











Dementia and driving:
From diagnosis to driving
cessation and beyond

Lisa Kristalovich

Dementia is a group of disorders affecting a person’s
brain and cognitive function. The most common
forms (e.g., Alzheimer’s disease and vascular
dementia) are progressive, degenerative diseases.
Although more common in older people, dementia is
not a normal part of aging.

Preliminary results from a study conducted by the
Alzheimer Society in Canada (2009) revealed the
following statistics related to dementia in Canada:

- 1in 11 Canadians over the age of 65 has Alzheim-
er's disease or a related dementia.

+ Of the 500,000 Canadians affected by dementia,
more than 71,000 of them are under the age of
65, and approximately 50,000 of them are under
the age of 60.

+ Injust five years, as many as 50% more Canadi-
ans and their families could be facing Alzheim-
er’s disease or another form of dementia.

+ The number of Canadians living with Alzheim-
er's disease or a related dementia will more than
double within a generation (25 years).

In British Columbia (BC), more than 70,000 people are
currently living with dementia and nearly 10,000 of
those are under the age of 65 (BC Alzheimer Society,
2009). Given the projected increases stated above,
these numbers will exceed 140,000 and 20,000 respec-
tively within the next 25 years.

Dementia and driving

There is overwhelming evidence that cognitive im-
pairment affects the ability to drive safely. Dementia
reduces memory, attention, visual-perception and
executive function, all of which are needed to be a safe
driver. According to Dobbs and colleagues (2009), “the
progressive nature of dementia means that deteriora-
tion of driving skills is a certainty” (p.16).

People with dementia have poor insight into the
risk they pose and are unlikely to self-regulate their
driving. More than half (57%) of people with some
form of cognitive impairment continue to drive, of
which 30 to 50% will have a crash within three years
and 80% will continue driving following a crash
(Dobbs et al,, 2009). Figure 1 compares the level of
at-fault crashes for eight common medical conditions
and alcohol impairment. It clearly demonstrates

that cognitive impairment increased at-fault crashes
significantly more than any other factor.
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Created and reprinted with permisson from Dr. A. Dobbs (2000). Based on data from: Diller,
E., Cook, L, Leonard, D, Reading, J., Dean, JM., and Vernon, D. Evaluation of drivers licensed
with medical conditions in Utah, 1992-1996. Washington (DC): National Highway Traffic
Safety Administration.

Figure 1: Comparing at-fault crashes for eight common
medical conditions and alcohol impairment.

A diagnosis of dementia does not indicate the
ability to drive safely or not. Approximately one third
of drivers with the early stage of the disease are
competent. The key to ensuring that drivers with
dementia cease to drive before they become a risk
lies in a process that includes clear communication,
appropriate assessment, and support for driving
cessation.

The Dementia and Driving Working Group
(DDWGQ)

DDWG was founded by the British Columbia
Automobile Association Traffic Safety Foundation
(BCAATSF) and the Holy Family Hospital Driver
Rehabilitation Program to review the current system
in BC for the identification and assessment of the
driving cessation process for drivers with dementia.
As part of the occupational therapy department, the
Driver Rehabilitation Program works towards client
and public safety through evidence-based assessment
and rehabilitation and by supporting healthcare
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professionals with decisions related to older driver
safety.

To gain an in-depth understanding of dementia,
its impact on driving, and the current processes
surrounding cessation of driving, the DDWG has been
consulting with various stakeholders, including:

+ BC Medical Association,

+ Office of the Superintendent of Motor Vehicles
(OSMV),

+ Alzheimer Society of BC,

+ University of Alberta Medically At Risk Driver’s
Centre, and

+ Persons with dementia and their families.

The current system for driving cessation
The current system for drivers with dementia is
a complex, non-linear continuum from the time
a person is driving with undiagnosed dementia
to driving cessation. To assist in identifying

Process:

+ The existing complex process of driver evalua-
tion/cessation makes it difficult for some stake-
holders to fulfill their role.

+ Adiagnosis of dementia is often not achieved in
a timely manner.

+ Extended time delays exist for driving assess-
ment, the communication of results, and licens-
ing decisions.

+ There is a reluctance by healthcare professionals
to report a person’s driving risk to the Office of
the Superintendent of Motor Vehicles (OSMV).

