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Executive Summary

This paper identifies the main factors that can increase crash risk with age, as
well of ways to help older drivers sustain a good level of safe mobility.

Older people are a large and increasing proportion of the population. Their mobility is
vital to maintain a full and independent life.

However, as people get older, it is inevitable that general health and fitness will begin
to deteriorate — and this is what causes concern that older drivers may be at an
increased risk of being involved in an accident.

There is therefore the need to help people maintain safe mobility as they get older.
Road safety activities play a fundamental role in that by decreasing the risk of being
involved in an accident. Ultimately, age related conditions can eventually mean that
there is a point when an individual must give up driving.

However, one fundamental philosophy which this paper adopts is that policies which
prematurely remove an elderly person’s ability to drive can have negative
consequences for their health and quality of life. These consequences can outweigh
the reduction in crash risk to the driver and the rest of society. In short, any
intervention must be proportionate to the risk, and a judgement must be made as to
whether an individual intervention gets the balance right.

Engineering measures such as road or vehicle design can prevent accidents and
injuries to older road users, although they are not covered within the scope of this
paper which considers primarily education, training and publicity measures. However,
they are fundamental to helping drivers maintain a good level of safe mobility.
Vehicle adaption is one way of modifying a vehicle to assist safe driving.

In 2008, 190 drivers over the age of 60 years were killed in road accidents, 1,148
were seriously injured and 9,677 slightly injured. Although the casualty trend is
decreasing, it is decreasing slower than for other ages.

Reported statistics indicate that the risk of being involved in an accident increases
after the age of 70, and up to that age drivers are no more likely to cause a crash
than to be the victim of another road user’s mistake. However, drivers over 70 and
especially over 80 years, drivers are more likely to be at fault when they crash.

Underlying health conditions, and some types of medication taken to treat those
problems, are a more common factor in accidents involving older drivers. Indeed, a
proportion of older driver fatalities occur when a driver dies of natural causes while
driving, and their vehicle immediately crashes.

Older drivers are commonly involved in collisions at junctions, often because they
mis-judge the speed/distance of other vehicles or fail to see a hazard. Visual
impairment may be a factor in this type of crash.

Due to their more fragile health and physical condition, older drivers are more likely
to suffer injuries when they crash.
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An important aspect of older driver policy is being able to accurately identify which
drivers are significantly more likely to be involved in crashes, and ultimately to help
them give up driving and adapt to life without a car.

There are several cognitive and physical conditions which affect the ability to drive
safely, and which, therefore, could act as indicators of increased risk. One important
question is how best to test for these conditions, as it is crucial that interventions do
not unfairly cause older drivers to lose their licence. As drivers age at different rates,
age is almost certainly not a suitable indicator on its own.

There is comprehensive guidance for medical practitioners about how to assess
fithess to drive, but there is a nheed for more education for health professionals about
using the guidance and what measures they can take to help their patients who are,
or are becoming, unfit to drive.

It is clear that many older drivers recognise that their driving ability has changed and
consequently change when and where they drive (through self-regulation). However,
not all older drivers do this, and there is little guidance for them or their relatives
about it.

A major deterrent to self-regulation or stopping driving is the lack, or perceived lack,
of viable alternatives to the car.

Exercise programmes can help to maintain health and driving ability as people get
older. Driver education programmes specifically tailored for older drivers are another
important method, although it can be hard to make sure that the programme reaches
the right people.

A key question is how and when drivers should be relicensed. In the UK this occurs
at 70 years (and every three years thereafter) and requires only the driver to self
certify that they are fit to drive. Research does not suggest that a mandatory driving
test would be effective.

The main conclusions from this paper are

o The evidence shows that the cessation of driving can have significant negative
consequences on the health of older drivers. Driving cessation is
recommended, if the case merits it, only after the safety of the driver cannot be
secured through any other means.

J RoSPA does not believe that there should be a maximum driving age beyond
which drivers automatically lose their driving licence. Research does not
indicate that there is an age at which all drivers become unable to drive safely.
Setting an arbitrary age limit would inevitably be unfair to some drivers.

o Information, education and publicity are needed to help to raise awareness of
the effects of ageing, and of the possible effects of medicines on driving
performance.

. Assessment and training courses should be made available to older drivers,
tailored to the needs of the individual. Some courses have already been
developed and a case study from Norfolk is described.
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Positive advice on alternatives to driving should be incorporated into any
materials and campaigns.

