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The number of people with
dementia is growing rapidly
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Dementia

and driving

Dernentia is the progressive impairment of brain function. It
usually first appeans as Forgotfulmess, then docressed
probem-solving and Lenguage shils

Défficuty with ardinary daily activities often follows, then severn
memory loss and disorientation.

Alzheimer's disease

Ihe most comenon form of dermentia in Alzbelmers disease
Alzheimor's is & dsorder alfecting the function of the brain. A
porson can appoar fully alort aed awake, bt thelr memory and
Judgemert aro knpaired. With Alzhoimer's, rocont momory goos
fiest. People terd to forget everts rather than detads. Rather than
Who did | 9 next 1o at the wedding?', o person with Alzheimer's
will sk What woddieg

No sirgghe feature distinguishes Alzhetmer's disoase - the totad
picture dotermines whothar ar not a persan has Alzhelmer's

What If someone close to me may have
domentia?

11 50moome you know may of doos hive demenths, bt continues
10 drive, discuss your concerns about thek deving with them

I important to raise the issise early, while they're still able to
make decisions about their driving future, such as selling their
vehicle Sometimes people with demantis will mcogrise their
awn fimits and accept that they're putting thermelves and othees
it risk. Give the peron a chance to make the decision to stop
driving

They may be roluctant to stop deiving, possibly because they
can't understand Iy that they have had a loss of skills. The
problermn must not be kgnored, even il they're only travellng to
the shops and back. You may need the tamiy to help ensure the
peesan doesnt deive

1% often useful to kvalve the person’s health practitioner,

who can assess thew [Mness to drive and, if necessary, take
appropriste action Il they don't agree Lo stop driving, Thel health
peactitiones coukd be their usual doctor (GP), & registerad rurse
OF nuese practitiones, of & speclilist if appropelate

Skills needed to drive safely

Thase aro the skills a person must have to drive safaly
* good vision in froet and out of the cormens of the eyes
o quick ractions - 1o be able to brake or tum to avoid crashes
* good coordnation botwean oyes, hands and legs
the ability to make docisions quickly

the abifity to mako kidgemonts sbout what's happonieg on
the road

Warning signs

A porson with oarly sigre of domentin may show the folowsng
doching In deiving sklly

o driving too slawly (this doosn't muan that all slow deivers
hawve domontia)

confusion when stopping and changing lanes

becoming lost on a route which woukd not pravicasly have
conbused tham

Ignariog traffic bghits and signs - confusing the colour or
order of the Sghts or falling to notice traffic lights, Stop sigrs
or Give Wiy signs

not besng able to make sound pidgements sbout what's
happening on the roasd

You should alsa note the condition of thelr vebscle - having small
scrapes may Indicato ursale driving, og the car hittieg the side
of & garage or gateway, and the deiver misjudgng widths and
distances in driveways.

Alcobol and some medication will alter the drivieg sbility and
maction time of i peeson with dementia, This combination is
dangorous. You may mwed to take action by referrng them to
thalr heatth practitioner or advisig the NZ Transport Agency
that you hive conocenms about thewr deving. It's important 1o
remember that maery deiving nkills are automatic. A corfused
persan inay sppear 1o be driving well when they're really relying
on habitual responses

What can | do?

You must get help. Speak first to the porson’s hoalth peactitionor
and onfist his or her help (they may be able to arrangn a driving
assessment), A member of the Police Traffic Unit may agree to
speak to the person too

Get together with other Lamiy mermbers and discuss your
concomms Irvohv other prople I recossary, for aximghe a sockl
kot oF Alzheimers Now Zoaland

Insurance cover

Inmirance companies require that any condition Mely to affect a
driver's abiity must be disclosed or the company has the rght to
turn down o clikm. After notification of this condition, whether
the company will contine to provido insirance cover of not
dopends on the recomenaondation of the health practitiones and
caniltation with the insurod partios, ¥ the parson with dementia
s w2l driving, ask their insurance company # they be covernd
by insurance ¥ they crash,
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Initial assessment/review

Mental and Functional status Medications
physical health
Cognitive test @

Driving history & =1 Collateral history
safety <




Cognitive Testing: Notes

The following tests have been included in the discussions in this document, as they
are the commonly used tests clinically. The tests described are manageable bedside
tests that can be used in both Primary and Secondary care. They each have their
strengths and weaknesses, and none is specifically recommended. (However it needs
to be notes that the MMSE is now under copyright and theoretically clinical users
could be charged for using this as their preferred test.) Nonetheless, it is the test most
clinicians are familiar with and is widely used still. It is recommended that clinicians
familiarise themselves with the alternative tests (and move away from using the
MMSE).

