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Canadian Medical Association.  Determining fitness to operate motor vehicles:  CMA 
Driver’s Guide, 7th ed. Ottawa, 2006

Canadian Medical Association position…

 New impairment due to cognition
 Grade B, Level 3 evidence  (based on expert opinion) 

Activities of Daily Living

INSTRUMENTAL ADL’s

 Manage medications

 Handle money, bills, shop

 Use telephone

 Prepare food

BASIC ADL’s

 Bathe/shower

 Walk

 Toilet

 Transfer (bed/chair)

 Feed self
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Canadian Medical Association.  Determining fitness to operate motor vehicles:  
CMA Driver’s Guide, 7th ed. Ottawa 2006

Canadian Medical Association position…

“Physicians should err on the side of reporting any 
potentially medically unfit driver.”

 Discretionary reporting in 
o Alberta
o Nova Scotia
o Quebec 

 MD protection for reporting in all provinces; in most, not 
admissible as evidence in legal proceedings

Canadian Medical Association.  Determining fitness to operate motor 
vehicles:  CMA Driver’s Guide, 8th ed. Ottawa, 2013

CMA Driver’s Guide revisions, 8th Ed…

 Cognitive screening alone cannot determine driving fitness

 It is recommended that physicians administer more than 
one cognitive screening tool

 In patients with dementia, driving fitness should be 
reassessed every 6 to 12 months, or more frequently if the 
cognitive impairment progresses

 The legal duty is to report concerning findings, rather than 
to assess driving fitness.  It’s up to the transportation 
authorities to decide which patients with dementia or MCI 
are safe or unsafe to drive.
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Canadian Medical Association.  Determining fitness to operate motor 
vehicles:  CMA Driver’s Guide, 8th ed. Ottawa, 2013

CMA Driver’s Guide revisions, 8th Ed…

 If cognitive tests such as MMSE, MOCA, Clock, Trails, or 
other in-office tests are markedly abnormal (where the 
results are specific and believable)…

 Is the test result consistent with other evidence?

 Use common sense – consider the severity of findings

Canadian Medical Association.  Determining fitness to operate motor 
vehicles:  CMA Driver’s Guide, 8th ed. Ottawa, 2013

CMA Driver’s Guide revisions, 8th Ed…

To help you “get off the fence,” ask yourself four questions:

1. Given the results of your clinical assessment, would you get 
in the car with the patient driving?

2. Given the results of your clinical assessment, would you let a 
loved one get in a car with the patient driving?

3. Given the results of your clinical assessment, would you 
want to be crossing a street in front of a car with the patient 
driving?

4. Given the results of your clinical assessment, would you 
want to have a loved one cross a street in front of a car with 
the patient driving?
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Questions to Ask the Family

1. Do you or would you feel uncomfortable being a passenger 
when the person is driving?

2. In the last year has the person had any accidents or near 
misses or tickets for traffic violations (driving too slowly, failure 
to stop)?

3. Have you noticed the person self-restricting their driving habits 
(driving less or only familiar routes, or avoiding driving at night, 
in bad weather, or busy streets)?

4. Have there been occasions where the person has gotten lost 
or shown navigational confusion?

5. Have you or others seen unsafe or abnormal driving behavior 
or are cues/directions needed from a “copilot”?

Ontario ‘s Strategy for Alzheimer Disease and  Related Dementia: Initiative #2

Considerations in Fitness to Drive

 History of driving accidents or near-accidents*

 Family member concerns*

 Trails A & B – for ‘task switching’, visuospatial and 
executive function

 Clock draw – for visuospatial and executive function

 Pentagon draw / cube draw – for visuospatial function

 Cognitive test scores – maybe

 CMA guidelines – inability to independently perform 2 
instrumental ADLs or 1 basic ADL

* Ask patient and family member separately
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Trails B

“On the paper are the 
numbers 1 through 13 and 
the letters A through L, 
scattered across the page. 
Starting with 1, draw a line 
to A, then to 2, then to B, 
and so on, alternating back 
and forth between 
numbers and letters until 
you finish with the number 
13. I’ll time how fast you 
can do this. Are you 
ready? Go.” 

If education or language is 
a concern, ask the patient 
to write down numbers          
1-13 and letters A-L

Trails B

Tests “task switching”

 Completion time > 3 minutes or 3 or more errors 
suggests an unsafe driver  

 Completion time of 2 – 3 minutes or 2 errors is 
unclear 

 Completion time of < 2 minutes and 0 or 1 error 
is acceptable

Roy M, et al.  Systematic review of the evidence for Trails B cut-off scores                   
in assessing fitness-to-drive.  Canadian Geriatrics Journal 2013;16(3)

Molnar, F.J. et al.  Practical experience-based approaches to assessing                   
fitness to drive in dementia.  Geriatrics & Aging 2009;12(2)
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Trails A

Patients with Frontotemporal Dementia 
or Lewy Body Dementia or Parkinson’s 

Disease Dementia are generally 
UNSAFE to drive!
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Fitness to Drive

The gold standard for assessing driving safety is  
a comprehensive on-road assessment.

List the concerning history 
and/or impaired activities of 
daily living and cognitive test 
scores 
(minimum legal requirement)

OR

“This is to notify the Ministry of 
Transportation that the patient 
is currently under investigation 
for cognitive concerns and an 
on-road driving assessment 
has been arranged to 
determine fitness to drive” 
(exceeds legal requirement)

Examples of ways to report to 
Ministry of Transportation
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1. Be firm and non-negotiable in your instructions.

2. Discuss implications with patient and family.

3. Communicate your legal obligation 
and intention to notify the MOT, but that
any decision to revoke the license rests 
with the MOT

4. Explore transportation options.

5. Focus on positives.

6. Provide a written statement.

7. Document and report to MOT.

How to tell the patient he or she may be unsafe to drive

Sample of written 
statement for the patient
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Follow-up

 For patients with mild dementia who are able to 
drive, reassessment of driving safety is required 
every  6 – 9 months

 Discuss eventual need to stop driving

• Inform the patient of your intention and/or obligation to report

• Remind the patient that any decision to revoke the license 
rests with the MOT

• Caution the patient not to drive until the MOT has made a 
determination

• Document your assessment, discussion, warning and advice 
to the patient regarding driving, and your intention to report

• Limit the information in the report to what is required by 
legislation

o If the patient says you are not permitted to send this 
information to the MOT or they will sue you….

o Address driving issues early!

Risk Management Considerations

CMPA 2011
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Further reading


