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Background: The assessment of the older driver is a signif-
icant challenge in geriatric care. Most studies of older dri-
vers have focused on the outpatient assessment of driving
safety. Inpatient geriatric rehabilitation units may provide
an opportunity for the identification and assessment of the
high-risk older driver.

Methods: Charts of all patients admitted to a Geriatric
Inpatient Unit (GIU) for assessment and rehabilitation from
2000-2002 were reviewed. Patients with an active driver’s
license were identified by the Occupational Therapy (OT)
admission assessment. The percentage of drivers who had
a license suspension recommended by the GIU team was
calculated. Demographic information and patient factors
related to driving safety were analyzed using descriptive
statistics and the Wilcoxon test.

Results: Of 232 patients admitted to the GIU during the
study period, 39 had a valid driver’s license (16.81%). The
average age of drivers was 79.36 years. At time of dis-
charge, 52.75% of drivers had a recommendation from the
GIU team to discontinue driving. Driving assessment and
outcome were not well-documented in medical progress
notes and discharge summaries. Documentation of a rec-
ommendation of suspension to the Ministry of Transport-
ation was poor. Physical concerns were more common
than cognitive impairment as a reason for license suspen-
sion. Over half of patients with a license, transferred for
rehabilitation from an acute care hospital, received a sus-
pension recommendation. Driving was not identified as an
issue prior to transfer.

Conclusions: Geriatric inpatient rehabilitation units rep-
resent an important opportunity to assess the high-risk
older driver. Documentation of driving assessment and
team recommendation is poor and could affect the out-
come of license suspension. Protocols for identification
and documentation of driving safety should be considered
in all units providing care to older patients.
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INTRODUCTION

As the population ages, the number of older drivers
is expected to increase significantly.' The older dri-
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ver has received greater attention in the last 10
years, as the awareness of the legal and ethical
responsibilities of physicians has increased.> In
Canada, the legal requirements for reporting dri-
vers vary from province to province, but many
jurisdictions have mandatory reporting of drivers
thought to be unsafe for medical reasons. The
assessment and management of older drivers is one
of the biggest challenges of geriatric care.

Older patients have been shown to alter their dri-
ving habits with aging and with development of
conditions such as dementia. However, many
patients at risk do not recognize the impact of
health conditions on driving ability and safety.>*
Physicians might recognize potential driving risk
when a patient has an accident or a new diagnosis
is made, but physicians are often unaware that an
older patient is still driving.?

The sequelae of license suspension are signifi-
cant, and loss of driving privileges may have
impact on psychological and social functioning.’
There is also a potential impact on the doctor-
patient relationship, particularly if the family
physician is involved in the decision to report the
patient to the licensing authorities.

The issue of driving safety has been studied with
geriatric outpatients. There has been little written
in the literature about other sites where identifica-
tion and assessment of driving risk is likely to
occur with older patients. A literature search iden-
tified one research letter about the role of inpatient
geriatric rehabilitation units in the assessment of
the older driver.* The staff on the Geriatric
Inpatient Unit (GIU) at St. Mary’s of the Lake
Hospital in Kingston, Ontario, noted that a small
but significant portion of patients admitted for geri-
atric assessment and/or rehabilitation were still dri-
ving and intended to drive after discharge. This
information had often not been identified by other
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professionals involved in the care of the patient
prior to admission.

The goal of this paper was to determine the role
of a geriatric inpatient assessment and rehabilita-
tion unit in the evaluation of older drivers, by ret-
rospectively reviewing the impact of admission on
patients’ driving status.

METHODS

Charts for sequential patients admitted to the GIU
from November 2000 to November 2002 were
reviewed. Patients with active driver’s licenses
were identified using Occupational Therapy admis-
sion notes and reports from the team
Multidisciplinary Conferences (MDC). Patients’
driving status is documented as part of the OT
assessment.

The charts were reviewed for documentation on
the team’s assessment and opinion of each patient’s
driving safety. This information was obtained from
the OT discharge summary, the MDC documenta-
tion and from the medical notes and discharge
summary. Routine assessments relevant to driving,
including the Motor Free Visual Perceptual Test
(MVPT), the MMSE, and Berg balance scale, were
recorded. Referrals made to the OT Driver
Assessment Program at St. Mary’s of the Lake
Hospital were documented. When recommenda-
tions were made in the chart for a driver to discon-
tinue driving, the letter to the MTO was obtained
from the secretary of the attending physician to
clarify the final outcome. The main reasons for
license suspension were documented where avail-
able.

