
 
 

 
Comments of the American Diabetes Association 

to the  
American Association of Motor Vehicle Administrators 

 
The American Diabetes Association (ADA) submits these comments in response to the draft diabetes 
guidelines developed by the American Association of Motor Vehicle Administrators (AAMVA) Driver 
Fitness Working Group.   
 
The American Diabetes Association 
 
The ADA is a nationwide, nonprofit, voluntary health organization founded in 1940.  It consists of 
people with diabetes, health professionals who treat people with diabetes, research scientists, and other 
concerned individuals.  With over 400,000 general members, over 17,000 health professional members 
and over 3 million contributors, the ADA is the largest non-governmental organization that deals with 
the treatment and impact of diabetes.  The ADA establishes, reviews, and maintains the most 
authoritative and widely followed clinical practice recommendations, guidelines, and standards for the 
treatment of diabetes.1  The ADA also publishes the most authoritative professional journals 
concerning diabetes research and treatment.2 
 
The ADA is leading the fight against the deadly consequences of diabetes. We fund research to 
prevent, cure and manage diabetes; deliver services to hundreds of communities; provide objective and 
credible information; and give voice to those denied their rights because of diabetes.  
 
Our mission is to prevent and cure diabetes and to improve the lives of all people affected by diabetes.  
This mission requires supporting a system that provides rigorous safety standards to protect drivers 
with diabetes and the public, while not unduly denying people with diabetes participation equal to that 
of other Americans.  To this end, these comments reflect close collaboration of medical experts in the 
science and practice of diabetes management with legal and lay advocates for the rights of people with 
diabetes. 
 
Comments 
 
The ADA supports AAMVA’s efforts to develop guidelines on the licensing of individuals with 
medical conditions, such as diabetes, to ensure that states fairly and effectively evaluate the citizens 
they are licensing.  However, we have serious concerns about the way in which the draft diabetes 

                                                 
1 American Diabetes Association: Clinical Practice Recommendations 2009, Diabetes Care 32: Supp. 1 (2009). 
 
2 The ADA publishes four professional journals with widespread circulation: (1) Diabetes (original scientific research about 
diabetes); (2) Diabetes Care (original human studies about diabetes treatment); (3) Clinical Diabetes (information about 
state-of-the-art care for people with diabetes); and (4) Diabetes Spectrum (review and original articles on clinical diabetes 
management). 
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guidelines were developed, the evidentiary basis for the guidelines, and certain specific 
recommendations contained within.   
 
The ADA believes that any guideline affecting the millions of individuals with diabetes must be 
developed with input from endocrinologists who have clinical expertise in diabetes.  This is essential 
due to the ever-evolving nature of diabetes and its treatment.  For example, the background 
information on diabetes that supplements the guidelines refers to “standard human insulin” and insulin 
peak times.  There are more than 20 types of insulin sold in the United States today, and they differ in 
how they are made and how they work in the body, so there is no “standard human insulin” and peak 
times vary depending on the type of insulin.  In addition, the background material does not mention 
treatment regimens of diet, exercise, and non-hypoglycemic oral medications.  A large percentage of 
the population with type 2 diabetes does not use insulin or hypoglycemic oral agents and will not be 
subject to the low blood glucose levels the draft guidelines reference as a driving risk.  [The ADA 
includes with these comments revised language for this section.] 
 
The ADA firmly believes that it is inappropriate for a licensing decision (including a decision to 
evaluate a condition prior to licensure) to be made solely on the diagnosis of diabetes, the use of 
insulin or oral medications, the duration of diabetes, or a general assessment of control of diabetes.  To 
that end, one of the ADA’s greatest concerns is the proposal to medically evaluate every person with 
diabetes who seeks a driver’s license, regardless of that person’s actual risk for a crash and to 
reevaluate each such person annually.  The draft guidelines sweep far too broadly and will affect a 
great many people with diabetes who pose no risk for a motor vehicle accident because of diabetes.   
 