Knowledge
+ There is insufficient understanding of how de-
mentia affects driving.
+ There is inadequate awareness, preparation and
acceptance for driving cessation (personal and
societal).

Cognitive
impairment
identified.
Discussion with
doctor re driving

Drives with
undiagnosed
dementia

Screening for
functional ability

Problems Warning

recognized by
driver/friends/
family

CEASESTO DRIVE [l CEASESTO DRIVE

No warning

Communicated to

Driving privileges
retained, with
periodic
re-screening

Driving privileges
retained, with
periodic
Driving re-assessments
assessment

Driving privileges
revoked by OSMV

Figure 2: The current driving cessation pathway in BC.

opportunities for strategy development, the DDWG
developed a graphic representation of the current
driving cessation pathway (see Figure 2).

The primary stakeholders identified as having roles
and responsibilities along the continuum include;
health care professionals, family and friends, licensing
organizations, and community service organizations.

Key issues

From a preliminary review of the current system
and consultation with stakeholders, the DDWG
has identified key issues for improvement,
organized under four themes: process, knowledge,
communication and resources.

Communication

- There is a fear of talking about cognitive impair-
ment and driving because the topic triggers
strong emotions due to society’s reliance on driv-
ing.

+ There are few resources that provide clear com-
munication related to driving for the individual
with dementia, their families, caregivers and
healthcare professionals.

+ There are communication gaps between health-
care professionals, OSMV, clients and families

+ Unclear and inconsistent communication
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Resources forms of community mobility will result in increased

- There are ineffective screening tools for driving use of alternate transportation and participation in
for health professionals. community activities.
- There is limited accessibility to driving assess- Increasing numbers of occupational therapists
ment centres. with skills and knowledge in driver screening and
« Medical specialists are underused. assessment are needed. Providing additional support
- There are few alternatives to driving as a means to occupational therapists to develop skills in driver
of transportation for those with cognitive im- screening, early planning for driver retirement, driver
pairment. assessment and the transition following the loss of
licensure is critical.
Implications for occupational therapy Occupational therapists have the potential to assist
Occupational therapists are well-positioned to play a clients and families through a difficult, but inevitable,
key role in the management of drivers with dementia. transition to driving cessation while facilitating
In the early stages of memory loss, with or without their continued engagement in community-based
a diagnosis, occupational activities. As a provincial strategy is developed in BC,
ﬁ]:z‘]‘(:‘;;i‘;z‘;“‘ therapists can discuss the there may be an increased need for occupational
BMR(OT), - func‘ggna] 1mpl1c§t19ns of therapy services in all aspects of community mobility.
Coriteaita T Assessig cognitive change in instrumental
Driver Capability, MRSc activities of daily living, Acknowledgements
(in progress),hasbeenan  including driving. Discussion David Dunne, Lynda Griffiths and Marg Turner, of the
occupational therapist on the inevitability of driver BCAA Traffic Safety Foundation were instrumental in
since 1996, focusing on retirement with a progressive developing the Dementia and Driving: Call to Action
d_ﬂVEY Yehabﬂffa’fjoﬂ cognitive disease and early paper from which this article was developed.
since 2001. Working in a . ] .
geriatric hospital, Lisa is preparation for driver retirement
aware of a w]de range may ease the transition to (hi‘nver References
of community mobility retirement and empower ciients

Alzheimer’s Society of BC (2009) Put your mind to it. Retrieved

needs in the older adult i ivi
to voluntarily stop driving when from www.alzheimerbc.org/put_your_mind_to_it.php.

population. Lisa can be .
appropriate.
PPTOp Dobbs, B, Zitk, H., Daly, S. (2009). Tackling a tough issue: Strate-

reached at Tkristalovich@
providencehealth.bc.ca or Both before and after gies for identifying, assessing and supporting drivers with

604-322-2617. driver cessation, occupational dementia in the primary care setting. The Canadian Review
therapists can assist with of Alzheimer’s Disease and Other Dementias, 12(1),13-21.
community mobility. Providing a referral or Rapoport, M.J,, Herrmann, N, I\/\oln;r, FJ, Man-Son-Hing, M.,
Marshall, S.C., Shulman, K., Naglie, G. (2007). Sharing the

registration to alternate transportation is not responsibility for assessing the risk of the driver with
sufficient for the cognitively impaired client. dementia. Canadian Medical Association Journal, 17((6), 599.