Data was analyzed using descriptive statistics
with SPSS statistical program. Scores on MMSE,
MVPT, Berg Balance Score and the number of
medications taken by patients whose driving
license was suspended, were compared to those
who did not receive a suspension, using univariate
and bivariate descriptive statistics. Based on a
review of the univariate and bivariate analysis,
additional non-parametric statistical analysis was
done using the Wilcoxon test (Mann-Whitney).

RESULTS

Of 232 patients admitted to the Geriatric Inpatient
Unit in the study period, 39 had a valid license at
the time of admission. This represents 16.81% of
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all patients admitted. The average age of admis-
sions to the GIU was 79.4 years, and 43% of
patients were male. The average age of drivers was
79.36 years (SD 5.59), and 64.1% of drivers were
male. Almost half of drivers lived in Kingston
(population 125,000), and only 15% lived rurally.
A significant proportion of patients with a license
lived alone (35.9%).

The majority of patients admitted to the GIU
were transferred from Kingston General Hospital
after admission for acute illness: 31.6% requiring
rehabilitation after surgery and 34.2% transferred
after a medical admission. The remainder of the
subjects were admitted from the community for
assessment and rehabilitation. Reasons for admis-
sion in this group included chronic pain, review of
medications, and evaluation of cognitive changes.

Thirty-five percent of subjects with a valid
license had not driven in the period immediately
before admission but intended to resume driving
after discharge. Only 2.6% of driving patients
reported driving more than 7 times per week, but
30.8% drove between 2 and 7 times each week.
More than 10% of subjects with licenses were
uncertain about their intentions to drive after dis-
charge, and 7.7% had a license but had not driven
for several months prior to admission.

Forty-eight percent of drivers had license sus-
pension recommended by the team and attending
physician during admission. Of patients with sus-
pension recommended, 7.7% had a letter written to
the Ontario Ministry of Transportation (MTO) at
the time of discharge. A larger group had a recom-
mendation not to drive until further assessment at
the OT Driver Assessment Program (15.4%) or by
a health professional after discharge (10.3%). This
follow-up was arranged with the family physician
or with team-members at a follow-up clinic. Ten
percent of the suspension group did not have evi-
dence of a letter to the MTO, despite a final rec-
ommendation of license suspension at the time of
discharge.

A significant proportion of drivers (43.6%) were
felt to be safe to continue driving after team assess-
ment of physical and cognitive abilities during hos-
pital admission. Three patients intending to drive
died during admission, representing 7% of the
sample. One patient had been diagnosed with ALS
during the rotation, one had a recent diagnosis of a
brain tumour, and the other had multiple medical
problems and died from cardiac causes.



Documentation of driving status and assessment
was most complete in the Occupational Therapy
assessment and discharge charting. Driving status
was noted in over 90% of OT discharge summaries.
Driving status was identified as an issue in the
medical discharge summary in 33.3% of patients,
usually when the license suspension was recom-
mended or when the family physician was expect-
ed to follow up on a team concern. Driving assess-
ment and status was only noted in the medical
progress notes of 10.5% of subjects.

The most common reason documented by the
team for initiating driving assessment was patients’
physical status/limitations (47.4%). These con-
cerns included reaction time, neck range of motion,
and grip strength. Cognitive impairment was noted
as the main issue in only 13.2% of drivers. Medical
illness was documented as the primary driving con-
cern in 10.5% of subjects, although the specific
conditions affecting driving were poorly docu-
mented.

The majority of GIU patients were transferred
from Kingston General Hospital (KGH) for reha-
bilitation after acute illness. Of the 25 patients who
had active licenses at time of admission to KGH,
12 had a recommendation of suspension at time of
discharge from the GIU. Ten of these 25 patients
were discharged without a license suspension and
three died during the GIU admission.

A descriptive comparison of patients receiving a
driving suspension at discharge to those who did
not is seen in Table 1. Results on functional tests
tended to be higher in drivers than suspended dri-
vers. Only the Berg balance score was statistically
significantly different in those continuing to drive
(normal approximation P value = 0.006).

DISCUSSION

This retrospective review of an inpatient geriatric
unit found that more than half of elderly patients
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who hold a valid driver’s license at time of admis-
sion receive a recommendation to discontinue dri-
ving at time of discharge. Although the percentage
of patients admitted to the Geriatric Inpatient Unit
who were intending to drive after discharge is
small (16%), this group represents older drivers
with a high number of potential safety concerns.

