
Welcome to Module 2 of the Accredited Training for the National Registry of Certified Medical 
Examiners. 
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 Genitourinary & Gastrointestinal
 Urinalysis
 Diabetes & Insulin use
 Thyroid disease

In Module 2 we will be discussing GI and GU disorders, Urinalysis, diabetes and insulin use, and 
thyroid disease.
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• As a group, these disorders have not been widely associated with 
significant impact on driving ability for drivers but may, on a 
case-by-case basis, interfere with safe driving

• MEs should not certify the driver until the etiology is confirmed, 
and treatment has been shown to be adequate/effective, safe, 
and stable

Specific Diseases:
•Nephropathy
•Hernia
•Kidney transplant
•Dialysis

Genitourinary and gastrointestinal disorders have not been shown to significantly impact the 
ability to drive safely. However, some GI and GU conditions can interfere with the safe driving and 
have a significant effect on the health of the driver. For those conditions medical examiners should 
perform a case-by-case evaluation to determine if a driver can drive safely. Drivers that have GU or 
GI conditions should not be certified to drive until the etiology is confirmed and treatment has 
been shown to be effective, adequate, safe, and stable. Our discussion will include specific 
diseases that may be a concern such as nephropathy, hernia, kidney transplant, and kidney failure 
involving dialysis treatment. 
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History:
• Any illness or injury in past 5 years
• Kidney disease, dialysis
• Liver Disease
• Digestive problems

Examination:
• Abnormal urinalysis
• Enlarged Liver
• Enlarged Spleen
• Masses
• Bruits
• Hernia
• Significant abdominal wall muscle weakness

There are specific questions regarding genitourinary and gastrointestinal disease that appear in 
the driver health history section of the medical examination report form. These questions regard 
kidney disease, dialysis , liver disease, and digestive problems.  These diseases would also fall into 
the category of “any illness or injury” in the examination portion on the third page of the medical 
exam report form. Medical examiners should look for an enlarged liver, spleen, any present 
masses, bruits, hernia, significant abdominal wall muscle weakness as well as abnormal urinalysis 
results. 
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ABDOMINAL/GU EXAM

• Auscultate abnormal bowel sounds or pulsations 
associated with an aortic aneurysm

• Palpate for tenderness or enlargement of the 
liver, kidney or spleen, abnormal pulsations

• Note any hernia present

Medical examiners should auscultate the abdominal area for abnormal bowels sounds or 
pulsations associated with an aortic aneurysm. They should also palpate for tenderness or 
enlargement of the liver, kidney, and spleen. The ME should check for a hernia that is in the 
abdominal wall, femoral or inguinal area and note any abnormal findings. 
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Hernia
The exam form includes a section for checking a hernia for the 
abdomen and viscera body, and the genitourinary system.

If a hernia causes discomfort, or the condition suggests that it might 
interfere with the safe operation of a CMV, further testing and 
evaluation may be required.

Waiting Period: No recommended time frame

Certify If:  Nature/Severity not a danger to driver or public 
health/safety

Do Not Certify If:  If a recommendation for repair has been made, 
pain is present, a risk of strangulation or danger to driver or public 
health/safety

Certification Interval:  2 years

If a hernia causes pain or discomfort, or if the condition suggests it might interfere with safe 
driving, the medical examiner should consider further testing and evaluation prior to certifying the 
driver. There is no recommended waiting period and drivers can be certified if the nature or 
severity of the condition is not a danger to driving. Do not certify the driver if they have a 
condition that is a danger to driving or if a hernia repair has been recommended but not 
performed.
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Nephropathy
• Nephropathy is typically slowly progressive
• Strongly related to insulin-treated diabetics of 15 years or more
• First Stage is persistent proteinuria

• A UA indicating proteinuria may indicate some degree of 
renal dysfunction 

• ME may on case-by-case basis obtain additional testing

Decision for certification is based on degree of progression and 
impact on driver ability to function.

Waiting Period:  No Recommended time frame

Certify if:
• Treatment plan manages nephropathy and does not interfere 

with safe driving

Do Not Certify if:
• Treatment not well managed

Certification Interval: 2 years

Drivers with a high risk of developing nephropathy are those who have had diabetes for 15 years 
and are taking insulin. The first indication and stage of nephropathy is a persistent proteinuria. The 
decision for certification of a driver with nephropathy is based upon the degree of severity, 
progression and the impact on the driver's ability to function. 

Drivers with nephropathy have no recommended waiting period and can be certified to drive if 
they have a treatment plan which manages their condition and does not interfere with safe 
driving. Drivers who have nephropathy that is not well-controlled should not be certified to drive. 
Drivers who have nephropathy can be certified for up two years. A urinalysis indicating proteinuria 
may indicate some degree of renal dysfunction. Medical examiners on a case-by-case basis may 
obtain additional testing. 
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Kidney Disease - Dialysis
Consider degree, stability of renal impairment, ability to maintain treatment 

schedules, and the presence and status of any comorbidities. 

End Stage Renal Failure is often disqualifying

Certify If:  
• Driving schedule does not interfere with treatment schedule

 Long-haul may be problematic 

• Medical Clearance from a medical specialist (Depending on severity)

Certification Interval:
Stage 1 or 2: does not require clearance, can certify for 2 years

Stage 3:  no clearance required, certify for 1 year

Stage 4 & Stage 5: clearance required from nephrologist, certify for 1 year

For kidney dialysis, MEs should consider the severity and stability of renal impairment, and the 
ability for the driver to maintain their treatment schedule.  MEs should consider the presence and 
status of any co-morbidities.  A driver can be certified if the driver’s driving schedule does not 
interfere with their recommend treatment schedule.  Long-haul driving may be problematic.

The certification requirements vary according to severity.  Because kidney disease is generally 
slowly progressive, drivers with stage 1 or 2 can be certified to drive without treating provider 
clearance for up to 2 years.  Those in Stage 3 do not require clearance, however they should only 
be certified for 1 year.  Drivers in Stage 4 must have clearance from the treating provider and can 
certified for only one year.  
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Kidney Transplants
Will usually return to normal lifestyle

Waiting Period: No defined waiting period - when returned 
to full duty with no limitations

Certify if:
• Clearance from a medical specialist
• Tolerates medications/treatment 

Certification Interval:  2 years

Drivers who have had a kidney transplant usually return to a normal lifestyle. There is no 
predefined waiting period. MEs may consider the date the driver is released to full work duty with 
no restrictions as the date the driver can be certified to drive. Drivers can be certified if they have 
clearance from their medical specialist and they tolerate their medications and are compliant with 
their treatment plan. Drivers who have had a kidney transplant can be certified for up to two 
years. 
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Self Check

Stem:
• How does a ME determine if a GI condition would 

potentially DQ the driver?