People with diabetes should not receive heightened scrutiny simply because they have diabetes.  It is 
important to note that federal and state antidiscrimination laws prohibit licensing programs that subject 
individuals with disabilities to discrimination on the basis of disability, and requires covered entities to 
determine whether a person with a disability poses a direct threat to the health or safety of others based 
on an individualized assessment.3  This assessment must be based on reasonable judgment and rely on 
current medical evidence or the best available objective evidence.4  As we discuss in greater detail 
below, the available evidence does not support one-size-fits-all policies for people with diabetes.    
 
Because we believe that ADA and state motor vehicle agencies share the goal of avoiding unnecessary 
litigation, ADA urges AAMVA not to adopt guidelines that categorically identify drivers with diabetes 
as safety threats who must be treated with extreme caution.  Only those individuals with certain 
markers – loss of consciousness, repeated episodes of severe hypoglycemia requiring the assistance of 
another, hypoglycemia unawareness, or a motor vehicle accident related to diabetes in the recent past – 
should be medically evaluated prior to licensing and reevaluated periodically.  The assumption that 
evaluating every person will prevent crashes by a few is shortsighted and ignores the fact that diabetes 
health care professionals can identify those who are at higher risk.  It also poses a real logistical 
challenge, as states will be faced with millions of unnecessary evaluations as there are currently nearly 
18 million people in the United States diagnosed with diabetes.5 
 
                                                 
3 28 C.F.R. § 35.130(b)(6). 
 
4 28 C.F.R. Part 35, App. A at 481-82. 
 
5 Centers for Disease Control and Prevention: National Diabetes Fact Sheet: General Information and National Estimates 
on Diabetes in the U.S., 2007.  Atlanta, GA, U.S. Department of Health and Human Services, Centers for Disease Control 
and Prevention, 2008.    
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A concern expressed at the November 13-14, 2008 Stakeholder meeting was that people with diabetes 
cannot be trusted to self-report problems affecting their ability to safely operate a motor vehicle.  The 
ADA would assume this distrust would apply to all drivers, not just those with diabetes, as no reason 
has been offered to assume that people with diabetes are less forthright than any other group of 
potential driver, yet the same efforts to prevent deceit are not evident in the draft guidelines for a host 
of other conditions.  In addition, the ADA notes that those determined to falsify motor vehicle 
administration records would falsify them whether the question was simply do they have diabetes or 
whether it asked the more specific questions the ADA suggests in its draft guidelines discussed below. 
 
Similarly, the ADA is very concerned that of all the medical conditions that are being studied only a 
few of them (diabetes, seizures, dementia and sleep apnea) are being singled out for the individual 
need to certify annually that he or she is in compliance with therapy and aware of the risk associated 
with noncompliance as a condition of licensure.  Such a requirement is not specific to the conditions it 
has been applied to but rather seems to be the bi-product of different primary authors involved in the 
draft guidelines.  Rather than apply this self-certification to all conditions, the ADA urges that this 
requirement will not prevent motor vehicle accidents as it is not an effective way of identifying high 
risk drivers with diabetes.  This is because strict compliance with diabetes therapy can carry the risk of 
hypoglycemia and does not necessarily equal safety.  The driver with diabetes who is noncompliant 
with therapy may well have higher blood glucose levels (hyperglycemia), but will not be at risk for 
severe hypoglycemia, which is the primary driving risk with diabetes.  And although someone with 
recurrent hyperglycemia is at greater risk for the long-term complications of diabetes, that doesn’t 
mean that the noncompliant driver with hyperglycemia is an unsafe driver due to those higher blood 
glucose levels.  Diabetes affects people differently and not all people with diabetes develop 
complications – such as retinopathy or neuropathy – that can affect driving abilities. 
 
