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I
t’s headline news. For some reason,
our society is fascinated by the
tragedy when an older driver smash-
es into a knot of pedestrians or backs
through a plate glass window at the

local shopping center. A particularly lurid
example made the news in October when
the national media carried the gruesome
details of how a 93-year old driver struck a
pedestrian and drove three miles with the
dismembered body protruding through
the windshield until an alert (!) toll booth
attendant reported him to the police.
Commenting upon the circumstances, the
investigating police officer stated that the
driver appeared to be “incredibly con-
fused.”1 I should say so! Perhaps it’s small
of me, but along with the compassion and
pity I felt for both men and their families,
I also experienced a surge of relief that I
wasn’t that driver’s doctor.

Management of driving in dementia is
one of the most troubling aspects of my
practice. Based on questions I receive
when lecturing and needs assessments for
CME conferences, I know I’m not alone.
The issue is a crucial one to the physical
and financial health of our patients, and
to the safety of everyone who shares the
road—and sometimes sidewalks—with
drivers impaired by dementia. Driving
safety in dementia is of sufficient concern
that the American Academy of Neurology
issued an evidence-based practice param-
eter on the topic in 2000.2

The AAN parameter suggests a very
restrictive approach, and has not gained
whole-hearted support from dementia
specialists. In summary, it suggests that
drivers with a Clinical Dementia Rating
Scale (CDR) score of 0.5 (equivalent to

mild cognitive impairment or possible
AD) have an increased risk for automo-
bile crashes and should be monitored for
driving capacity every six months. The
parameter also suggests that driving dis-
continuation should be “strongly consid-
ered” in all drivers with Alzheimer’s dis-
ease and a CDR score of 1 (mild AD). 

Though reasonably well-justified by
the evidence the authors reviewed, there
are some real problems in applying these
recommendations in practice. What type
of monitoring do those folks with CDR
of 0.5 need? It would be nice to get on-
the-road evaluations by a certified driver
training specialist, or even testing in a
driving simulator. However, those
resources are not very common, and they
are very expensive. Driver testing is not
covered by Medicare or most other health
insurers, in part because driving is consid-
ered a “quality of life” issue rather than a
health need. Very few (in reality, probably
none) of my mildly affected patients or
their families would be willing to pay sev-
eral hundred dollars every six months just
to see if they can still drive the way they
have for the last 40 or 50 years. When it
comes to the mild dementia cases, I
remember well the looks of incredulity
from accident-free patients—who were
experienced drivers before I was born—
when I told them that a 45-minute inter-
view and behavioral neurologic exam
could tell me they were no longer able to
safely operate a motor vehicle. 

You might assume, given the implica-
tions and psychological impact of driving
restriction in the United States, that the
evidence basis for these restrictions was
robust. Unfortunately, it is not. It is rea-

sonably easy to discern mean differences
between demented and non-demented
samples on tests related to driving skills.
Meta-analytic approaches, however, have
found only moderate correlations between
visuospatial skills on neuropsychological
testing and impaired driving skills among
those with dementia, making it difficult to
predict who is safe to drive on the basis of
cognitive tests.3,4 According to Withaar
and colleagues,3 it appears that we do not
have an “adequate understanding of the
cognitive structure and ability require-
ments of complex tasks like driving.”

It is also reasonably clear that we can’t
simply ask the patient. One study showed
that AD drivers rated their performance
on seven of 10 driving skill areas more
highly than an independent observer
blinded to their diagnosis; this pattern was
quite different from healthy age-matched
drivers.5 Asking the caregiver may not be
enough, either. The same study showed
that, while caregivers had overall concerns
about the demented patient’s driving, they
failed to identify some high-risk problems
observed by driving evaluators, like man-
aging intersections and responding to road
warning signs. 