Key:
• If the condition might produce symptoms that 

would potentially impair safe operation of a CMV

This is an FMCSA self check slide. How does a medical examiner determine if a GI condition would 
potentially disqualify the driver? The answer is by determining if the condition may produce 
symptoms that would potentially impair safe operation of a commercial motor vehicle. 
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Self Check
Stem:
• The driver is taking Bentyl, 20 mg, QID for IBS with good 

control of symptoms. 

Is the driver qualified or DQ?

Key:
• They are qualified if the medication controls the 

symptoms and there are no side effects of concern 
with this medication

The driver is taking Bentyl 20mg, four times a day for irritable bowel syndrome with good control 
of symptoms. Is the driver qualified or disqualified from commercial driving? The driver can be 
qualified to drive if the medication controls the symptoms. There are no side effects of concern for 
this medication. 
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Self Check
Stem:
• Discuss the decision by a ME to shorten a recertification interval 

or to disqualify the driver with a history of kidney disease 
and/or kidney transplant.  

Key:
• Discussion points need to include:

 Severity
 Stability
 Medication and medication side 

effects/adverse reactions
 Driver functional status and abilities
 Written input from specialists

Discuss the decision by a medical examiner to shorten a recertification interval or to disqualify the 
driver with a history of kidney disease and or a kidney transplant. The answer is that discussion 
points need to include severity, stability, medication side effects or adverse reactions, the driver's 
functional ability and status, and input from a specialists.  
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Other GI/GU Diseases
Other diseases or disorders not listed or covered in the FMCSA 
Medical Examiner Handbook that can also interfere with safe 
driving of a CMV are the following:

Hematologic disorders:
• Bleeding disorders, anemia, cancer, organ transplant

GI disorders:
• Pancreatitis, ulcers, ulcerative colitis, cirrhosis, hepatitis, 

IBS, hernias

Genitourinary: 
• Polycystic, nephrotic syndrome, kidney stones

Neoplastic:
• Leukemia, brain, bone, breast cancer

Other diseases may have symptoms that interfere with safe driving but are not listed or covered in 
the FMCSA medical examiner training. These diseases include bleeding disorders, anemia, cancer, 
organ transplant, pancreatitis, cirrhosis, hepatitis, irritable bowel syndrome, polycystic disease, 
kidney stones, leukemia, brain, bone and breast cancer.
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Other GI/GU Diseases
Guideline:
For documented conditions, consider the rate of 
progression, degree of control, likelihood of incapacitation

Certification:
Disqualify a driver when evidence shows a condition exists 
that will likely interfere with the safe operation of a CMV
• May include sufficient supporting opinions and 

information from specialist

When confronted with a driver with one of these “other” diseases for which there is no FMCSA 
guidance, what should a medical examiner do in order to make the correct driving status decision? 
Medical examiners should consider the rate of progression, the degree of control, severity, and 
risk of sudden or gradual incapacitation.  Medical examiners should disqualify drivers when 
evidence shows a condition exists that will likely interfere with the safe operation of a commercial 
motor vehicle, especially when there is sufficient supporting opinions and information from a 
specialist. Medical examiners should be aware of when to obtain additional information or 
diagnostic testing. 
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Urinalysis
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Urinalysis

Normal Values:
• Specific gravity - 1.005 to 1.030 (avg. normal being 1.020)
• Protein - negative
• Blood - negative
• Sugar - negative

Glycosuria may prompt you to obtain a blood glucose test

When combined with other findings, the UA indicates a 
potential for renal dysfunction, MEs should obtain additional 
tests and/or consultation to adequately assess fitness to drive

Urinalysis is required as part of the exam. You are required to enter the results for specific gravity, 
protein, blood, and sugar. Glycosuria may prompt you to obtain a blood glucose test and/or a 
hemoglobin A1c. Values should be reported in numerical values when indicated. However, 
reporting trace, negative, and none is also acceptable. When using a dipstick, the instructions for 
numerical values are printed on the device box. When combined with other findings, if the UA 
results indicate the potential of renal dysfunction, the ME should obtain additional tests and/or 
consultation to adequately assess fitness to drive.
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Specific Gravity
Specific Gravity indicates the degree of reabsorption and 
concentration ability of the kidney

Decreased:
• Chronic renal disease
• Excessive hydration  
• Diabetes insipidus, 
• Primary aldosteronism.

Increased:
• Diabetes mellitus 
• Dehydration, excessive sweating, vomiting
• Acute glomerulonephritis 

Specific gravity indicates for the concentration ability of the kidney.  It is decreased in chronic renal 
disease, excessive hydration, diabetes insipidus and primary aldosteronism.  Increased specific 
gravity occurs with diabetes mellitus, dehydration, excessive sweating, emesis, and acute 
glomerulonephritis.   
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Urinary Glucose
Normal urinary glucose levels are generally around 140mg/dl within 2 hours after a meal

Elevated in: 

• hypopituitarism

• excessive sugar ingestion 

• chronic liver disease 

• pregnancy 

• hyperthyroidism 

• diabetes mellitus 

• certain medications

Dipstick Measurement: 

• Trace (up to 100 mg/dl)

• +1 (250mg/dl)

• +2 (500mg/dl)

• +3 (1000mg/dl)

• +4 (2000mg/dl)

Trace amounts may be normal but significant concentrations need further evaluation

SGLT2 Medications (Invokana, Farxiga, others) increase urine levels to reduce blood glucose levels in diabetics

Trace amounts of glucose in the urine may be considered normal in some individuals, but 
significant concentrations should be further evaluated.  Although levels of 400-500 milligrams per 
deciliter do not pose a significant risk for sudden collapse, it may justify ordering a blood glucose 
test. The ME may consider issuing a temporary medical certificate to allow for evaluation, or 
referral to a treating provider or specialist. SGLT2 inhibitors such as Invokana, Farxiga, Jardiance 
and Steglatro are diabetic medications that decrease the amount of sugar in the blood by 
increasing the amount of sugar passing into the urine, resulting in a large concentration of sugar 
being detected. 