Functional training in alternate transportation and
assistance to setup a weekly routine using other
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Removing barriers and paving the Y
road ahead: Sustainable transportation Y
for seniors is the way of the future

¥ BCAA
Y TRAFFIC SAFETY
&' FOUNDATION

Since its invention in the late 1800s, we have had a love
affair with the automobile, but along the way, we seem
to have forgotten that while mobility is a right, driv-
ing is still a privilege. The personal privilege of driving
must always be weighed against public safety. Driving
requires sensory, motor, and cognitive functional abil-
ity. For an increasing number of people who no longer
have the functional ability to drive safely, retirement
from driving is inevitable.

The population over 65 years of age is expected to
triple over the next 20 years. People are also living lon-
ger, outliving their driving ability, typically 7 years for
men and 10 years for women. About 60,000 Canadians
over 70 years of age stop driving each year. Unfor-
tunately, few people ever plan ahead for retirement
from driving. For most, giving up the car keys comes
as tremendous shock for which they and their families
are ill-prepared - particularly if it has not been their
decision. Communities are under increasing pressure
as many struggle with driving cessation issues while
trying to maintain their mobility, independence and
quality of life.

To begin addressing this looming problem, the Brit-
ish Columbia Automobile Association Traffic Safety
Foundation (BCAA TSF) recently hosted a series of

“Safety is too often compromised because many people
who should no longer drive delay or avoid the decision, and
very few people ever plan ahead for their retirement from
driving.”

roundtable discussions with stakeholders includ-
ing seniors, healthcare organizations, supplemental
transportation agencies, and the provincial govern-
ment to open up discussions about seniors’ transporta-
tion needs, and we asked the obvious question: whose
problem is this? While everyone recognized this was a
growing concern, not surprisingly, many thought it was
someone else’s responsibility.

The purpose of this article is to summarize the key
issues we learned from this discussion. As you read
this article, consider how these issues might resonate
in other jurisdictions across Canada. Every year, more
Canadians are faced with the issue of turning in their
keys. While it is often seen as a personal and family
problem, it is a significant social issue.

There are often multiple players involved
when it comes to someone giving up the keys
Family, caregivers, and healthcare professionals all

play a role in moving people from driver to passenger
status. Cessation of drivingis a
hard conversation to begin, but
research indicates that there are
benefits from having a family
member engaged in the con-
versation from the start to offer
support and help develop a
transportation plan.There are also benefits to having
a driving evaluation or functional assessment per-
formed by a trained professional that is not directly
involved in their day-to-day care. An occupational
therapist can play an integral role in helping deter-
mine when it’s time to hang up the keys and setting
up an alternative mobility plan that works with the
person’s out-of-home activity needs.

About the authors-
David Dunne is the
Director of Road Safety
for the British Columbia
Automobile Association’s
Traffic Safety Foundation.

Developing a multi-pronged approach to
sustainable transportation in British
Columbia

Individuals who continue to drive when they are no

longer able due to changes in health status can pose

a great risk to public safety. BCAA TSF felt the need

to step in and take a leadership role to address this

issue. Recognizing that many of these drivers were
older, the BCAATSF developed a Mature Drivers Strat-
egy using a multi-pronged approach that focused on

3 key areas:

1) helping those who can and want to improve their
driving,

2) addressing medically at risk drivers to ensure that
unsafe drivers make a timely transition to driving
cessation, and

3) exploring ‘senior-friendly’ transportation to address
ongoing mobility needs

While we must recognize that driving is a privi-
lege that comes with significant responsibilities, at the
same time, we need to ensure that people maintain
their right to mobility when they begin to experience
physical and cognitive challenges and can no longer
drive. We need to be sensitive to the needs of older
adults, and this means that our communities, our
regulations, and our services need to be oriented to
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their particular needs. Without effective alternatives in
place, we will degrade the quality of life for a growing
segment of the Canadian population.

