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Learning Objectives

• To understand dementia-related driving risks.

• To appreciate limitations of research in this area.

• To move beyond knowledge to action, while 
balancing the risks.



Is there an increased risk in dementia?

Study Measured 
crashes

Risk?

Cooper et al, 
1993

Retrospective 26% in Dementia
Vs 12% in Control

Trobe et al, 
1996

Retrospective No

Davis et al, 
2012

Retrospective No

Ott et al 2008 Retrospective MVC/1000miles driven/wk
8.78 in Dementia
1.86 in Controls

Prospective No (higher in controls)

Hing et al, JAGS 2007; Chee et al Am Journal Geriatric Psychiatry 2017.



Meta-Analysis of the Risk of Road Test Failure Associated with Dementia

Chee et al, Am Journal Geriatric Psychiatry, 2017



Driving Cessation

• Psychosocial consequences

– Depression

– Social isolation

– Loss of self esteem

– Many report “worse than death”

– Impact on patient/physician relationship

Chihuri, JAGS 2016







International Guideline

1.   Dementia often has a direct effect upon fitness to 
drive, and clinicians should address cognitive 
compromises that may impact fitness to drive (Class C , 
96.6% Agreement)
2.   Diagnosis of dementia alone is not sufficient to 
withdraw driving privileges (Class A, 93.8% Agreement)
3.   Severe dementia is an absolute contraindication to 
driving (Class C, 96.6% Agreement)
4.   It is unlikely that safe driving can be maintained in the 
presence of moderate dementia (e.g. the additional 
presence of basic ADL impairments) and is to be strongly 
discouraged. If the patient desires to drive, they should 
be formally assessed and monitored very carefully (Class 
B, 92.4% Agreement)

Rapoport et al Current Psychiatry Reports 2018



International Guideline
5a.   People with dementia with progressive loss of two or 
more IADLs due to cognition (but no basic ADL loss) are at 
higher risk of driving impairment (Class A, 95.2% 
Agreement)
5b.   A formal assessment and ongoing monitoring of 
fitness to drive is recommended in this situation if the 
patient wishes to continue driving (Class B, 93.8% 
Agreement)
6a.   No in-office test or battery of tests including global 
cognitive screens (e.g. MMSE, MOCA) have sufficient 
sensitivity or specificity to be used as a sole determinant 
of driving ability in all cases (Class A, 97.2% Agreement)
6b. However, abnormalities on these tests may indicate 
a driver at risk who is in need of further assessment (Class 
B, 95.9% Agreement)

Rapoport et al Current Psychiatry Reports 2018



American Academy of Neurology 

• An MMSE score < 25 is possibly useful in identifying 
patients at increased risk for unsafe driving, but the 
correlation between MMSE scores and driving 
performance is unclear and data are conflicting (Level C)

• Reduced driving mileage or self-reported situational 
avoidance is possibly associated with increased risk of 
poor driving performance (Level C)

• A patient’s self-rating of safe driving ability (Level A) and 
lack of situational avoidance (Level C) is not useful for 
determining that the patient is a safe driver

• A caregiver’s rating of a patient’s driving ability as 
marginal or unsafe is probably useful in identifying 
unsafe drivers, but caregiver’s ratings correlate only 
modestly with ORDT (Level B)

Iverson et al. Neurology 2010;74:1316-1324



American Academy of Neurology (cont’d)

• A history of a crash in the previous 1-5 years 
or a traffic citation in the previous 2-3 years is 
possibly useful in identifying patients with 
decreased driving ability (Level C)

• Aggressive or impulsive personality 
characteristics are possibly useful to identify 
patients with increased driving risk (Level C)

Iverson et al. Neurology 2010;74:1316-1324



The original provision under section 
203 of the Highway Traffic Act (HTA)

• Mandatory reporting by a 
physician of “patients, 16 
years of age or over, who 
may be suffering from 
medical or visual 
conditions that may make 
it unsafe for them to drive”. 