Conditions that increase urinary glucose are hypopituitarism, excessive sugar ingestion, chronic 
liver disease, pregnancy, hyperthyroidism, and diabetes mellitus. Normal fasting blood glucose 
levels are less than 100 mg/dl and less than 140mg/dl two hours after eating.
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Protein
• Low levels of protein in urine are normal 
• Temporarily high levels of protein in urine aren't unusual

 Younger people after exercise
 During an illness 

• May often be the earliest sign of diabetic kidney damage

Elevated in: 
• Kidney infections 
• CHF
• Renal thrombosis 
• Pre-eclampsia
• Multiple Myeloma
• Diabetes Mellitus 
• Hyperthyroidism 
• Hepatic diseases 
• Kidney stones
• Degeneration and damage from renal disease
• Secondary to systemic pathology (Lupus nephritis, Amyloidosis)

Proteinuria is often the earliest sign of kidney disease that may be secondary to diabetes, 
hyperthyroidism, kidney stones or infections, and other diseases. Small amounts of protein are 
normal in some people. Temporary large amounts may appear after an illness or excessive 
exercise. 
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Occult Blood
Blood in the urine isn't always a concern 
• Can be caused by strenuous exercise

 usually goes away on its own within one or two days
• Several common drugs, including aspirin

Urinary bleeding can also indicate a serious disorder 
There are two types:
• Hematuria 
• Microscopic hematuria

It's important to determine the reason for the bleeding

Other Causes:  
• Urinary Tract Infection
• Trauma
• Inflammation
• Kidney Stones, tumor 
• Blood clotting disorders

• Embolic infarction in 
kidney

• Scurvy
• Anticoagulant therapy 
• Malaria
• Menstruating female  

No blood should be found in urine.  Urinary tract infections, trauma, inflammation, tumor, kidney 
stones, scurvy, malaria and certain drugs may be the cause. Blood in the urine can be an indication 
of a serious disorder.  It is not uncommon to find blood in menstruating females. Should blood be 
detected, MEs should determine the reason for the bleeding by referring the driver to their PCP 
and may consider issuing a limited duration medical certificate if the driver does not appear to be 
a current risk to safe driving.



Diabetes & Insulin Use
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Diabetes Mellitus Standard

49 CFR 391.41 (B) (3)

(b) A person is physically qualified to drive a 
commercial motor vehicle if that person -

(3) Has no established medical history or clinical 
diagnosis of diabetes mellitus currently treated with 
insulin for control, unless the person meets the 
requirements in §391.46

The Diabetes Standard is a discretionary standard. 

The diabetes standard is a discretionary standard.  A driver without insulin-treated diabetes can be 
qualified to drive a commercial vehicle if they are treated effectively and are safe and stable. Or, if 
they use insulin, they can be medically qualified to drive if they meet the requirements that are 
contained in section 391.46 that will be discussed later. 
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Medical Examiner Duty - Diabetes Mellitus

MEs are to perform a case-by-case assessment of a driver 
with diabetes mellitus to establish whether the driver is at 
an unacceptable risk for sudden death or incapacitation, 
thus endangering public safety.  

The exam is based on driver history, objective data from the 
physical exam, and additional testing requested by the ME.

For Type 2 diabetes, MEs may consult with the treating 
provider to assess the driver for fitness of duty and for the 
risk of a severe hypoglycemic episode.

MEs are to perform a case-by-case assessment of a driver with diabetes mellitus to establish 
whether the driver is at an unacceptable risk for sudden death or incapacitation, thus endangering 
public safety. The exam related to diabetes is based on driver history, objective data from the 
physical exam, and additional testing when requested. For Type 2 diabetes, MEs may consult with 
the treating provider to assess the driver for fitness of duty and for the risk of or history of a 
severe hypoglycemic episode.
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Diabetic Medications
Biguanides: 
• Metformin (Glucophage)
• Glucovance (combination of Metformin and Glyburide)
• Avandia (Rosiglitazone)

Alpha-glucosidase inhibitors:
• Acarbose
• Miglitol

Thiazolidiniones:
• Rosiglitazone
• Pioglitazone

SGLT2 Inhibitors:
• Invokana
• Farxiga
• Jardiance
These will cause glycosuria. The ME must take this into account.

Sulfonylureas:
• 1st Generation

 Orinase (Tolbutamide)
 Tolinase (Tolazamide)

• 2nd Generation
 Glipizide (Glucotrol)
 Glynase (Diabeta, 

Micronase)
 Dymelor

(Acetohexamide)

Meglitinides:
• Starlix (nateglinide)
• Novonorm or Prandin

(repaglinide)
• Symlin

There are many types of oral diabetic medications. Biguanides (big-juan-eyedz) decrease hepatic 
glucose production and intestinal glucose absorption. Alpha-glucosidase is an enzyme in the upper 
GI that converts carbohydrates into sugar. Therefore, Alpha-glucosidase inhibitors slow the 
absorption of carbohydrates. SGLT2 inhibitors reduce blood glucose by increasing urinary glucose 
excretion. They will usually cause glycosuria noted during urinalysis due to their mechanism of 
action. Sulfonylureas (sul-fawn-ill-ureas) increase the release of insulin by directly acting on beta 
cells in the pancreas. Other diabetic medications are often restricted from being used with first 
and second-generation sulfonylurea medications due to the possibility of causing a hypoglycemic 
event. Like Sulfonylureas, Meglitinides increase insulin secretion from the pancreas.
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Incretin Mimetic Therapy

The incretin system has become an important target in the 
treatment of type 2 diabetes. 

Glucagon-like peptide 1 (GLP-1) is an incretin hormone that signals 
the body to release insulin after eating, reducing fasting and 
postprandial glucose concentrations.

GLP-1 Agonists mimic the effect of the incretin system. They include:
• Byetta (daily)
• Victoza (daily)
• Trulicity  (weekly)

GLP-1 Agonists are injection but should not be confused with insulin

The incretin system has become an important target in the treatment of type 2 diabetes.  
Glucagon-like peptide 1 (GLP-1) is an incretin hormone that signals the body to release insulin 
after eating, reducing fasting and postprandial glucose concentrations. GLP-1 Agonists mimic the 
effect of the incretin system. Although injectable, GLP-1 agonists, such as Trulicity, are not insulin.
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FMCSA recommends that a driver taking an incretin mimetic provide a written statement 
from the treating health care professional. The written statement should: 
• Describe driver tolerance to the medication
• Indicate how frequently the driver is monitored for adequate blood glucose control
• Include efficacy of treatment 

Follow--up
FMCSA recommends frequent monitoring of the driver who is taking an incretin mimetic.