The Quality of Life Conundrum
Many patients and families fear the dis-
cussion on driving safety because of the
predicted impact of driving restriction on
the family’s quality of life. This is partic-
ularly true for men, who are used to hav-
ing been the primary driver. For many of
the generation now affected by AD,
women’s driving confidence and experi-
ence is much lower than their partner’s.
Driving is a rite of passage to independ-
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ence for teenagers and its restriction car-
ries significant connotations for older
driver, most of whom have never planned
for a day they may not be able to hop in
the car and go where they want, when
they want. Most patients who lose driving
privileges to dementia depend on infor-
mal support, like family and friends, to
help them get around. This has a genuine
negative impact on their mood and abili-
ty to participate in quality-of-life build-
ing social and recreational activities.6

There is a ripple effect from driving
restriction as well, since many caregivers,
especially among sons and daughters,
find themselves missing or quitting work
to contribute to the newly required
chauffeur role. 

Because driving skills deteriorate rapid-
ly in AD, and insight is also demonstrably
impaired, it has been my experience that
driving restriction leads to a relatively brief
period of overt distress in most patients. In
part because of their memory deficits, I
believe, the driving issue fades from con-
sciousness over the course of months.
Those are the easy ones. For others—such
as those with more slowly progressive dis-
ease, more retained insight, more agita-
tion, or less skilled caregivers—the driving
problem can be a raging battle. There is no
simple answer for these folks. 

Though I use antidepressant or chron-
ic anxiolytic agents, drug therapy doesn’t
seem to offer much help. These families
often have to resort to moving the car off
the property, disabling it or installing spe-
cial hardware that prevents the affected
person from starting the engine. Even
those steps may not be enough. One of
my more creative (and wealthier) patients
managed to take a cab to the local dealer
and drive off the lot in his newly pur-
chased Cadillac! (Fortunately, his family
and I were able to get that sale reversed).

Rights and Competencies
So, what gives us the right to restrict driv-
ing? This is, as you might expect, a tough
question. The AAN guidelines suggest

that we restrict a person’s rights based on
membership in a group (i.e., people with
dementia). Legal scholars can appropri-
ately argue that this action represents a
kind of discrimination and there is con-
siderable debate as to whom we are pro-
tecting, by how much, and at what cost to
personal liberties. Bruce Jennings of the
Hastings Center, addressing these issues
in a thoughtful review,7 argued that we
should, in partnership with the family,
espouse the role of “conservator,” striving
to maintain what can be preserved with-
out leading to undue risk to self or others.
Jennings states that this approach best
sustains the patient’s “flourishing,” a term
parallel to high quality of life. 

Practical Applications
The laws governing reporting of dementia
to motor vehicle authorities differ between
states (and provinces). A physician needs to
know the obligations and expectations for
his or her own state and comply with them.
In addition, there is reasonable consensus
that most patients with moderate or severe
AD should be informed to discontinue
driving. Families need to know that a diag-
nosis of dementia has been made and it is
associated with an increased risk for crash-
es. The diagnosis may adversely affect their
automobile insurance’s willingness to pay if
a crash occurs, and it is reasonable to rec-
ommend they examine their policies for
health-related exclusions. 

OK, those are the easy parts. To imple-
ment an approach consistent with the
AAN guidelines for folks with more mild
impairments, I ask the responsible caregiv-
er if they have concerns about the patient’s
driving. (I try to do this without the patient
present if I can). If the caregiver is con-
cerned, it’s a safe bet that there are real
problems. If they hedge, I ask if they’d be

comfortable having a small child ride unac-
companied with the patient. If the answer
to that is some variation on “no,” we again
have reasons to worry and restrict. (I call
that the “granddaughter test.”) 

I also try to incorporate the results of
neuropsychological testing, especially visu-
ospatially-demanding timed tests like the
Trail-Making Test into my decision mak-
ing. In the end I strive to make an
informed clinical judgment about the per-
son’s ability to make quick, accurate, spatial
decisions when encased in two tons of steel
moving faster than a potential target can
get out of the way. 

That’s a pretty individualized approach,
and lacks the easy black-and-white clarity
of evidence-based guidelines. But, for me it
represents a good balance between our con-
flicting moral obligations to our patients
and the public’s health. If we do everything
right, I hope they will flourish while they
can, but still keep both of us out of the
news. PN
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“Freedom fades all too rapidly in the face of Alzheimer’s disease; we
should limit it when we must, but preserve and sustain it when we can.”

—Bruce Jennings.
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