MMSE: Mini-Mental State Examination (scored out of 30)

MOCA: Montreal Cognitive Assessment (scored out of 30)

RUDAS: Rowland Universal Dementia Assessment Scale (scored out of 30)
ACE-lll: Addenbrooke’s Cognitive Examination — version 3. (Scored out of 100)

If a person requires further or more comprehensive testing, then a huge variety of
Neuro-Psychological tests are available through Secondary Care Mental Health or
Health of Older People Services, or through many private Clinical Psychologists. Most
tests used are pen-and-paper-type tests; others may employ computerised testing.
This guideline mentions a few such tests such as the Trails Test A and B: these are
short tests which can be employed by many clinicians.




Dementia
Level

Moderate
Dementia

Severe
Dementia
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Typical Cognitive and Functional levels
Cognitive
Scores*
WIMSE:= 27/30 Mo cognitive impairment:
ACE-ll:=50/100 Mormal memory and cognition
MOCA -= 26/20 Independent functicn

RUDAS:=26/30

Competent in home, work and hobbies

MMSE: 24— 27/30

ACE-IIl: 80-30/100
MOCA:18 — 26/30
RUDAS: 23-25/30

A mild but noticeable decline in cognition:
Mild forgetfulness

Mild discrientation

Mild impairment in problem solving
Generally independent in most activities

MMSE:12-23/30
ACE-IIl: 65-76/100
MOCA : 11-17/30
RUDAS: 17-22/30

Definite cognitive decline and impairment
Moderate memory loss and disorientation
Impaired problem solving

Mild impairment in household tasks and personal
cares

Requires prompting and supervision with some
tasks

Complex tasks and roles no longer possible

Social interactions often well preserved

MKSE:10 — 1830
ACE-II: 35 64 f100
MOCA -6 —10 /30
RUDAS: 10— 15/30

Significant impairment of cognition/function
Marked memaory loss

Disorientation to time and place

Decreasing ability to make judgements
Decreasing ability to engage socially
Decreasing ability to function independenthy
Meeds assistance with personal caras
Requires supervision when leaving home
May get lost when away from home

Limited capacity to complete tasks in home
Mo longer able to participate in usual activities

MIVISE:=10/30
ACE-II: =35 /100
MOCA - <6 /30
[or not testable)
RUDAS: €10/30

Profound impairment of cognition / function
Severe memaory impairment

Disorientation

Spoken language limited or lost

Incontinence

Mo capacity for making judgements

High dependency on others for personal cares
Unable to contribute to household chores
Often unable to recognise or name family
members

Increasing loss of psychomotor skills

Freguent behaviour or psychiatric complications
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Table 2. Dementia Stage and Driving Recommendations

Mild
Cognitive
Impairment

Mild Dementia

Moderate Must Stop Driving!
Dementia Notify NZTA

Severe Must Stop Driving!
Dementia Motify NZTA
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e Counselling and support

e Written information/pamphlets/local resources
P 'd Ctica anNgc  Seeking assistance from family/whanau

- » Advice re Gold Cards and public transport
emotiona P >
» Referral to Age Concern for Total Mobility
SU p pO rt Transport Subsidy (half price taxis)
* Information about services such as Miss Daisy




74 year old man

Medical cert for driving licence/repeat meds

Generally well

OA spine, HTN, hyperlipidaemia

Case study

Systematic review — some vague answers

O/E: Obs BP low; otherwise unremarkable

Plan: Reduce ACE —I. Return for MoCA and
blood results




? Dementia - ? Educational component

Driving and dementia guideline

Collateral history

Case study

Observation

OT assessment




e 1.5 hour off road —
hearing/vision/function/cognition

e Off road conclusion:

OT “likely to fail an on road assessment”

assessme nt * On road — observation, planning, judgement,
vehicle positioning, speed, physical control

* On road conclusion: “safe and competent
driver”



Six things to remember:

1.

We cannot make a perfect prediction of driving safety even with OT Driving
Assessments. We have to make a reasonable clinical decision “on the balance of
probabilities” about driving safety and be consistent in our practice. We cannot “do
nothing” because we aré not suré — we have to be seen to be making a definitive
clinical decision about the client's safety to drive on the road amongst other drivers.

These are guidelines; we have tried to create a user-friendly framework, but as each
case is very different, clinicians need to use their judgement and use the guidelines in
a flexible manner.

If clinicians are sufficiently concerned about a client’s driving safety then action
should be taken immediately to make sure that the person is not driving.

The most useful assessment of driving safety remains the OT Driving Assessment
{including an on-road assessment) and throughout the interaction with clients, we
need to be encouraging them to undergo this form of assessment if there is any
uncertainty about their driving safety.

That assessing someone as being “not safe to drive” is not the same thing as being
able to predict who will have an accident in the next year. Accidents and especially
fatalities are rare events, and we have to understand that we cannot predict these in
advance. However if someone is not safe to drive then other drivers on the road are
safer through our actions.

Lastly, if all clients we refer for an OT Driving Assessment fail that test, then our
threshold for referral is too high and there will be unsafe drivers on the road — we
need to be comfortable with asking clients to have the test even though some will
pass.

Initial assessment or review:
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