Incretin Mimetic Therapy

Here are the old recommendations concerning Incretin Mimetic therapy. This is directly from the 
2014 Medical Examiner Handbook. The driver was to provide a written statement from their 
treating provider that would include the driver’s tolerance to the medication, how frequently the 
driver is monitored, and the efficacy of treatment. FMCSA also recommended more frequent 
monitoring of these drivers. 
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Hypoglycemic Risk 
VS

Hyperglycemic Risk 
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Hypoglycemic Risk 
The most critical safety issue for diabetics 

• Occurs in 17% of those with ITDM and 4% in those with Diabetes not 
using insulin

• Can occur with/without use of insulin

Mild Symptoms: 
• Rapid heart rate 
• Sweating
• Weakness
• Hunger

Severe Symptoms:   
• Decreased cognition 
• Loss of consciousness
• Coma 

Symptoms may not be recognized to avoid loss of consciousness or coma 

Hypoglycemia is the primary concern for those with diabetes. Hypoglycemic unawareness occurs 
in 17% of drivers using insulin and 4% and those not using insulin. Some drivers are not able to 
recognize they are entering into unconsciousness or coma when a severe hypoglycemic event 
occurs. A hypoglycemic event can occur with or without insulin use but individuals using insulin 
are at a higher risk. Mild symptoms associated with hypoglycemia are increased heart rate, 
sweating, weakness, and hunger. 
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Severe Hypoglycemic Episode
FMCSA Definition:

An episode that:
• Required the assistance of others, or 
• Resulted in a seizure, loss of consciousness, or coma

A history of severe hypoglycemic episodes are an important 
issue for determining driving status

A severe hypoglycemic episode is defined as an episode where the driver required assistance from 
others or that resulted in a seizure, loss of consciousness, or coma.  A history of severe 
hypoglycemic episodes are an important issue in determining driving status.  

31



Hyperglycemic Risk
• Drivers can recognize the onset of symptoms, giving 

them an opportunity to react appropriately

• The onset of hyperglycemic symptoms is more gradual 
and occurs less frequently 

Symptoms:
• Fatigue
• Lethargy 
• Sluggish behavior
• Decreased cognitive function

Complications:
• Cardiovascular disease
• Neuropathy
• Retinopathy
• Nephropathy

The important difference between hypoglycemia and hyperglycemia is that drivers can recognize 
the onset of symptoms, giving them an opportunity to react appropriately. Also, the onset of 
hyperglycemic symptoms is more gradual and occurs less frequently. Hyperglycemia symptoms 
include fatigue, lethargic or sluggish behavior, and decreased cognitive ability. Long-term 
complications include damage to nerves, vision, the kidneys, and developing cardiovascular 
disease.  
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Check for Signs of target organ damage:
• Retinopathy
• Macular degeneration
• Peripheral neuropathy
• Coronary heart disease
• TIA/Stroke
• Peripheral vascular disease
• Autonomic neuropathy
• Nephropathy

Diabetes Exam

For drivers with a history of diabetes, medical examiners should look for signs of target organ 
damage such as retinopathy, muscular degeneration, peripheral neuropathy, coronary heart 
disease, TIA, embolic or thrombotic stroke, peripheral vascular disease, autonomic neuropathy 
and nephropathy. 
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Diabetes History Questions

Questions to ask:
• Diabetic symptoms 
• Do they routinely monitor blood glucose
• Do they use insulin?
• Do they have a history of a severe hypoglycemic 

episode?
 One or more episodes in the last 12 months?
 Two or more occurrences within the last 5 years?

What are they using to control their diabetes?
• Diet
• Supplements/OTC medications
• Prescribed medications
• Injectable medication such as an incretin mimetic

When performing a medical exam on a commercial driver that has a history of diabetes, the 
medical examiner is required to ask whether the driver has any diabetic related symptoms and if 
the driver is routinely monitoring their blood glucose levels. They should ask whether the driver is 
using any form of insulin and whether they have a history of hypoglycemic episodes, specifically if 
severe. The Medical examiner must ask and determine whether they have had one or more severe 
episodes in the last 12 months, or two or more episodes within the last five years. If concerned, 
the medical examiner should also determine whether the driver's diabetes is controlled by diet, 
pills, supplements, prescription medications or over the counter medication, and whether they’re 
using an injectable medication.  
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BLOOD GLUCOSE CONTROL
“Hemoglobin A1c (HbA1c) greater than 10% is an indicator of poor blood glucose 
control. It is recommended that you obtain further evaluation or monitor the driver 
more frequently to determine if the disease process interferes with medical fitness for 
duty and safe driving.”

When determining the level of glucose control, FMCSA initially specified that an A1c greater than 
10% is an indicator of poor blood glucose control. These individuals were generally given a 
temporary 3-month certificate, allowing for more frequent monitoring, and they were told to 
follow-up with their treating provider for further evaluation. 
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Type 2 Diabetes Things to Consider 

FMSCA does not specify acceptable levels of glycosuria or glycemia. 

Glycosuria (400-500mg/dl )may indicate poor control. If present, you 
may elect to order a blood glucose test or a HbA1c

• May consider issuing a temporary certification

When making a qualification determination, consider the following:
• Urinary glucose
• A1C results  
• Blood glucose levels

FMSCA does not specify acceptable levels of glycosuria or glycemia. Drivers with diabetes may or 
may not have glucose in the urine.  Even those with good control of their diabetes may have small 
to high concentrations of glucose in the urine, which may be the result of certain medications. 
Glycosuria may indicate poor control of diabetes and if present the medical examiner may elect to 
obtain a random blood glucose and A1C. Glycosuria in the amount of 400-500mg/dl does not pose 
a significant risk for sudden collapse, but it may affect the decision on whether to order a blood 
glucose test or issue a temporary certification. Medical examiners, when determining the 
certification status of a driver with diabetes, should consider A1C results and blood glucose levels. 
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American Diabetes Association (ADA) Guidelines
May be considered as “best practices”

The A1C indicates average blood glucose levels for the previous 3 months

Normal= less than 5.7%
Prediabetes= 5.7% to 
6.4%
Diabetes= 6.5% or higher 
Greater than 7% results 
in organ damage 