Transport planners should be catering for older road users who may be
considering giving up driving. It is unlikely that people will consider giving up
the freedom and convenience of driving their own car unless there are suitable,
safe, clean, attractive, convenient and affordable alternatives.

Vehicle adaption is a method of optimising a vehicle for a driver, and tailoring it
specifically to a driver's requirement. Currently there are 14 mobility centres
around the country that can offer advice on vehicle adaption
http://www.mobility-centres.org.uk.

General fitness underpins many strands of injury prevention. Some evidence
shows that exercise programmes can add value to other road safety
interventions.

Driving cessation can be a controversial and emotional area, especially given
the social importance of driving and the impact that giving it up can have upon
health. Given this, it is important that the tools used to assess the impact of
health conditions on driving standards are accurate.

Drivers should be encouraged to undergo a formal medical check before
renewing their licence when they reach 70 years of age, and again each time
their licence is renewed.

Research which helps develop better understanding of the link between self-
regulation and crash risk, and how to help drivers to match the environments
that they drive in to their condition would be a valuable contribution to this area.

Drivers can be encouraged to discuss health conditions and fitness to drive
during consultations with health professionals, who may not always raise
fitness to drive issues first.

Appropriate information and guidance for primary health care workers is
important to assist them in assessing health conditions which may affect the
way in which someone drives driving and to enable them to provide appropriate
and sensitive advice.

Families who are concerned about the driving standards of elderly relatives
may also currently struggle to find appropriate advice, and this need must be
addressed.


http://www.mobility-centres.org.uk/
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1. Introduction

Older people are a large and increasing proportion of the population. Mobility is vital
for people to maintain a full and independent life, and therefore, transport policy,
vehicle design and the transport environment should reflect, and provide for, their
needs.

The National Statistics predict that the average age of the UK population will
increase. In 1971, 13% of the population were aged 65 years or over. This increased
to 16% by 2002 and is expected to rise to 23% by 2031".

piopulation thousancs) age ME - data for ages 90

and abave are from
experimental statistics
an [ of the very elderly

100

500 250 250 500
Table 1 Population: by gender and age, mid-2007 "

As people get older, it is inevitable that general health and fitness, eyesight, hearing,
reaction time and physical mobility will begin to deteriorate, all of which can affect the
ability to drive safely. However, these changes occur at different rates and ages for
different people. Since the changes are often gradual, they may not be apparent to
the individual concerned or to members of their immediate family or circle of
acquaintance.

This decrease in health and fitness to drive is what causes concern that older drivers
may be at an increased risk of being involved in road accidents.
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1.1 About this paper

This paper identifies the main factors that can increase crash risk with age, as
well of ways to help older drivers sustain a good level of safe mobility.

Road safety activities can help drivers maintain a good level of safety by helping to
drivers to improve their driving or adjust it to compensate for any reduced driving
ability.

The paper primarily considers education, training and publicity measures which help
drivers do that - rather than looking at road or vehicle design which are also essential
methods in preventing accidents and injuries on the road. It is chiefly intended for
those working in road safety and designing interventions to prevent accidents
involving older drivers.

The re-design of vehicle and roads through engineering methods can also help to
prevent older driver accidents and injuries, although these are not covered in this
paper, and so studies covering these topics were discounted from the search.

For the purpose of this policy paper, older drivers are defined as drivers over the age
of 60 years. However, this does not mean that accident risk increases from the age
of 60 years; in fact, the data indicates that crash risk only increases in age groups
over 70. Older drivers do not form a homogenous group as wide variations in their
characteristics and driving abilities exist within this general category.

The evidence behind the policy paper was gathered by searching SafetyLit" for the
term ‘Older Driver’ and variations on this, to identify all papers which studied the
accident risk involving older drivers as well as education, training or publicity
interventions. Relevant references within those papers were also followed up. A large
number of international papers were found, and the results of several of these have
been included, especially when evidence from the UK is lacking. Often papers from
different countries have found similar results. Where there may be problems
transposing the findings to the UK, this has been noted.

A large number of papers found examined how different health conditions impact on
driving. In the main these were not included here. “Fitness to Drive: A Guide for
Health Professionals" is the most comprehensive document which explores these
issues in the UK. It is available freely on the Department for Transport website, or
printed copies can be purchased from The Stationery Office (TSO).