Creating viable transportation alternatives:
Lessons learned from other jurisdictions

There are many challenges to consider when it comes
to considering mobility beyond the personal automo-
bile —the older adult’s health status and quality of life,
public safety, legal and financial aspects, family and
societal issues, operational and environmental chal-
lenges, to name a few. We need to be sensitive to the
needs of seniors, and this means that our communities,
our regulations, and our services need to be oriented to
their particular needs.

cupational therapists, must all be engaged in creating
solutions that work so that individuals can age in place,
with dignity and freedom. And, most importantly, older
adults themselves must be involved in the process.
Recognizing that driving cessation is inevitable, seniors
need to familiarize themselves with the alternatives,
and plan where and how they will live to maintain
their mobility and independence.

Facilitating mobility through fair and equita-
ble access to transportation - A call for action
Our communities need a range of accessible and
adaptable alternative transportation services —some
free, some not —to address a range of changing needs
and respect a senior’s dignity. Alternative transporta-
tion service providers must also provide services that

“The population over 65 years of age is expected to triple
over the next 20 years. People are also living longer, outliv-
ing their driving ability, typically 7 years for men and 10
years for women.”

are sustainable.

Learning from the lessons of others, utilizing the
resources that are available through organizations like
the Beverly Foundation, and partnering with stake-

To be effective, transportation alternatives need to be
appealing to older users. The Beverly Foundation in the
United States developed principles for supplemental
transportation programs to incorporate in address-
ing their needs (www.beverlyfoundation.org). When
viewed from the seniors’ perspective, transportation
must be acceptable, customer-focused and satisfy
individual preferences, as well as being accessible and
adaptable for those who have a range of functionality
and trip requirements. The service must also be afford-
able.

Individuals, families, caregivers, service providers,
businesses, communities, planners, policy makers, gov-
ernments and healthcare professionals, including oc-

holders who have complementary objectives will help
make the best use of limited resources. For example,
occupational therapists were instrumental in partner-
ing with the Public Health Agency of Canada to create
the National Blueprint for Older Drivers. Many different
partners came together from across Canada to contrib-
ute to this initiative. However, this is not a ‘one solution
fits all’ type of problem. Transportation needs differ
between communities.

There is no one, easy solution, but at least the con-
versation is beginning in communities across British
Columbia. It has been exciting to see this process un-
fold in British Columbia. Has the conversation started
in your community? If not, | challenge you to bring
individuals together in your jurisdiction.

[24 ]
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Fact sheet: Retirement from driving

National Blueprint for Injury Prevention in Older Drivers

Does age affect
driving safety?
Aging can lead

to changes in
vision, perceptual
skill, attention,
memory, decision-making, reaction time, processing
speed, and physical ability that may affect driving.
Changes in cognition and perception, for instance,
have been linked to an increased risk of accidents (2-
5). Specific medical conditions associated with aging
such as stroke or diabetes can also influence driving.
Current statistical information indicates older driver
mortality and morbidity is on the rise and driving
crashes are the leading cause of accidental deaths for
Canadians aged 65 to 75 years. Individuals over the
age of 75 have a 3.5 times higher crash rate compared
to individuals aged 35 to 44 years (1).

-

Mational Blueprint
for Injury Prevention in Older Drivers

How important is driving for older adults?
Older adults are the fastest growing portion of the
driving population, with roughly 2.7 million drivers
over the age of 65 on Canadian roads today. By

the year 2040, this number is expected to double.
Driving represents autonomy and independence, and
contributes to quality-of-life by fostering a sense of
well being and enabling the maintenance of family
and other social contacts (6). Research indicates

that alternate plans need to be put in place to allow
for continued active community life after older
adults stop driving. Driving retirement is currently
associated with a decrease in both personal mobility
and participation in out-of-home activities, (7) along
with increased depressive symptoms (8).

When should an older driver plan for driving
retirement?

All drivers must consider that their ability to drive
may not continue throughout the lifespan. Before the
effects of aging influence the ability to drive safely,
older adults should start the transition to driving
retirement and consider the mobility options that will
suit their needs within their community.

How does an older driver transition to driv-
ing retirement?

Driving retirement can be a gradual process for
some individuals. Older drivers and their families

may identify situations that pose challenges to safe
driving such as driving in poor weather, during rush
hour, on limited access highways. Older adults may
choose to limit driving in these challenging situations.
These self imposed limits can extend the ability to
drive safely. Alternative transportation can be used at
times when the older driver does not feel confident to
drive.

When the time comes that an older adult no
longer feels safe to drive or has been told that they
can no longer drive, it is important to implement
some strategies to help them stay connected to their
community.