A1C and level of control:
Controlled= 6% to 6.9%
Uncontrolled= 7% to 
8.9%
Critically high= over 9% 
(consider a temporary 
certificate)

HbA1C and estimated Average Glucose (eAG) 
6% = 126mg/dl

6.5% = 140mg/dl
7% = 154mg/dl

7.5% = 169mg/dl
8% = 183mg/dl

8.5% = 197mg/dl
9% = 212mg/dl

9.5% = 226mg/dl
10% = 240mg/dl

Medical examiners may consider using the American Diabetes Association (ADA) Guidelines as 
“best practices” in helping to make a qualification determination. An A1C indicates average 
glucose levels for the previous three months.  The ADA considers an individual with an A1C of 
6.5% or higher to have diabetes and considers the individual to be well-controlled when 
maintaining an A1C of 6.9% or lower.  They do not distinguish between moderate control or poor 
control but consider an A1C of 9% to be critically high and it is recommended to obtain further 
evaluation or to monitor the driver more frequently by issuing a limited duration medical 
certificate. Those that have results greater than 7% are experiencing target organ damage. 
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NOTE: Because of the progressive nature of diabetes mellitus, the Federal Motor Carrier Safety 
Administration (FMCSA) believes that 1-year maximum certification time is reasonable when the 
driver has a diagnosis of diabetes mellitus. 

Recommend not to certify if:
• Loss of position sensation
• Loss of pedal sensation
• Resting tachycardia
• Orthostatic hypotension 
• Diagnosis of: 
o Peripheral neuropathy 
o Proliferative retinopathy (e.g., unstable proliferative or non-proliferative). 

Prior FMCSA Certification Recommendations

Here are the prior FMCSA Certification Recommendations for individuals with diabetes. The 
underlined items are aspects that have changed which we will discuss in the slides that follow.
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Diabetes with Peripheral Neuropathies 

Evaluate sensory modalities of pain, light touch, position and vibratory 
sensation in toes, feet, fingers, hands.

Certify if:    
• You determine driver’s level of neuropathy does not interfere with driving
• Treatable or non-progressive

Medical Examiner can request evaluation by a neurologist or physiatrist
(Required before deciding to disqualify driver)

• Specialist may recommend simulated driving skills test or equivalent 
functional test

• Annual recertification that repeats specialist evaluation and driving 
test if indicated.

Drivers with diabetes and associated peripheral neuropathy should have sensory modalities 
evaluated, including pain, light touch, positional and vibratory sensation in the toes, feet, fingers 
and hands. The medical examiner can request an evaluation by a neurologist or physiatrist. The 
specialist may recommend simulated driving skills or an equivalent functional test and there 
should be annual recertifications that repeat the specialist evaluation and driving test, if indicated. 
Should the medical examiner choose to disqualify the driver, this specialist evaluation is necessary. 
Do not certify a driver who has completed an evaluation by a specialist and is determined to be 
unsafe to drive.
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The Certification Decision for 
Non-Insulin Treated Diabetics
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Certification for Diabetic Drivers
Drivers with Type 2 Diabetes can be certified unless they 
have a disqualifying complication or fail to meet one or 
more of the standards. 

Do not certify until treatment is shown to be adequate, 
effective, safe, and stable

Certify If: 
• Meets all physical qualification standards
• Has a treatment plan that manages the disease that 

does not interfere with safe driving

Drivers that have diabetes mellitus that is treated effectively without insulin can be certified to 
drive if they meet the medical guidelines and do not have a disqualifying complication or disease. 
There is no waiting period for a driver with type 2 diabetes mellitus. However, medical examiners 
should not certify the driver until their treatment is shown to be adequate, effective, safe and 
stable. Those that can be certified must meet all the other physical qualification standards and 
they must have a treatment plan for management of their disease.
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Type 2 Diabetes Mellitus
Do Not Certify If:
• Resting tachycardia
• Orthostatic hypotension
• Severe non-proliferative diabetic retinopathy
• Proliferative diabetic retinopathy

The maximum certification interval for a driver with well-controlled
type II diabetes is 2 years.  

Remember to take both urinary glucose and blood glucose into 
consideration when determining level of control. 

Consider using the ADA guidelines to determine level of control 
with blood glucose levels

Do not certify a driver with type two diabetes if they have resting tachycardia, orthostatic 
hypotension, or a diagnosis of severe non-proliferative diabetic retinopathy or proliferative 
diabetic retinopathy. The maximum certification interval for a driver with a history of well-
controlled type two diabetes is two years. Remember to take both urinary glucose and blood 
glucose into consideration when determining level of control. You may consider using the ADA 
guidelines to determine level of blood glucose control.
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Certification for Diabetics with Hypoglycemic Episode

Do Not Certify If: 

In last 12 months, had a severe hypoglycemic episode resulting in:
• Seizure
• Loss of consciousness
• Need of assistance from another person
• Coma

In the last 5 years, had two or more severe hypoglycemic episodes

Do not certify a driver with type two diabetes if in the last 12 months they had a severe 
hypoglycemic episode that resulted in seizure, loss of consciousness, coma, or the need of 
assistance from another person. Or if in the last five years they’ve had two or more severe 
hypoglycemic episode.
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Type 2 Diabetes Certification Decision Scenario

A driver with no history of diabetes has glycosuria. What is the next best step?

1. If <500mg/dl & the driver is not a driving risk, consider a temporary 
certificate and refer for a diabetes evaluation.

2. If over 500mg/dl, do not certify until evaluated for diabetes, or until they 
have a blood glucose test and/or HbA1C. Then give a 1 to 3-month 
certificate and refer for an evaluation.

If driver returns demonstrating improved control, certify for up to 2 years.

Examiners may consider giving consecutive 3-month certificates until desired 
amount of control has been achieved.

The following is an example of what a medical examiner could do in the case of a driver with no 
history of diabetes who has glycosuria taken during the medical exam. What is the next best step? 

If the glucosuria is less than or equal to 500 milligrams per deciliter and the driver is not otherwise 
a driving risk, the medical examiner could give a 1 to 3 months medical certificate and refer the 
driver for a diabetes evaluation. If the glucosuria is over 500 milligrams per deciliter during the 
medical exam, the medical examiner may decide not to certify the driver until an evaluation for 
diabetes has been completed, or until the driver’s blood glucose or A1C results demonstrate 
improved control. Then the ME could issue the driver a 1 to 3 months certificate and refer the 
driver for an evaluation. 