The results of this study found a higher percent-
age of older patients intending to resume driving
than the only other study of older in-patients. In a
research letter, Pullen and colleagues* found that
only 7.4% of German patients (mean age 80 years)
intended to drive after discharge and only 14% of
these patients were judged medically fit to drive.
Cognitive deficits were found to be the most com-
mon reason for driving suspension in their study,
with impaired vision being the second most com-
monly cited reason. Studies in outpatient clinics
have also found cognition to be the primary reason
for driving suspension.®” All patients interviewed
in Pullen’s study viewed themselves as safe dri-
vers, although 78% were deemed unfit to drive. In
our study, physical limitations were more com-
monly the major factor in license suspension, like-
ly reflecting the rehabilitation focus of the admis-
sion.

All patients admitted to the GIU in the present
study had been seen by health professionals short-
ly before admission. Patients admitted from the
community were all seen by professionals (Allied-
health or physician) from the Southeastern Ontario
Regional Geriatric Program (RGP), and patients
transferred from KGH were all seen by RGP
Consult Team Assessors and by the KGH medical
teams. Driving was not cited as an issue for any of
the patients admitted. It is relevant that over 60% of
subjects with active licenses had recently been at
an acute care hospital without concerns about dri-
ving being raised. While it may be thought that this
falls outside the mandate of an acute admission, the
legal responsibility for the unsafe driver after dis-

Table 1. Descriptive comparison of driving assessment outcome groups at discharge

Variable Not Driving At Discharge Driving at Discharge
Mean (SD) n (%) Mean (SD) n (%)
Male gender 12 (63.2) 10 (58.8)
Age (years) 80.3 (6.39) 19 (100) 79.2 (4.49) 17 (100)
MMSE 271 (2.63) 18 100) 27.7 (1.71) 15 (88.2)
MVPT 29.5 (5.16) 18 (94.7) 31.2 (3.15) 16 (100)
Berg Balance 32.7 (13.5) 18 (94.7) 44.6 (9.03) 17 (100)
No. of Medications 6.7 (2.82) 18 (94.7) 6.9 (3.65) 17 (100)
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charge includes physicians involved with the
patients’ care in the recent past.3’

The suspension of a driving license has large
ramifications for the doctor-patient relationship.
Although it is not well studied, most physicians
have had experiences with driving assessment and
license suspension severely affecting their relation-
ship with patients. Team-members reported that
some of the patients in this study whose licenses
were suspended were angry about the assessment
and felt that the loss of their driving license out-
weighed the functional gains made by involvement
with a rehabilitation program. As driving status
was not discussed by professionals referring
patients for admission, it came as a surprise to
many patients that their driving abilities were being
assessed. Advising patients of the inpatient team’s
role in driving evaluation may decrease the upset
caused by the evaluation but may deter some peo-
ple from accepting admission.

The quality of documentation related to the
patients’ driving status at discharge was concern-
ing. There was inconsistent inclusion of driving
status and recommendations in summaries sent to
patients’ family physicians, resulting in confusion
for the receiving physician. Likewise, evidence of
documentation to the Ministry of Transportation
was frequently lacking. Clearly, it is important to
review and assess older drivers when indicated, but
without adequate documentation and information
sharing, the time spent may not meet provincial
legal reporting requirements. A recent Canadian
survey found that 7.6% of older drivers continued
to drive after instructions to stop driving.> Poor
communication with the family physician and
inadequate documentation increase the likelihood
of this problem.

As a result of these findings, the GIU will
include patients’ driving status as a routine docu-
mentation item on the initial MDC form. This will
be reviewed at the final MDC and changes to the
driving recommendation documented. In addition,
housestaff are now oriented on the process of dri-
ving assessment for GIU inpatients and the out-
come of assessment must be included on discharge
summaries. A tracking system to ensure that all
recommendations to suspend the license result in a
letter from the attending physician to the MTO is
being developed. Similar approaches could be con-
sidered in all units caring for older inpatients.

There are several limitations to this study.
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Patients’ driving status may have been incorrectly
documented, and patients who were still driving
may have been missed. Clarification of the reasons
for driving assessment and suspension was not
easy, because documentation and follow-up of
patients referred for further evaluation was not
complete due to poor documentation. However, the
identification of driving patients is part of the rou-
tine Occupational Therapy admission assessment
on the GIU, which minimized possible inaccuracy.
Only four patients had uncertain driving status
based on OT notes and in all cases other documen-
tation suggested that patients were not driving
before admission and did not intend to resume.
These patients were not included in the analysis.
Although the study was retrospective, this may
have minimized the impact of a prospective study
on the usual approach to driving assessment taken
by the GIU team.