+ Planning for driving retirement should begin
before driving stops.

+ Make a personal transportation plan and collect
information on local transportation options.

- Become familiar and comfortable with alterna-
tive transportation options.

What options are available once an older
driver stops driving?

A growing number of communities are exploring
transportation alternatives such as; public transit,
community shuttles, taxis, car hire services,
specialized transit for seniors, volunteer drivers and
community rideshare groups. It is recommended
that older drivers become familiar and comfortable
with alternative transportation in their region.

If alternative transportation methods are not
available, older drivers and their families should
consider contacting their regional government or
seniors organizations. Together they might be able
to establish new services in their community. While
the ability to drive may no longer be an option, all
members of a community have the right to some
form of transportation and should lobby for access to
cost-effective and accessible transportation services.
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Engaging community partners
to address at risk drivers with
dementia

Briana Zur

The issue of driving and dementia is a difficult and Theissue
growing concern, and there is substantial evidence In many Canadian jurisdictions, the responsibility for
that drivers with dementia with a certain level of identifying fitness to drive of people with dementia
cognitive impairment pose a significant risk to public falls within the responsibility of professionals in the
safety (Dobbs, Zirk, & Daly, 2009). Concomitant with health care system (Hopkins, Kilik, Day, & Rows, 2004).
the aging of the Canadian population, older drivers are For example, in many provinces physicians are leg-
the fastest growing segment of the driving population islated to report any medical condition which may
(Canada Safety Council, 2005). The number of elderly impact on a person’s ability to drive (Coopersmith,
people with driver’s licences will increase exponentially Korner-Bitensky, & Mayo,1989). When it has been deter-
over the coming decades, bringing concerns about age- mined that older adults are no longer safe to drive, in
related deficits and driving ability (Alzheimer Society of many cases barriers to continued
Canada, 2009; Canada Safety Council, 2005). While not community mobility significantly Ab.out the authors—
all aging persons will face the challenges of dementia, impede independent living and i EITE} UG g5 a1 O
the rate of motor vehicle crashes per kilometer of driv- may cause depression and social E;i::’;z;zlitzzzrép;siz E'?c
ing according to drivers age increases beyond the age isolation (Fonda, Wallace, & Her- Py —
of 80 (Molnar, 2008). It is has been estimated that driv- z0g, 2001; Ontario Society of Occu-  in Waterloo Region. She
ers over the age of 8o are the fastest-growing segment pational Therapists [0SOT] Aging is also pursuing her PhD
of Ontario’s driving population (Hopkins, Kilik, Day, & Driver Interest Task Force, 2009). iy Helfi g Refizlbifica-
Rows, 2004; Molnar, 2008). Persons with dementia have Changes in the ability to partici- Ezzjcgiref;(;):%p;
a 2.5 to 4.7 times greater risk of motor vehicle crashes pate in meaningful occupations the University of Western
than population-based controls (Man-Son-Hing, Mar- such as driving can also influence  ontario in London, On-
shall, Molnar, & Wilson, 2007). In Ontario, the estimated a person’s occupational identity tario. She can be reached
number of drivers with dementia grew from 15,000 in (Vrkljan & Polgar, 2007). To ad- at bzur@uwo.ca.
1986 to nearly 34,000 in 2000, and by the year 2028, it dress the complex issues involved
has been estimated that there will some 100,000 driv- in enhancing the safety of aging drivers, CAOT has
ers with dementia in Ontario alone (Hopkins, Kilik, Day, launched the National Blueprint for Injury Prevention
& Rows, 2004). in Older Adults (Blueprint) (CAQOT, 2009b), and OSOT has
Persons with dementia, family care providers and released the Aging Driver Report (OSOT Aging Driver
health care professionals struggle with who is respon- Interest Task Force, 2009).
sible for determining when and how the issue of driv- As a practitioner working on a Specialized Geriatric
ing retirement should be addressed, and how it should Services outreach assessment team in Waterloo Region,
be addressed. There are ethical and moral implica- it is not uncommon to come across clients diagnosed
tions to consider, balancing independence and safety. with dementia who have been deemed unfit to drive
and have had their license revoked but who, for vari-
“Persons with dementia, family care providers and health ous reasons, continue to drive. Over the years several
care professionals struggle with who is responsible for phone calls had been made to our regional police
determining when and how the issue of driving retirement services who, while sympathetic to the situation (and
should be addressed, and how it should be addressed. “ my frustration), reported that they could only intervene
if an infraction had occurred. Often it is the family who
Moreover, for occupational therapists, there is recogni- is left with the task of taking away the keys from their
tion that driving as a key occupation in contemporary family member, with little support or guidance from
society which enables participation in many other health and medical practitioners.
occupations that contribute to health and well-being
(Canadian Association of Occupational Therapists Guidelines for addressing driving retirement
[CAOT], 2009a). OSQOTs Aging Driver Report (2009) recommends
providing access to information about alternative
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transportation options that are senior friendly, and
increasing the availability of supports for the transition
to post-driving cessation. The report also recommends
the development of a comprehensive communication
strategy with the goal of educating professionals and
the general public regarding issues related to the aging
driver, including driving retirement.