If the driver returns after 3 months and demonstrates improved control, the medical examiner can 
certify the driver up to two years. Examiners may consider giving consecutive 3-month certificates 
until desired amount of control has been achieved.
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Insulin Use Standard 

45



The Old Federal Insulin Exemption

The Federal diabetes exemption must be renewed every 2 years. The driver must 
also comply with program requirements that include:
Annual:
• CMV driver medical qualification examination
• Endocrinologist evaluation
• Ophthalmologist/optometrist evaluation
• Diabetes mellitus education

NOTE: The driver must provide a quarterly evaluation checklist from his/her 
endocrinologist throughout the 2-year period or risk losing the exemption.

The old standard for insulin-treated diabetes mellitus was much more stringent than it is now. 
Before being able to drive, individuals had to obtain a federal insulin exemption which was valid 
for 2 years, but drivers could only be certified for one year at a time. For their yearly certification, 
they had to provide the ME with a copy of a completed Annual Diabetes Assessment Package, 
have an endocrinologist complete an annual evaluation checklist, and have a vision specialist 
complete an annual vision evaluation checklist. The driver also had to provide a quarterly 
evaluation checklist to their endocrinologist.
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Insulin Use Standard 

FMCSA permits individuals with a stable 
insulin regimen and properly controlled 

insulin-treated diabetes mellitus (ITDM) to be 
qualified to operate a commercial motor 

vehicle (CMV) in interstate commerce for up 
to 12 months.  

Drivers with a stable insulin regimen and properly controlled diabetes may be qualified to operate 
commercial motor vehicles in interstate commerce for up to one year. 
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Diabetes Mellitus Standard & Insulin Use § 391.46

Paragraph (b), Evaluation by the treating clinician (TC), states 
that the ITDM individual must have a TC evaluation 
completed before any medical examination by the certified 
ME and defines a TC. 

• Paragraph (b)(1) requires the TC to complete the ITDM 
Assessment Form, MCSA-5870. 

• Paragraph (b)(2) requires TCs to sign and date the form 
and provide their business contact information.

Paragraph (b) of section 391.46 states that the driver must have a treating clinician evaluation 
completed before any medical examination is performed by the certified medical examiner. It 
defines the treating clinician as the provider who is managing the driver’s diabetes. Paragraph 
(b)(1) requires the treating clinician to complete the Insulin-Treated Diabetes Mellitus Assessment 
Form, MCSA-5870. Paragraph (b)(2) requires the treating clinician to sign and date the form and 
provide their business contact information. 
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Diabetes Mellitus Standard & Insulin Use § 391.46

Paragraph (c), Medical examiner's examination, sets forth the requirements for the ME's 
examination, including that the examination must begin no later than 45 days after the 
driver’s TC evaluation. 

• Paragraph (c)(1) states that the certified ME must have an ITDM Assessment Form, 
MCSA-5870, for each examination

• Paragraph (c)(2) relates that ME is to make a medical qualification determination by 
considering the information in the ITDM Assessment Form, MCSA-5870, and using 
independent medical judgement, using the medical qualification standards in the 
paragraph

The standards provide that a driver must maintain a stable insulin regimen and proper control 
of their diabetes and cannot have severe non-proliferative diabetic retinopathy or 
proliferative diabetic retinopathy. The standards also establish the requirements for blood 
glucose self-monitoring for ITDM drivers. 

Paragraph (c) states that the medical examiner must begin the examination of the driver no later 
than 45 days after the drivers’ treating clinician signed the evaluation. Paragraph (c)(1) states that 
the medical examiner must have an insulin-treated diabetes mellitus assessment form for each 
examination performed on the driver.  This means that if a driver is given a one-month certificate, 
the ME must have a newly completed insulin treated diabetes mellitus assessment form when the 
driver returns in a month for a new medical exam and certificate. 

Paragraph (c)(2) relates that medical examiners are to consider the information provided in the 
insulin-treated diabetes mellitus assessment form and independent medical judgement when 
making a medical qualification determination, using the medical qualification standards in the 
paragraph. 

These standards state that a driver must maintain a stable insulin regimen and proper control of 
their diabetes and cannot have severe non-proliferative diabetic retinopathy or proliferative 
diabetic retinopathy. The standards also require that insulin-treated diabetes mellitus drivers keep 
a record of blood glucose self-monitoring. 
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Blood Glucose Monitoring Guidelines
The Federal Diabetes Exemption Program guidelines for blood glucose monitoring include 
using a device that records the results for later review and measuring blood glucose level:
• Before driving.
• Every 2 to 4 hours while driving.

Blood glucose levels that remain within the 100 milligrams per deciliter (mg/dL) to 400 
mg/dL range are generally considered safe for commercial driving.

ITDM Blood Glucose Monitoring

Previously, insulin-treated diabetics had to record their blood glucose results before driving and 
every two to four hours while driving. 
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ITDM Blood Glucose Monitoring
Paragraph (d), Blood glucose self-monitoring records 
discusses the blood glucose record-keeping requirements, 
including submitting those records to the TC during the 
evaluation.

The final rule does not establish the specific frequency of 
blood glucose monitoring. FMCSA finds that any regulatory 
requirement that specifies monitoring frequency does not 
support the intent of the rule for individualized assessment. 

Rather, the rule provides that ITDM individuals must self-
monitor blood glucose in accordance with the specific 
treatment plan prescribed by the TC.

The self-monitoring of blood glucose levels for insulin-dependent diabetics requires drivers to 
provide a copy of their blood glucose record to their treating clinician during their regular 
evaluation which they will use to aide in completing the insulin treated diabetes mellitus 
assessment form.  There is not a specified frequency of blood testing required, other than it 
comprises 3 months of self monitoring.  The specific frequency of testing (such as twice daily) is 
determined by the treating clinician’s specific treatment plan for that driver.  This supports 
FMCSA’s intent for individualized assessment of drivers using insulin.
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Severe Hypoglycemic Episode - Return to Driving

A ITDM driver who experiences a severe hypoglycemic episode 
is prohibited from operating a CMV. 

