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Psychoactive drugs and driving

SUMMARY
Any drug or substance with effects on the central nervous system can impair the ability to 
drive safely.

When prescribing, consider the effects of each drug on driving as well as the use of other 
substances. Advise the patient of the risks.

Opioids, benzodiazepines, anticonvulsants, antipsychotics and sedating antidepressants increase the 
risk of crashing. Erratic use of sedatives causes a higher level of impairment than stable regimens.

Patients who have complex medical conditions and take multiple drugs should undergo a fitness-
to-drive assessment.

Random testing
At present, random roadside alcohol and drug testing 
occurs to a variable extent throughout Australia. 
Alcohol testing involves a screening breath analysis 
followed by confirmatory testing with highly sensitive 
and specific instruments. When a confirmatory 
sample cannot be obtained, blood testing may 
be required.

Random roadside samples of saliva are tested for 
three substances:

 • delta-9-tetrahydrocannabinol (cannabis)

 • methamphetamine (commonly known as ice 
or speed)

 • 3,4-methylenedioxymethylamphetamine 
(MDMA, commonly known as ecstasy).

These drugs were originally selected to avoid legal 
defences based on prescribed medicines. Screening 
is done at the roadside with an oral wipe. If the result 
is positive, an oral fluid sample is taken and sent 
for confirmatory testing. Cut-off concentrations for 
driving offences are set according to the Australian 
Standard (AS/NZS 4760-2019) or local policies.

Mandatory testing
Mandatory testing is required following a motor 
vehicle collision. Blood, and in some jurisdictions, 
urine, is collected. Samples are screened for 
commonly used substances including alcohol. If there 
is a positive indication, confirmatory tests are carried 
out. Observation of impaired driving behaviour 
in conjunction with blood sampling is generally 
required to prove the offence of driving under the 
influence, particularly for prescription drugs. Drug 
concentrations on their own do not predict individual 
driving ability due to the user developing tolerance to 
the drug.

Introduction
Any psychoactive substance acting on the central 
nervous system can impair driving skills. These 
substances may be prescribed drugs, alcohol or 
substances of misuse. Alcohol, cannabis, opioids, 
stimulants and sedating drugs, such as benzodiazepines, 
are the substances of greatest concern in road safety.

While alcohol use has been declining, there has 
been an increase in the detection of other impairing 
substances in drivers. Misuse of prescription drugs is 
a concern, especially in relation to deaths from opioid 
use. Drugs affecting the ability to drive safely that 
have an increasing profile in motor vehicle collisions 
include pregabalin and gabapentin. Gabapentinoids 
may be being misused for their euphoric and 
dissociative effects.1,2

In Victoria, prescription drugs were involved in 
approximately 21% of fatal road collisions from 
2007–2013. The prevalence varies in other states and 
territories depending on jurisdictional practice and 
data collection.3

The tasks of driving
Driving is a complex task that places demands on 
vision, rapid decision making, planning, tracking, 
vigilance, reaction time, coordination and gross 
motor activity. Most importantly, driving requires the 
ability to divide attention between several competing 
demands on cognitive skill. Any of these functions can 
be adversely affected by psychoactive substances 
either alone or in combination.

Alcohol is the most thoroughly understood drug 
with regard to driving ability. It is often used as a 
benchmark for drug effects, even though it has 
very little similarity with the pharmacokinetics and 
dynamics of other drugs.
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Medical conditions
The underlying medical condition for which a drug 
is prescribed may also have potential effects on 
driving ability. It is common in drivers with chronic 
conditions for there to be multiple effects on driving 
ability due to the illnesses and the drugs used to treat 
them.4 For further information on medical conditions 
and driving, refer to Austroads: Assessing Fitness 
to Drive.5 Many of the drug information databases 
used by doctors and pharmacists provide advice on 
the effects of drugs on driving. The more stringent 
requirements for commercial drivers are given in the 
Austroad standards.

Depression
Depression impairs driving skills such as cognitive 
abilities and concentration. It slows reaction times 
and can therefore increase the risk of a crash.6 
Sedating antidepressant drugs, especially the tricyclic 
antidepressants, are likely to contribute to the 
increased risk. This risk decreases after six weeks, but 
not necessarily to the normal baseline level of control.7

Epilepsy
Most studies report an increased crash risk in people 
with epilepsy.8 Anticonvulsants frequently have 
adverse effects, such as fatigue, incoordination and 
dizziness, with the potential to impair driving ability. 
Starting or changing treatment including withdrawal of 
anticonvulsants alters the risk of seizures. Discussion 
and recommendation with regard to not driving and 
driving-free periods should be provided to the patients 
preferably in a written form with clear documentation 
in the prescriber’s and dispenser’s records. Providing a 
copy of the Austroad standards relevant to epilepsy is 
a useful adjunct to management.

Alcohol
Alcohol is the most common substance involved in 
road traffic collisions and deaths. Like most sedating 
drugs, alcohol impairs the ability to drive by increasing 
reaction time and decreasing concentration, 
coordination and tracking. It also increases risk-taking 
behaviour as drivers overestimate their skills. Alcohol 
is the only substance for which there is a generally 
accepted relationship between blood concentrations 
and the risk of crashing.

Alcohol interlocks are breath analysis devices installed 
in a vehicle. They require the driver to provide a 
breath sample before driving and at random times 
during a drive. Interlocks are useful for ensuring 
chronic alcohol users do not drive while intoxicated 
but they are expensive. In most jurisdictions their 
use cannot be made a condition for holding a driving 
licence unless there is a court order.