The Blueprint (2009b) recommends engaging broad
support and partnerships to achieve its vision which is
that “older adults in Canada will utilize driving practic-
es that prevent injury and promote health, well-being
and public safety” (CAOT, 2009b). It also recommends
providing information to stakeholders regarding older
adult safe driving practices, policies and programs.
Identified stakeholders include older drivers and their
families, health care professionals, government officials,
law enforcement, and the general public. This report
emphasizes the need to increase visibility of older
driver issues and to develop and disseminate evidence-
based user friendly resources and information.

Guideline implementation

In November 2007, contact with the Community Re-
sources Director at the regional police services resulted
in an invitation to various stakeholders to join in form-
ing an ad hoc committee to deal with at-risk drivers
with dementia. This committee initially included the
Waterloo Regional Police Services supervisor of Traffic
Services, the Public Education Coordinator of the Al-
zheimer Society of Kitchener-Waterloo, and a represen-
tative from the Community Care Access Centre (now
the Clinical Nurse Specialist, Geriatrics of the Waterloo
Wellington CCAC). The goal of the committee is to
raise awareness of the issue of the at-risk driver with
dementia within our local community, to provide edu-
cation and support to empower caregivers to deal with
this difficult situation, and to provide family physicians
with the tools to address this issue with their patients.
As such, this group provides an example of how guide-
lines developed at federal and provincial levels can be
taken up at the local level.

Over time the group has expanded to include a care-
giver of a person with dementia and representatives
from our regional Community Alzheimer Programs,
District Stroke Education, Waterloo Wellington CCAC
Geriatric Clinical Resource Consultant, Elder Abuse
Response Team of the Waterloo Regional Police Ser-
vices, and two representatives from the Department of
Health Studies & Gerontology at the University of Wa-
terloo. These new members added an increased level of
diversity, expertise and community engagement which
provided an opportunity to deepen our understanding

of the issues and concerns.

The working group is now developing a compre-
hensive communication strategy with the goal of
educating professionals and the general public regard-
ingissues related to the aging driver with dementia,
including driving retirement. To date we have held a
workshop to raise awareness and have developed an
information brochure that includes local resources for
alternative modes of transportation and community

“The goal of the committee is to raise awareness of the
issue of the at-risk driver with dementia within our local
community, to provide education and support to empower
caregivers to deal with this difficult situation, and to pro-
vide family physicians with the tools to address this issue
with their patients.

agencies. It is anticipated that future strategies will
involve education for families, family physicians and
other health care professionals. It is hoped that this
will attract attention and resources for the creation of
alternative options for community mobility.

It must be recognized that people with dementia
who drive when not competent to do so create an un-
acceptable risk for themselves and for their community.
Driving is a privilege and not a right; however everyone
should have the right to accessible and affordable
community mobility. This example demonstrates
that building community partnerships is an effective
mechanism to address community concerns and cre-
ates opportunities for occupational therapists to use
and develop their interpersonal and collaborative skills,
integrating an occupational perspective into a com-
munity project. As occupational therapists we are well
positioned to effectively contribute to this critical issue
both in theory and in practice as a generation of baby
boomers is just about to enter their retirement years.
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My body the car

“It will be my doctor telling me to cool it...”
Godley and Creme

“This is my first winter without snow tires,” Dad
chimed in one December evening at the extended
family dinner table as the lively conversation
inevitably turned to driving and the impending
winter. His milestone comment hit hard, as had

my sister’s email just a few days earlier telling all
of us about the revocation of Dad’s driver’s licence
following the recommendation of his family doctor.