• Individual must report the episode 

• Evaluation by a treating clinician as soon as is practicable

• Once the TC has addressed the cause, the individual must 
again have a stable insulin regimen and properly controlled 
ITDM

 A new ITDM Assessment Form (MCSA-5870) bust be 
completed before the individual can resume operating 
a CMV

• The individual must retain the form and present it at their 
next medical certification examination

A driver taking insulin who experiences a severe hypoglycemic episode is prohibited from 
operating a commercial motor vehicle. They must report the episode and be evaluated by their 
treating clinician as soon as reasonably practicable. Prohibition from operating a commercial 
motor vehicle continues until the driver has been evaluated by their treating clinician and the 
cause of the severe hypoglycemic episode has been addressed. The individual must once again 
have a stable insulin regimen and proper control of their insulin treated diabetes mellitus.  A new 
insulin treated diabetes mellitus assessment form must be completed before the individual may 
resume operating a commercial motor vehicle. The driver must retain and provide the form to the 
medical examiner at the time of the next medical exam to ensure that the ME is aware of the prior 
episode. 
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ITDM Complications

The only regulatory requirements pertaining to complications 
arising from diabetes is for diabetic retinopathy.

• The TC is best suited to provide information regarding 
diabetes complications using the ITDM Assessment Form

• MEs are to consider the TC's information in determining 
whether the driver can safely operate a CMV 
 Determinations should be based on an individualized 

assessment and the severity of symptoms

 A complication becomes a disqualifying factor only if it 
impairs the ability to operate a CMV safely

Certification determinations for target organ complications associated with diabetes should be 
made according to the regulations that pertain to each specific disease. With the exception of 
diabetic retinopathy, there are no specific regulatory requirements pertaining to complications 
that may arise from diabetes. The treating clinician is best suited to provide information regarding 
diabetes complications using the insulin treated diabetes mellitus assessment form. Medical 
examiners are to consider the treating clinician's information in determining whether the driver 
can safely operate a commercial motor vehicle. Determinations should be based on an 
individualized assessment and the severity of symptoms. A complication becomes a disqualifying 
factor only if it impairs the ability to operate a commercial motor vehicle safely. 
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State Issued Insulin Use Waiver / Exemption

For drivers who are limited to driving within their state, some may have 
a State Issued Insulin Use Waiver or Exemption.

MEs should refer to their State’s commercial driver medical regulations.  
MEs will likely write “State Insulin” in the space for the state variance. 

Some drivers have been limited to driving in their state simply because 
their job only requires such.  If otherwise qualified to drive across state 

lines, the ME could issue an interstate medical examiner’s certificate 
and use the federal process for drivers with ITDM. 

Drivers taking insulin who are limited to driving within their state usually have a state issued 
insulin use waiver or exemption. California, Montana, and Florida have a different process for 
intrastate drivers who use insulin.  Medical examiners should refer to the State commercial driving 
medical regulations. Medical examiners may want to keep in mind that some drivers taking insulin 
have been limited to driving in their state simply because their job only requires such. If medically 
or otherwise qualified to drive across state lines, the medical examiner could issue an interstate 
medical examiner certificate and use the federal insulin standard to certify drivers with insulin 
treated diabetes mellitus.
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391.62 Intra-City Work Zone Exclusion

For drivers with an Intra-City Work Zone Exclusion for Insulin Use who remain 
inside the state when working, the ME should contact the State Driver’s License 
Agency to get further guidance on the process to use for driver certification.

However, these drivers may become qualified to drive across state lines by taking 
advantage of the newer diabetes standard that allows drivers who take insulin to 
obtain a medical examiners certificate under 391.46. 

Some drivers using insulin who only drive within the state have obtained the intra-city work zone 
exclusion, under 391.62. The medical examiner should contact the state drivers license agency for 
guidance and instructions on the process to certify drivers that are taking insulin. These drivers 
may become qualified to drive across state lines by taking advantage of the newer diabetes 
standard that allows drivers who take insulin to obtain a medical examiners certificate under 
391.46.
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Canadian and Mexican Drivers with ITDM

Drivers with ITDM with licenses issued in Canada or Mexico are 
prohibited from operating CMVs in the United States.

Individuals from Canada with a license issued in conformity with 
the Canadian National Safety Code and from Mexico with a Licencia

Federal de Conductor (LFC) generally may operate CMVs in the 
United States (49 CFR 383.23(b) n.1 and 391.41(a)(1)(i)).

Note:  U.S. Drivers Taking Insulin can not drive in Canada 

Insulin dependent drivers of commercial vehicles licensed in Canada or Mexico are prohibited 
from operating commercial motor vehicles in the United States. Also, U.S drivers taking insulin 
cannot drive in Canada.
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Thyroid Disease
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Hypothyroidism

Symptoms:
• Fatigue   
• Weakness
• Weight gain or difficulty losing weight
• Cold Intolerance
• Memory Loss
• Hair Loss or Coarse, dry hair
• Dry, rough skin
• Muscle cramps and frequent muscle aches
• Depression/ Irritability
• Abnormal menstrual cycles
• Decreased libido

Hypothyroidism results in fatigue or weakness and drivers may have significant weight gain or 
difficulty losing weight. Drivers may have a sensitivity or intolerance to cold. They may have 
memory loss, hair loss, or develop depression or irritability.
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Hypothyroidism

No Specific Guideline

Waiting Period:  No recommended time frame

Certify if:
• Treatment is effective/adequate safe and stable

What would be the best step in determining 
adequate treatment?

Diagnostic Testing: Thyroid Panel
• TSH 
• Low free T4  
• High Anti-Thyroid Peroxidase (Anti-TPO)

There is no specific guidelines for hypothyroidism and no recommend waiting period. Drivers 
whose treatment and condition are stable, safe, and effectively treated should be certified to drive 
but there is no specified interval recommended that would preclude issuing up to a 2-year medical 
certificate. 