CONCLUSIONS

A small but significant percentage of older patients
admitted for geriatric assessment and rehabilitation
are still driving or intend to resume driving. The
majority of these patients were felt to be unsafe to
drive at time of discharge. Driving had not been
identified as an issue by the services referring
patients for admission. The majority of patients
transferred for rehabilitation after acute care
admission were felt to be unsafe to drive at dis-
charge from the rehabilitation program. Most dri-
vers were felt to be unsafe for physical reasons
rather than because of cognitive impairment.
Documentation of assessment and recommenda-
tions was not complete in many cases. Clarification
of driving status and assessment of fitness to drive
should be considered in all inpatient settings caring
for older patients. Establishing protocols for the
identification, assessment and documentation of
older patients’ driving safety will make this process
more effective.

The authors would like to thank Christine Knott and
Audrey Boruvka for their help with this project.
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Second CANADIAN CoLLoQuIiuM on DEMENTIA

October 16-18, 2003
Marriott Chateau Champlain Hotel, Montréal, Québec

2'/> day meeting on current and future trends in diagnosis and management of Alzheimer’s disease and
other dementias. Plenary and workshop sessions, as well as poster sessions to encourage delegate par-
ticipation. Sponsored by the Canadian Academy of Geriatric Psychiatry, the Canadian Congress of
Neurological Sciences, the Canadian Geriatrics Society, and the Consortium of Canadian Centres for
Clinical Cognitive Research (C5R).

Organizing Committee:
Ron Keren (Chair)

Howard Feldman (Co-chair)
Chris MacKnight

Peter St. George-Hyslop
OBJECTIVES OF THE 2ND CCD CONFERENCE

- Provide a unique opportunity for peer-to-peer dialogue within an atmosphere of scientific rigor;

- Review and discuss cutting-edge research findings in dementia;

- Determine the clinical applications of these new data and their impact on clinical care;

- Educate participants on current and future trends in the diagnosis and treatment of Alzheimer’s disease and other demetias.

The Conference Registration Fee will be of $400 CND. The fee includes participation in all technical sessions, refreshments during
breaks, receptions, banquet and a copy of the Syllabus.

LODGING & ACCOMMODATIONS

The Marriott Chateau Champlain as the site for the Conference is well as lodging. Located 20 minutes from the airport, in the “Heart
of the City”, and in walking distance of several shopping malls, restaurants and other local attractions. The hotel has an exercise room
and a swimming pool, and offers complimentary breakfast. Hotel rate for the Conference is of $195.00 CND for single or double occu-
pancy.

SCIENTIFIC PROGRAM

Contributed presentations in oral and poster sessions, along with plenary presentations and workshops during the 2'/> days. Scientific
topics of interest, among others are;

Howard Chertkow
Sandra Black
Barry Goldlist

John Wherrett
Mary Tierny
Serge Gauthier

Gary Naglie
Morris Freedman
Steve Gottesman

Genetics of AD/ Immunotherapy — Presented by Peter Hysop
Clinical Trial in AD — Presented by Serge Gauthier

Quality of Life — Presented by Gary Naglie

Screening for dementia in primary care — Presented by Chris

Clock test — Facilitated by Morris Freedman

Dementia in primary care — Facilitated by Steve Gottesman
The Neurological assessment — Facilitated by John Wherrett
Ethical issues in dementia — Facilitated by Barry Goldlist

MacKnight Screening exams to detect early AD — Facilitated by Mary
Frontotemporal Dementia — Presented by Morris Freedman Tierny
CALENDAR

July 31, 2003 — Deadline for submission of Abstracts
September 15, 2003 — Registration deadline
DEADLINE DATE — Deadline for abstract submission is July 31st, 2003. You will be contacted by September 5, 2003 if your abstract
has been approved. Authors may offer more than one paper. Abstract submissions will be not accepted by fax. Submit abstract online
(www.2ndccdconference.com), or mail abstract with diskette to:  2nd CCD Conference

100 Alexis Nihon, Suite 110

St. Laurent, QC H4M 2N6
For abstract instructions, hotel and registration forms, contact msoussa @voyagesvision.com or visit website

www.2ndccdconference.com or contact Manuela Soussa at (514) 855-4257.
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