The loss of his license marked the end of a 68-year-
long privilege of free-wheeling independence for
Dad. Driving enabled Dad’s life: his work life — visiting
Ontario’s regional Public Health offices, commuting to
Queen’s Park; his social action — founding and serving
countless charities and Boards, carving turkey at
The Mission every Christmas Day; and, his social and
family life — trekking up the highway most weekends
to our remote cottage, getting to the YMCA pool
weekdays, going to church, attending every family
event and rite of passage. He even proposed to Mom
in his car! Dad was proud of his virtually collision-free
record. He loved all his shiny new cars, especially his
metallic blue 1979 5.0 1. 5 speed manual shift Mustang
hatchback.

Since turning 8o, Dad had annually attended the
Ontario Ministry of Transportation mandated driving
seminar for seniors, feeling out of place among the
“dotty old women.” As his eyesight declined, Dad had
self-limited his driving, avoiding driving at night or on
unfamiliar routes. He graciously accepted rides from
family for out-of-town trips, always apologizing for
putting us out. He continued to drive locally.

My “Is it time for Dad to stop driving?” radar
began to blip in June when | took Dad’s Queen early
in our weekly chess game; this was a first in fifty
years of playing together. He saved face by blaming
his failing vision, but | sensed it was his strategic
thinking that had failed him. Soon after the game, |
asked Dad what driving meant to him. “Driving is my
independence. Without it, | will wither and die” was
his uncharacteristically dramatic, unequivocal reply.
My offer of alternatives was met with an abrupt “I've
never taken a bus or cab in my life.” The matter was
not up for discussion. Case closed.

As an occupational therapist, | know that driving
requires a complex set of skills and abilities, including
sensory (vision, hearing, kinesthetic, touch), motor
(response speed, agility, coordination, range of
motion), intellectual (memory, rule knowledge,
directionality) and executive cognition (attention,
problem-solving, strategic thinking, planfulness,
execution). As a mental health occupational
therapist, | also know that driving is key to continued
engagement, especially for aging seniors living
in their homes in the community: staying active
and connected is paired in my mind with enjoying
continued good health and a higher quality of life.

As a daughter, | was conflicted. On one hand, |
had growing concerns that Dad’s subtle losses of
cognitive function could have
potentially tragic results for
him and others on the road. On
the other hand, | want Dad to
be as independent as possible
for as long as possible; to Dad,
that meant continuing to drive,
not pursuing new alternative
transportation means. When
do | communicate to my siblings my fears that Dad
was nearing “stop driving now” territory? When do |
encourage my sister, his health advocate, to prepare
Dad for not driving and to help him decide to retire
from driving, just as he had voluntarily decided to
retire at 727

My dilemma as a daughter and an occupational
therapist deepened with Dad’s report that he had
missed the September funeral of a lifelong friend
because he couldn’t find the church. Any equivocation
| felt that Dad’s procedural memory was compromised
vanished a few weeks later when | arrived for our
weekly dinner only to discover that he had been
unable to clear his kitchen floor of the shards of a
broken bottle.

The occupational therapist in me emerged that
night convinced that Dad must stop driving; the
daughter in me, knowing our family dynamics,
was unsure about how to proceed. | did share my
observations and concerns, but they were met with
silence, resistance and inaction. Ultimately, the
responsibility of deciding not to drive was shifted
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from Dad to his family physician, who took his license
after doing a cognitive screening test —an abrupt and
shocking development for Dad that he still refers to,
almost daily.

Dinner conversation since December has reflected
the arc of Dad’s adjustment to life without his own
car — beginning with stories of friends advising him
on how to drive without a license and how to appeal
the doctor’s decision, followed by angst about the

low resale price of his car and filling an empty garage,
then the mechanics of organizing taxi rides and, lately,
the joys of not having to pay attention to gas prices

or scrape icy windshields or warm up the car. Most
recently, Dad’s been regaling us at dinner with tales
from the rich storehouse of local lore that each of his
drivers shares during their rides together. “This is my
first winter of warm cars and good stories” is how he
usually begins.
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