This policy paper is intended as guidance for those with an interest in road safety or
designing interventions, rather than for medical practitioners (although the role of
medical practitioners is discussed in section 4.1.5).

The World Health Organisation defines health as a “state of complete physical,
mental, and social well-being and not merely the absence of disease or infirmity™.

This is an important consideration when designing policies and safety interventions
aimed at reducing older driver accidents, as it is important to ensure that they do not
have adverse effects on other aspects of their health and well being. This is
discussed in section 4.6.1.
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One fundamental philosophy which this
paper adopts is that policies which
prematurely remove an elderly person’s
ability to drive can have negative /,’\

Balance/Judgement | |\
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In short, any safety measure must be

proportionate to the risk, and a judgement

must be made as to whether an individual

measure finds the balance.

Inevitably, this will always be a difficult balance to get right, due to the difficulties in
measuring the potential benefits and disbenefits and deciding what an appropriate
trade off is between the two.

In practice, what this must mean then is that programme designers must be aware of
the potential risks of getting it wrong. Whilst most road safety activities aimed at
elderly drivers are to give feedback and help drivers to use the road safely, there is a
chance that an activity may identify a driver with a condition which could mean they
cannot. Programmes need to be sensitive enough to help the driver, their family and
friends and relevant health professionals to have a large part in the decision to give
up driving, with the results of any assessment used to help guide that discussion.
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2. Data

Older drivers and their passengers comprise a relatively small proportion of car
occupant deaths and injuries. More drivers aged 20 - 29 years are killed in crashes
than in any other age band. The number of deaths decreases in each age band until
70 year where there is a slight increase.

16-19 [ 20-29 [30-39 [40-49 [50-59 |60-69|70-79 | 80+

Car Drivers

Killed | 118 236 135 105 76 64 71 55

KSI | 978 2235 (1,323 1,180 |821 607 438 293

All | 10,574 | 28,135 | 20,566 | 18,565 | 10,842 | 5,965 | 3,212 | 1,648

Passengers

Killed | 100 90 37 18 27 19 30 26

KSI | 998 968 342 284 240 230 230 155

All | 9,219 11,291 | 5,097 |[4,225 |3,095 |2,335 | 1,668 | 904

Table 2 Reported car occupant casualties 2008, by age band and severity, GB

Of course, the number of deaths and injuries in any age group to some extent
depends on the number of people in that group and the amount of driving they do.
Table 3 shows a more marked increase in the number of car drivers killed per
100,000 population over the age of 69 years, whilst the rate of all injuries decreases.
This may be an indicator that the injuries in older people are more likely to result in a
more severe outcome.

16-19 | 20-29 |[30-39 |40-49 [50-59 |60-69 | 70-79 | 80+
Car Drivers
Killed | 3.8 2.9 1.7 1.2 1.1 1.0 [17 [20
KSI | 31 28 16 13 11 9.7 |10 11
All | 339 350 256 211 150 96 75 60
Passengers
Killed | 3.2 1.1 0.5 0.2 0.4 03 |07 |10
KSI | 32 12 4.3 3.2 3.3 37 |54 |57
All | 295 140 64 48 43 37 39 33

Table 3 Reported car occupant casualty rate in 2008, by age band and severity, GB




The Royal Society for the Prevention of Accidents
“Older Drivers”

Itis likely that increasing life expectancy will mean an increase in the number of older
drivers, which in turn could lead to an increase in older driver fatalities. Table 4
shows that the number of drivers killed has been falling in all age groups (except the
young driver group, aged 16 — 19 years). However, the age bands 70 — 79 years, and
over 80 years have not been falling as fast as the other age groups. Although the
casualty trend is decreasing, it is decreasing slower than other ages.

2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008

16-19 113 134 131 144 151 149 149 136 118

20-29 303 285 327 325 201 324 317 258 236

30-39 197 225 198 206 200 183 151 145 135

40-49 126 146 138 133 133 127 133 114 105

50-59 126 120 112 123 98 103 105 98 76
60-69 89 84 84 95 68 66 85 73 64
70-79 75 91 79 83 79 76 57 58 71

80+ 55 67 69 56 82 76 61 57 55

Table 4 Number of driver fatalities between 2000 and 2008, by age band, GB

10
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3. Causes of Old Driver Accidents and Injuries

There have been several studies which look at why older drivers have a higher
accident risk.

