results were
more disparate: more than one third of respondents said that
the patient would not be permitted to drive for at least four
weeks.

The awareness of driving regulations for common cardiac
conditions among nurses working in specialist cardiac areas
was much greater (overall 57% correct, p=0.01). Among these
nurses, 90% knew exactly when a patient could return to dri-
ving following a myocardial infarction, and 82% for patients
with a troponin-positive ACS. Even when they were wrong,
their responses were very close to being correct. The only
exception was for unexplained LOC, where the nurses per-
formed as badly as the doctors.

Doctors had a particularly poor knowledge of when a
patient was permitted to drive following pacemaker insertion
(24% correct) or PTCA (22% correct). Indeed, 12% thought
pacemaker insertion precluded a patient from driving for at
least six months and nearly three quarters responded that
patients should not drive for at least four weeks after PTCA.
Again, specialist nurses performed better, with more than half
providing the correct answers.

The question relating to patients who had suffered a tran-
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sient ischaemic attack (TIA) was also answered badly: only 28%
of responses were correct, although consultants did perform
much better (40% correct, p=0.04). A total of 17% of doctors
would let a patient drive immediately on discharge following a
TIA whilst 20% thought such patients were prohibited from
driving for at least six months.

Discussion

The last study on a similar scale was performed more than 10
years ago and showed very poor knowledge of driving regula-
tions amongst doctors, although it was hampered by low
response rates in a postal survey.® Since then there have been
massive changes in the teaching, practice and focus of medi-
cine, with greater emphasis on the social and economic impact
of disease on patients and better use of nurses with specialised
knowledge. It is, therefore, heartening to see a relatively high
degree of awareness of the driving regulations for patients suf-
fering common conditions such as cardiac chest pain or
seizures. Importantly, although the correct response rate was
low, the respondents generally overestimated rather than
underestimated the length of restrictions associated with these
medical conditions. This cautious attitude is a safe approach,
although it may have significant socio-economic implicationg
for the individual who has been stopped from driving for i0g
long.

Knowledge of the driving regulations is nowah integral
part of the new PACES examination for memiership of the
Royal College of Physicians. It is disappointind that those shysis
cians who are about to take this exam @r\wie”have récenily
passed it (the SHOs and SpRs) did not pegiorm befterNngeed,
the consultants were the ones with-fire\most acclrate knowi-
edge. Previous studies have not shown this diffefanse in kpowl®
edge between different gradas, Dut hay€)shoivn a«gheater
awareness of driving regulations among-genreral prastitioners.
It is often too late to advise patientg”abadt driving réguiations
once they have left hospital and returned honge.

We were surprised at the proporwtion of/tipttars and nurses
who answered correctly, or nearly correcly) the question about
when a patient could return to driviQa,fellowing a troponin-
positive acute coronary syndrome. €hkreéns$ currently much con-
fusion and debate among medical and nursing teams about
the exact definition of a myocardial infarction.* The DVLA
avoids the debate and gives identical advice for both myocar-
dial infarctions and ACS with a raised troponin. The partici-
pants in this study appeared to take a similar view.

Transient ischaemic attacks are common. These patients are
often seen by junior doctors, and may be discharged rapidly
from emergency units with instructions to attend the next TIA
clinic. Failure to advise a patient not to drive following a TIA has
already resulted in the prosecution of at least one doctor.?

Physicians were largely unaware of the driving regulations
for patients undergoing angioplasty or pacemaker insertion.
Although it might be felt that such knowledge regarding spe-
cific procedures is the realm of the specialist, these patients are
often cared for by a general medical team. An overly pes-
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% Key messages

® [t is incumbent on the treating physician to advise
patients about relevant driving regulations at the time of
hospital discharge

® The DVLA publishes strict guidance for returning to
driving after many cardiovascular and medical
conditions, not just Ml and epilepsy

® There is currently no difference in the regulations for Ml
and high-risk ACS

® Physicians, cardiologists and general practitioners need
to be aware that patients may not have been correctly
advised about driving on discharge from hospital

® The most up-to-date regulations can be viewed at
wwwhdviajgov.uk

sirhistic viey? of reétlrnind\to driving may dissuade patients from
yndergoifg teatments\that are likely in fact to improve their
safetythe roadh

Théxe*has heeM\avmassive increase in the role of nurses in
recent’yeary” Thdse working in specialist cardiac areas appear
to‘have am extrémely good awareness of regulations concern-
ing patigrits Within their own field.

The“ery high level of awareness of the driving regulations
vrithisespect to epilepsy in comparison to other conditions has
Been noted previously, although the reasons are not clear.>* It
may reflect differences in training or prejudices about the per-
ceived high risk of epileptics causing road traffic accidents, or
the likelihood of patients with cardiovascular conditions being
drivers.

Conclusion
Doctors have imperfect knowledge of the driving regulations
for patients with some common conditions such as acute coro-
nary syndromes, myocardial infarction and epileptic seizures.
They are even less aware of the rules for other common med-
ical conditions, including TIAs and unexplained loss of con-
sciousness, or following common cardiac procedures for which
they refer their patients. Lack of awareness of the driving reg-
ulations and failure to advise patients correctly not only puts
the health and financial security of that patient at risk, but also
the safety of his relatives and the general public. Although it is
important that patients should not drive until they are medical-
ly safe to do so, it is equally important for doctors to give cor-
rect advice and not inappropriately deny their patients the free-
dom that driving provides. Many patients who are prevented
from driving become increasingly isolated, and this has an
adverse impact on their physical and mental wellbeing.
Ultimately, all doctors are responsible for advising their
patients appropriately. If they are unable to do so then special-
ist nurses are well placed to provide assistance.
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