The National Registry certification test frequently asks what would be the “best next step”, or 
what would be the “best next test” to obtain.  A thyroid panel is usually ordered, which includes 
thyroid stimulating hormone (TSH), T4, and anti-thyroid peroxidase (anti-TPO). Results would 
show that there is low free-T4 or at other times there will be high anti-thyroid peroxidase. 
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Hyperthyroidism

• Excessive T3, T4
• Sudden weight loss
• Tachycardia, arrhythmia, palpitations
• Nervousness, anxiety and irritability
• Sensitivity to heat
• Tremor — fine trembling in your hands and fingers
• Increased appetite
• Changes in menstrual patterns
• Changes in bowel patterns, frequent bowel movements
• An enlarged thyroid gland (goiter)
• Fatigue, muscle weakness
• Difficulty sleeping
• Skin thinning, Fine, brittle hair

Hyperthyroidism is caused by excessive excretion of T3 and T4 from the thyroid gland. Drivers who 
have hyperthyroidism may have sudden weight loss, tachycardia, heart arrhythmias, heart 
palpitations, anxiety, and may appear irritable or nervous. They are typically sensitive to heat and 
may develop fine trembling in the hands and fingers. They may also have an increase appetite and 
a change in bowel pattern or menstrual cycle. They may have an enlarged thyroid gland or goiter, 
thin skin, fine brittle hair and report difficulty sleeping. 
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Hyperthyroidism
No specific guidelines

Certify if: treatment shown to be effective adequate, safe and stable

Do Not Certify if:
• If symptoms of thyrotoxicosis: 

 palpitations 
 Tremor
 Anxiety
 diarrhea 
 weight loss

Diagnostic testing:
• Low TSH   
• High T4, T3

There is no specific medical guideline for hyperthyroidism. Medical examiners should not certify 
drivers with hyperthyroidism until their hyperthyroidism is treated effectively and is shown to be 
safe, adequate and stable. Drivers should not be certified if they are having symptoms that are a 
risk to driving such a thyrotoxicosis, palpitations, tremors, anxiety, excessive diarrhea or weight 
loss. Diagnostic testing would indicate low thyroid stimulating hormone and high T3 and T4. 
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Thyroiditis
Inflammation of Thyroid:  
• Can appear as hyper or hypothyroidism and may change from one 

to the other
• May be in conjunction with pregnancy 

No Specific Guidelines

Certify if:  Treatment shown to be effective adequate, safe and stable

Do Not Certify if:
• Symptoms a risk to safe driving 

Certification Interval: Not specified

Thyroiditis is inflammation of the thyroid gland and can appear as either hyper or hypothyroidism 
and can change from one to the other. It may be brought-on as part of pregnancy. Postpartum 
drivers can be certified if their condition is stable, safe, and effectively treated. Do not certify the 
driver if they have symptoms of either hyper or hypothyroid that are a risk to safe driving. 
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• Height & Weight
• Pulse & Auscultation
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Height / Weight

Standards do not include any 
maximum or minimum height and 

weight requirements.  

You should consider height and weight 
factors as part of the overall driver 

medical fitness for duty.

There are no height or weight requirements.  MEs should consider height and weight as factors of 
the overall driver medical fitness for duty.  BMI is included in the guidance for determining 
whether a driver should be evaluated for obstructive sleep apnea.
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PULSE RATE / RHYTHM 

Check for:

• Strength
• Rate
• Rhythm

• Regular
• Irregular

• Regularly Irregular
• Irregularly Irregular 

MEs are to evaluate the pulse rate and rhythm.  If abnormal, the MEs should determine whether 
the driver’s heart rhythm is regularly irregular or irregularly irregular.
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Pulse Strength

Tactile Evaluation

Evaluation of palpable pulse:
0/4 = Absent
1/4 = Barely palpable
2/4 = Easily palpable (normal)
3/4 = Full
4/4 = Aneurysmal or “Bounding pulse”  

Instead, consider using a pulse oximeter that produces a 
waveform with photoplethysmography

Pulse strength is identified through tactile evaluation or by using a device such as a pulse oximeter. 
They are FDA approved and can be purchased. For tactile evaluation, the grading system ranges 
from 0 for an absent pulse, to 4, represents a bounding pulse.  MEs should note any unusual or 
variation of pulse strength.
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PULSE RATE

Normal Rates:
 Adults (including Seniors): 60 to 100 BPM 
 Well trained Adult Athletes: 40-60 BPM

Tachycardia >100 BPM  Refer to PCP if indicated
Bradycardia  < 60 BPM  Refer to PCP for if indicated

 Tachycardia significantly increases the risk of stroke, 
sudden cardiac arrest or death

The driver should not receive certification until they have been 
cleared of any condition which may disqualify them for driving

The normal pulse rate can range between 40 to 100 beats per minute, depending on physical 
condition and age. Well-conditioned adults may have a bpm between 40 to 60. Tachycardia 
greater than 100 beats per minute significantly increases the risk of stroke, sudden cardiac arrest, 
or death, and should be considered for referral and evaluation. Elderly drivers are more prone to 
bradycardia which can lead to fatigue, dizziness, lightheadedness, confusion, syncope, and in 
extreme cases, cardiac arrest. The driver should not be certified until they have been evaluated 
and cleared.  
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Heart Rhythm - Irregularly Irregular & Regularly Irregular

Regular = The atrial and ventricular contractions are 
occurring at roughly even intervals consistently

Regularly Irregular =  It's not completely steady but 
there's a pattern to the unsteadiness
• (e.g., losing every 4th ventricular contraction)

Irregularly Irregular = no pattern

Typically, regularly irregular heart rhythms are not a great concern, but an irregularly irregular 
heart rhythm should be evaluated. The difficulty is telling the difference. In a normal heart rhythm, 
the atrial and ventricular contractions occur at roughly even intervals on a consistent basis as 
evidence by the by S1 and S2 heart sounds. It is easy to confuse a regularly irregular beat where 
the time between a heartbeat consisting of the sequential sounds of S1 and S2 is regular 
compared to a loss of the timing within the heartbeat between S1 and S2. If the disturbance 
occurs in an easily identifiable pattern, then it would be classified as a regularly irregular heart 
rhythm. But if there is no identifiable rhythm pattern including the relationship between S1 and 
S2, it is likely an irregularly irregular heart rhythm.
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Composition of Heart Sounds
The opening of heart valves is normally silent with no additional sounds.  

• Ejection Click: 
• Opening of the aortic and pulmonic valves
• Heard during systole  
• Can be mistaken for splitting of the first heart sound
• Associated with valve pathology

• Opening Snap: 
• Opening of the mitral and tricuspid valves
• Heard in diastole
• Associated with valve pathology

Other heart sounds that may need further evaluation include an ejection click and opening snap. 
Both are associated with valve pathology. An ejection click occurs during the opening of the aortic 
or pulmonary valves and would be heard in systole, in association with the S1 heart sound. An 
opening snap is associated with the mitral and tricuspid valves and therefore occurs in diastole, 
near the S2 heart sound.
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This is the end of Module 2.

70