In those limited situations where the licensing authority requires a medical evaluation, no licensing 
decision restricting the driving privileges of a person with diabetes should be made without prior 
review by a physician knowledgeable in diabetes.  The treating physician is the most knowledgeable 
source of information concerning the individual’s diabetes management and history and should be 
consulted for a licensing decision.  If questions arise concerning the safe driving ability of an 
individual with diabetes-related complications, the individual should be referred to a specialist in the 
complication for evaluation and recommendation.   
 
 Studies 
 
In addition to our concerns about the proposed universal requirement of a medical evaluation for all 
individuals with diabetes, the ADA is troubled by the low-quality, nonspecific evidence relied upon in 
the draft diabetes guidelines.  While the ADA certainly recognizes AAMVA’s desire to develop 
evidence-based guidelines, where, as here, sufficient hard data is not available, the existing studies 
should not be elevated to prove more than they do.  Of particular concern is the leap of logic in the 
draft diabetes guidelines with regard to what group of people with diabetes should be medically 
evaluated prior to licensing.  There is some data that suggests a greater crash risk among drivers with 
diabetes as compared to the general population, yet the risk that has been suggested is significantly 
lower than other risks that society accepts, including driving on rural highways, or driving late at 
night.6   
 
                                                 
6 Lave LB, Songer TJ, LaPorte RE.  Should persons with diabetes be licensed to drive trucks? Risk management. Risk Anal 
13:327-334, 1993. 
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Based on everything we know about the science of diabetes, the most likely reasons for an increased 
risk are either hypoglycemia or long-term complications of diabetes.  However, the few studies that are 
available do not confirm these as risk factors.  Rather than simply recognize that the data is not 
sufficient, the proposed guidelines conclude that everyone with diabetes should be evaluated.  Thus, 
the proposal is to require millions of people with diabetes who have no risk factor for motor vehicle 
accident caused by diabetes to undergo at least yearly examinations in order to keep their driver’s 
license.   
 
Indeed, the draft guidelines acknowledge that there are fallacies with the studies available on diabetes 
and driving when it states, “The best available evidence on diabetes and driving is of low-to-moderate 
methodologic quality.”  Most of the studies are very old, with only two of 13 more recent than 2000, 
and at least half dating to the 1960s and 1970s, before advances in diabetes management brought us 
sophisticated blood glucose monitors, insulin pumps, and medication regimens that can help people 
avoid severe hypoglycemia and prevent complications.  Evidence of the risk of hypoglycemia taken 
from trials using older forms of insulin is not applicable to currently recommended management of 
diabetes.  In addition, many of the studies don’t distinguish between type 1 and type 2 diabetes, or 
between diabetes treated with insulin versus oral medications or diet and exercise.  Some studies 
included only drivers over age 65 – a population that is likely to have other medical conditions in 
addition to diabetes, and many were conducted using a driving simulator, which is not proven to 
accurately predict actual crash risk.   
 
The existing literature on diabetes and driving supports neither categorical evaluation of all people 
with diabetes nor any across-the-board restrictions.  Although the studies do not identify exactly which 
individuals with diabetes pose an increased crash risk, they suggest that some individuals with diabetes 
have a higher crash risk than do others who also have the disease.7  But, ultimately, these few studies 
are incomplete and the bottom line is that none of the data supports guidelines that seek to treat all 
drivers with diabetes the same.8   
 
Recommendations 
 
There is one major issue that licensing agencies and health care providers conducting medical 
evaluations should consider in determining the ability of an individual with diabetes to safely operate a 
motor vehicle: whether the individual is prone to severe hypoglycemia.  An individual’s risk of severe 
hypoglycemia is best predicted by a physician knowledgeable about diabetes looking at a number of 
factors including a review of blood glucose data and history of severe hypoglycemia or hypoglycemia 
unawareness.  This would include evidence of any loss of consciousness or motor vehicle accident 
related to diabetes within a certain time period.   
 