Sedatives
For sedating drugs, particularly benzodiazepines and 
opioids, the risk of having a motor vehicle collision 
is increased in the first four weeks after starting 
treatment and especially when combined with alcohol. 
Anticonvulsants, antidepressants and antipsychotics 
can also have sedative effects with the potential to 
affect driving ability. The prescriber and pharmacist 
must warn patients of these effects.9

An increased dose of any sedating substance will 
increase crash risk as will the absence of tolerance. 
There are other factors that affect the ability to 
drive safely such as the initiation period, time 
to steady state and effect, pre-existing medical 
conditions, driver experience and combinations with 
other substances.

Stabilisation on sedative drugs will generally take 
6–8 weeks. In certain circumstances tolerance may 
develop, decreasing the crash risk from sedating 
drugs taken on a regular dosing schedule as long 
as other substances or alcohol are not used. The 
intermittent and erratic use of sedating substances 
can lead to unsafe driving.

Patients on a stable maintenance dose of opioid 
replacement therapy, such as methadone, will develop 
a tolerance to its sedating effects. They are usually 
safe to drive providing the opioid replacement 
therapy is taken as directed and no psychoactive 
drugs are taken with it.

Stimulants
Epidemiological data show increased rates of crashes, 
injuries and fatalities when methamphetamine10 
or cocaine is present. The stimulant effects may 
be manifested by speeding, running red lights, 
aggressive driving, and unsafe overtaking and lane 
changes. There is no substantial evidence of sustained 
improvement in performance with methamphetamine 
or cocaine from epidemiological or on-road 
driving studies.

The effects of stimulants are biphasic. After the initial 
stimulatory phase, a period of extreme fatigue may 
ensue. There is depression and irresistible sleepiness 
which can reduce cognitive ability and cause drivers 
to fall asleep suddenly.

While a single low-dose stimulant may increase 
mental and motor performance in those who are 
sleep deprived or fatigued, it does not enhance 
performance in other people. It may improve 
performance in simple tasks, but not complex divided 
attention tasks such as driving. As with many other 
drugs there is no consistent relationship between the 
blood concentration of a stimulant and the degree of 
stimulation or crash risk.
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Amphetamines are excreted into saliva from blood. 
They may therefore be present in oral fluid at higher 
concentrations than in blood.

Medicinal cannabis
Medicinal cannabis was initially intended to only 
contain cannabidiol which is not psychoactive. 
Most patients with the conditions for which medical 
cannabis was originally claimed to be effective are 
not likely to be driving. Despite this, some medicinal 
cannabis does contain tetrahydrocannabinol (THC), 
especially if it has not been obtained from approved 
sources. THC is known to adversely affect driving 
skills but, because of its particular pharmacokinetics, 
its concentration in body fluids is not reliably related 
to impairment. Its presence at any level is associated 
with an increased crash risk.11 The laws relating to 
THC and driving are therefore not, and have never 
been, intended to be based on impairment but only 
on use of an illicit substance. It is illegal to drive 
with THC in the body regardless of prescription. 
The person is likely to be impaired in their ability to  
drive safely and:

 • may not be insured in the event of a collision

 • may be charged with criminal offences in the  
event of a collision

 • may be charged with having a proscribed 
substance in their blood while driving.

THC is unlikely to be secreted into saliva from 
blood to any extent. Oral fluid tests can be positive 
because of residual THC deposited from cannabis 
smoke passing through the mouth, but they should 
not remain positive for more than a few hours 
after smoking.

The Therapeutic Goods Administration advises that 
‘Patients should not drive or operate machinery while 
being treated with medicinal cannabis’.

Combination of substances
It is common to find more than one drug in the body 
of surviving or dead drivers after a crash. Australian 
self-reports suggest that the prevalence of drugged 
driving in conjunction with alcohol may be as high 
as 4.1% with cannabis, 2.2% with ecstasy, 1.9% with 
methamphetamine and 0.9% with benzodiazepines.12

Co-administration of sedative drugs may cause more 
profound sedation and effects on driving ability than 
any drug taken on its own. The synergistic effects of 
alcohol and cannabis produce greater impairments in 
driving ability than each substance individually.13,14 This 
is due to the effects on different aspects of executive 
functioning such as cognition, and psychomotor and 
actual driving performance.

Prescribing regimens that have the least impairing 
effects on driving ability should always be considered. 
If prescribing multiple sedating drugs, for example 
the addition of metoclopramide for acute nausea 
or sedating antihistamines for hay fever, to other 
sedative substances, patients must be warned about 
the effects on driving ability. Cessation of driving 
may need to be recommended if it is not possible to 
change to a non-sedating drug.

After effects of drug use
Many substances impair safe driving ability, not only 
at the time of use, but also afterwards because of 
a hangover effect. Patients should be warned of 
these after effects particularly with alcohol and the 
benzodiazepines, opioids and stimulant drugs.

Rehabilitation
Patients can return to driving after drug or alcohol 
rehabilitation. At present the Austroads standard 
requirements5 are for a conditional licence after a 
month of remission and an absence of cognitive 
impairments relevant to driving. There should also be 
no end-organ effects that impact on driving.

Reporting requirements
Document all discussions with patients with regard 
to advice on driving and restrictions. Reporting 
requirements are detailed in Appendix 3 of the 
Austroads guidelines. Public safety issues must be 
considered for drivers who are unfit to drive due 
to medical or medicinal reasons, particularly those 
patients who may not self-report. In general, no 
penalties are applied to a prescriber who reports a 
patient, providing there is no malicious intent.

Conclusion

Driving requires a high level of skill. This may be 
adversely affected by medical conditions and the 
drugs used in treatment. Alcohol and illicit substances 
also impair the ability to drive safely.

When prescribing, consider the effects of the 
treatment on driving ability. Also enquire about the 
use of alcohol and other substances. Advise the 
patient when driving should be avoided or if extra 
precautions are required. 

Vanita Parekh is Director of the ACT Fitness to Drive 
Medical Clinic.
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