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Managing Older Adult Driving Safety in the
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THE NUMBER OF DRIVERS OVER THE AGE OF
75 will dramatically increase over the next
few decades. Adults age 85 and older have
the highest rate of driver fatalities.! Indi-
viduals age 70 and older have the greatest
motor vehicle fatality rates per mile driven
compared to all but the riskiest age group,
those 25 years and younger. Advanced
age is also a risk factor for motor vehicle
crashes.? Since driving safety declines as
older adults age, clinicians caring for this
population may be increasingly called
upon to evaluate the driving safety of their
elderly patients.

DEMENTIA AND DRIVING SAFETY

Considering the high prevalence of
dementia with increasing age, physicians
are increasingly confronted with the chal-
lenge of assessing driving risk in those
with cognitive compromise. In 2010, the
American Academy of Neurology (AAN)
published its practice parameters for eval-
uating driving safety among patients with
dementia.’ Previous studies have found
that motor vehicle crashes and failure rates
on road tests and simulated assessments all
increase with increasing dementia sever-
ity, and generally, those with moderate
stage dementia are considered unsafe to
drive.* The AAN recommends consider-
ing dementia severity to guide clinicians’
decision-making.

A high percentage of individuals with
very mild or mild dementia, however, are
able to pass a standardized road test.” Con-
sequently, in those individuals with milder
cognitive compromise, the AAN practice
parameters recommend the consideration
of additional information regarding risk
factors for unsafe driving. Risk factors
to assess include caregiver report of the
patient’s marginal or unsafe driving skills,
as well as recent history of crashes or cita-
tions, reduction in miles driven per week,
avoidance of complex driving situations,
aggressive/impulsive driving habits, and
a Mini Mental State Examination score
of < 24. Based on dementia severity and
number of risk factors reported, the AAN

recommends following state requirements

for reporting unsafe drivers. Risk manage-
ment options articulated by the AAN
include counseling the patient for options
for alternate transportation, discussing the
need to relinquish driving privileges, and
possibly referral for outside assessment of
driving safety (e.g., DMV or professional
driving instructor). In patients where risk
is considered very low, follow-up every six
months has been recommended.*

Considering the
high prevalence
of dementia
with increasing
age, physicians
are increasingly
confronted with
the challenge of
assessing driving
risk in those
with cognitive
compromise.

OFFICE-BASED ASSESSMENT OF
OLDER DRIVER SAFETY

In 2010, the American Medical As-
sociation (AMA) also updated their Physi-
cians Guide to Assessing and Counseling the
Older Driver, a free on-line publication.’
The AMA’s guide provides a description
of how to evaluate a range of age-related
medical risk factors for unsafe driving. A
thorough review of all medical conditions
that may affect driving safety including,
but not limited to, seizures, syncope,
respiratory disease, diabetes and cardiac
events, as well as a consideration of medi-
cations that may have sedating side effects
is recommended by the AMA’s guide.

With regard to office-based testing
to determine driving risk, the AMA’s
guide recommends the Assessment of

Driving-Related Skills Battery (ADReS).

This battery includes assessment of visual
functioning (acuity and visual fields),
cognitive screening (clock drawing and
the Trail Making test), and motor func-
tioning (20 foot walk, tests of range of
motion and motor strength). It should be
recognized that brief office-based assess-
ments to determine driving safety, such
as those that comprise the ADReS, have
been criticized for limited evidence to sup-
port their clinical utility for distinguishing
safe from unsafe drivers. Importantly, the
AMA’s guide emphasizes that medical,
sensory, and motor deficits should, if
possible, be addressed and then followed
up to determine if there is still persisting
concern about driving safety. If issues still
persist, then referral to a driving specialist
is recommended. Care providers should
know their state’s requirements for report-
ing unsafe drivers, and the development
of policy for reporting unsafe drivers
should be reviewed by appropriate legal
counsel.* According to the AMA’s guide,
Rhode Island does not mandate reporting
of unsafe drivers. Physicians can, however,
report patients thought to be unsafe driv-
ers due to a medical conditions through
the medical advisory board of the De-
partment of Motor Vehicles. Physicians
appear to be generally protected from legal
reprisal, so long as the reporting is done
in good faith and with due care. Please
check with the Rhode Island DMV and
the AMA’s Guide (Chapter 8, page 58)

for details on reporting.’

OLpER DRIVER REMEDIATION

As described above, age-related de-
clines in sensory and motor functioning,
and to some degree cognitive functioning,
does not mean that driving cessation is
required. Considering the reality that
within many communities there are lim-
ited alternate forms of transportation, it
is important to try and maximize driving
safety, when feasible. In addition to ad-
dressing any modifiable medical condi-
tions, driving safety may be increased by
referral to an occupational therapist or
driving specialist. Adaptive equipment for
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the vehicle is available for those individu-
als with some sensory and physical limita-
tions. For example, hand controls for in-
dividuals with decreased lower extremity
sensation and parabolic mirrors for those
with reduced neck range of motion may
allow some older adults to continue to
safely operate a motor vehicle.

Beyond physical modifications of
the vehicle, the most common form of
intervention to improve driving safety has
been older-driver education. Classroom-
based and on-line education programs are
offered by AARP, AAA, and other state
run agencies. Few studies have examined
the efficacy of education-based interven-
tions. The results of these limited clinical
trials have been mixed; one study reports
that education is associated with fewer
citations, one reports that education was
linked to increased crashes, and three
studies detected no influence of education
upon crash risk.”

Use of a cholinesterase inhibitor
(ChEI) may help drivers with early stage
dementia prolong their ability to safely
operate a motor vehicle. In a preliminary
study with a small sample of participants
with mild Alzheimer’s disease (n=24), it
was found that simulated driving per-
formance improved following treatment
with ChEI® Furthermore, Daiello and
colleagues observed that performance
on the simulated driving assessment was
better among those individuals who had
been treated with a ChEI compared to
individuals who had not yet started this
treatment. These findings are preliminary
but may have important implications for
helping drivers with dementia maintain
safe performance of this critical activity of
daily living; however, the effect of ChEI
upon actual driving habits has yet to be
examined.

CEessATION OoF DRIVING

In many cases, healthcare providers
will need to recommend cessation of
driving to their older patients. Cessation
of driving has a number of serious and
negative consequences linked to de-
creased community participation and in-
creased risk of long-term care placement.
Therefore, providers should be aware of
alternate transportation options in the
community such as the RIDE and para-

transit for elders who cannot use public
transportation. Other alternate forms of
transportation may include friends, family
members, religious groups, social clubs,
or other volunteer programs. For those
patients who cease driving, at follow-up
providers should assess for regular atten-
dance of appointments, renewal of pre-
scriptions, as well as signs of depression,
isolation, and other forms of self-neglect
due to cessation of driving.

ConcLusions

As the older population increases,
clinicians in the primary care setting will
increasingly be called upon to evaluate
driving safety. Although research sup-
porting an evidenced based approach to
identifying and remediating unsafe older
drivers is lacking, there are increasing
recommendations to inform the primary
care practitioner and help make this de-
termination.
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