The ADA recommends guidelines that reflect current diabetes science and management, and do not 
unnecessarily involve the DMV in a medical evaluation process based solely on a diagnosis of 

                                                 
7 Cox DJ, Penberthy JK, Zrebiec J, et al. Diabetes and driving mishaps.  Diabetes Care 26(8):2329-2334, 2003.  There is 
indirect evidence of a relationship between past severe hypoglycemia and reported crashes.  See Songer, TJ.  Low blood 
sugar and motor vehicle crashes in persons with type 1 diabetes.  Annu Proc Assoc Adv Automotive Med 46:424-427, 2002.  
There is suggestive data that a history of hypoglycemia unawareness is associated with increased crash risk.  See Songer, 
TJ, Dorsey, RR.  High risk characteristics for motor vehicle crashes in persons with diabetes by age.  Annu Proc Assoc Adv 
Automotive Med, 2006.   
 
8 The data further suggest that diabetes-related complications are not a factor in crashes.  See Songer 2006, supra note 7, 
and Cox, supra note 7. 
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diabetes.  To that end, individuals seeking a license or renewing a license should be asked if they have 
a medical condition that affects their ability to drive a motor vehicle.  If a response to such a query 
identifies diabetes or diabetes otherwise is identified, the ADA recommends the following approach: 
 

American Diabetes Association 
Draft Diabetes Guidelines 

 
A. As the vast majority of individuals with diabetes are not subject to complications that could 

impact their ability to drive safely, an individual with diabetes should be subject to medical 
examination prior to obtaining or renewing a private driver’s license only if the individual 
meets one or more of the following criteria: 

 
1. Has demonstrated a pattern of repeated episodes of hypoglycemia without any 

warning during the past one year; or 
 
2. Has demonstrated a pattern of repeated episodes of severe hypoglycemia requiring 

the assistance of another in the past two years; or 
 
3. Has lost consciousness due to diabetes in the past two years; or 
 
4. Has experienced a motor vehicle accident related to diabetes in the past four years. 

 
B.  If the criteria in (A) are met the individual’s treating physician should: 
 

1.  Assess the individual’s ability to safely operate a motor vehicle and attest whether  
     the individual is currently capable of safe driving; and 
 
2.  State whether the individual has been educated in the avoidance of hypoglycemia  
     while driving; and 
 
3.  Identify the period for re-evaluation, such as the next license renewal or a shorter  
     period if deemed necessary by the physician. 

 
* * * * * 

 
ADA recognizes the practical difficulty of having DMV counter staff determine on the spot whether an 
individual with diabetes meets the guidelines for a driver’s license, therefore we suggest utilizing a 
diabetes questionnaire that could be completed prior to the license application or renewal.  This 
questionnaire would help DMV counter staff to identify those individuals who may require medical 
evaluation.  If an individual identifies him/herself as a person with diabetes and answers “Yes” to any 
of the listed questions, he or she will be given a medical evaluation form for his or her physician to 
complete prior to receiving or renewing a driver’s license. 
 

Proposed Diabetes Questionnaire 
 

1.  In the past two years, have you lost consciousness due to 

     hypoglycemia?         □ Yes □ No 
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2.  In the past year, have you experienced any hypoglycemia (low  

     blood sugar) that required help from another person?    □ Yes □ No 
   

If you answered YES, how many times in the past  
year have you had hypoglycemia that required help  
from another person?   
 

□ One time □ Two times □ Three or more times    
  

3.  In the past year, have you experienced any hypoglycemia (low 

     blood sugar) that came on without any warning?     □ Yes □ No 
 
  If you answered YES, how many times in the past 
  year have you had hypoglycemia that came on 
  without any warning? 
 

  □ One time □ Two times □ Three or more times 
 
4.  In the past four years, have you been involved in any motor vehicle accidents  

     where your diabetes was a factor in the accident?     □ Yes □ No 
 

* * * * * 
 
The ADA offers its assistance and expertise in developing sound, reasonable, and practical guidelines 
for the licensing of individuals with diabetes. 
 
Contact 
 
For additional information or assistance, contact: Katie Hathaway 
       703-549-1500 ext. 1694 
       khathaway@diabetes.org  