Highway Traffic Act



203 (1): New Mandatory Reporting
more detailed, limited and concrete list

THE LIST The following are required to 
report these impairments• The prescribed medical 

conditions, functional 
impairments and visual 
impairments physicians will be 
required to report are:
1. Cognitive Impairment

2. Sudden Incapacitation

3. Motor or Sensory 
Impairment

4. Visual Impairment

5. Substance Use Disorder

6. Psychiatric Illnesses

• New Reporting Form 
(reflecting this list) coming 
out (section 204 of HTA)

• Physicians

• Optometrists (only the 
vision related issues)

• Nurse Practitioners

• Not Occupational 
Therapists
– they have discretionary 

reporting under 203(2)

Slide from Frank Molnar



New Laws

• More concrete list thanks 
to OMA advocacy over 
decades.

• Have set the bar higher 
with respect to reporting

– A good thing?



Risks

Dementia:
Risks of Crashes and Driving Impairment

Vs

Risks Associated with Cessation





Breaking it down

Wording of new law Questions that arise

• i. affects attention, 
judgment and problem 
solving, planning and 
sequencing, memory, 
insight, reaction time or 
visuospatial perception,

• Affects to what degree?

• What tests can be used?

• When and how to follow 
up?

Slide from Frank Molnar



Breaking it down

Wording of new law

Questions that arise

• ii. results in substantial 
limitation of the person’s 
ability to perform activities 
of daily living.

• Personal ADL
 Dressing, 
 Eating, 
 Ambulation, 
 Transfers, 
 Hygiene

• What defines “substantial 
limitation”?

• Is this too insensitive to risk –
will this allow patients with 
significant executive function 
impairment (IADLs on the 
road) to keep driving?

• Q? has the bar been set 
too high to insure patient 
and public safety?

– Conflicts with CMA guidelines 
and Canadian Dementia 
Guidelines (two or more IADLs
impaired due to cognition)

Slide from Frank Molnar



Cognitive impairment

Dementia BUT can also include

• CMA: Dementia and Mild 
Cognitive Impairment

• Delirium
• Stroke
• Uncontrolled Diabetes
• Hypotension
• Sleep Disorders
• Traumatic Brain Injury
• Obstructive Sleep Apnea
• Medications +++
• Etc.

• Take Home  - CMA and CCMTA 
guidelines organized like a medical 
textbook by condition. Cognition is 
affected by many conditions while 
Cognitive Impairment is the effect.

Slide from Frank Molnar



Supporting Driving Cessation



Ongoing work
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1. To develop a multi-component, evidence-based 
intervention that supports decision-making about 
driving, as well as emotional, transportation and 
other needs following driving cessation.

2. To build upon existing driving cessation research by 
including the perspectives of key stakeholders.

3. Website.

4. Group Based Intervention.

5. Educational Workshop Intervention.

6. Autonomous Vehicle Technology.





Research Team
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Principal Investigators:       
Gary Naglie (Baycrest Health Sciences, University of Toronto),  

Mark Rapoport (Sunnybrook Health Sciences, University of 
Toronto)

Co-Investigators: 
Michel Bédard (Lakehead University)

Isabelle Gélinas (McGill University) 

Shawn Marshall (University of Ottawa)

Barbara Mazer (McGill University)

Frank Molnar (University of Ottawa)

Anita Myers (University of Waterloo)

Jan Polgar (Western University)

Michelle Porter (University of Manitoba)

Holly Tuokko (University of Victoria)

Brenda Vrkljan (McMaster University)

Paige Moorhouse (Dalhousie University)

Alexander Crizzle (University of Saskatchewan)

Patricia Belchior (McGill University) 

Stephanie Yamin (Saint-Paul University)

Other CCNA Team and Platform Collaborators: 

 Mary C. Tierney (Sunnybrook Health Sciences, University of Toronto), 

Lead, CCNA Women, Gender, Sex and Dementia 
Platform 

 Alex Mihailidis (University of Toronto), Lead, Team 15: 
Gerontechnology and Dementia

 Joel Sadavoy and Mary Chiu (Mount Sinai Hospital, University of 

Toronto), Leads, Team 18: Effectiveness of Caregiver 
Intervention

 Debra Morgan (University of Saskatchewan), Lead, Team 20: 
Issues in dementia care for rural and indigenous 
populations
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Thank you

Mark.rapoport@sunnybrook.ca

@mj_rapoport
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