Drivers between 60 to 69 years appear to be no more likely to cause an accident as
they are to be the victim of one caused by another person. However, over this age,
the blameworthiness ratio increases for both genders — meaning that they are more
likely to be the party that causes the crash rather than the one innocently involved in
it". Older drivers between 80 and 89 years appear to be four times more likely to
have caused a crash than to have been involved in one (the authors of the report
stress caution when looking at the 90 years + figure due to the small sample).

J EBlame ratlo, females

0

g

8

7

6 7 7 ——Blame ratlo, all
5 BElame ratio, males
4

3

2

1

0

6064 65-69 70~74 T75—79 B0-84 B85-89 90 +
Age (years)

Graph 1 Blameworthiness ratios of drivers over 60, by age band and gender, GB.

3.1 Type of Collision

A comparison” (using data on 19,782 drivers in the US Fatality Analysis Reporting
System, FARS) between older (65 years+) and younger (35 — 54 years) drivers found
specific risk factors for the older groups. The point of impact in a collision had an
influence on the risk of fatality, with the 1 - 3 o clock angle (front passenger side as
the study was of US vehicles) and the 7 - 9 o clock angle (passenger door behind the
driver) being linked to an increased risk of fatality. Both of these are oblique side
impacts and it is argued that improved crashworthiness and side impact protection
may mitigate this risk.

The paper found that driving with one passenger was associated with an increased
risk of injury for older drivers, although the presence of a passenger meant there was
a decreased risk of fatal injury in both age groups. It may be that the situations in
which a passenger is present, such as the time of the day (which it also found to be a
risk factor for older drivers) or the gender of the passenger and driver, influences this
finding.

11
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3.2 Junctions

Older drivers have been identified as having greater involvement in accidents at
junctions. In several US analyses™"” of accidents involving older drivers, turning left
across a lane of traffic (equivalent to turning right in the UK) was identified as the
most dangerous manoeuvre at an intersection. In this type of accident, the older
driver was more likely to be at fault.

The reasons behind this high crash risk were failure to follow the traffic law, such as
failure to give way to traffic which had the priority or disregarding a traffic signal.

There is some evidence that the main reason for failing to follow the law at an
intersection changes with age. One US study compared older drivers with a control
group of drivers aged 35 — 54 years. It found that drivers aged 70 — 79 years made
more mistakes where they identified the hazard but misjudged the time available to
complete the manoeuvre, whereas drivers 80 years and older predominantly failed to
see or detect the other vehicle in the first place.

Several studies have looked at whether aging affects the ability to avoid a collision.
Avoiding a collision is based on several components - identifying the hazard, judging
whether or not it will cause a collision, knowing the correct course of action to avoid a
collision, and then undertaking that course of action.

3.3 Visual Scanning

One underpinning requirement to interpret and respond to the situation on the road is
good visual observation and hazard perception. This is reliant on visual scanning,
and a large number of papers have studied the observations made by older drivers.
Typically, the studies use younger or middle aged drivers as a control group against
which to compare the responses of older drivers.

Simulator studies have been conducted which compare the visual scanning of older
drivers to younger drivers. One Australian study* found that older drivers were slower
to both identify and respond to potential hazards.

One on-road study in the US* compared the visual scanning of groups of younger
(18 — 25 years), middle-aged (35 — 55 years), and older (65 — 80 years) drivers at
intersections by measuring the proportion of time they spent looking towards the left,
right and in the rear view mirror. It found that compared with the middle aged drivers,
the older and younger driver groups made less use of their full scanning range before
driving through an intersection. Similarly, the older and younger driver groups were
also found to check their rear view mirror less often than the middle aged group.

The sample of older drivers in the study made significantly fewer observations left
and right whilst negotiating junctions.

There is some evidence that age itself does not have an influence on a driver’s visual
scanning process. One UK study compared groups of older and younger drivers who
had no acuity and visual field problems, and found little evidence of an age-related
decline in the search of the scene when detecting hazards. ™ The implications may
be that visual impairment is chiefly responsible for the decline in visual scanning
techniques.

12
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3.3.1 Motion extrapolation

The ability to judge and extrapolate objects in motion decreases with age and may
have an influence on a driver's ability to judge whether a collision would occur.
Simulators studies have been used to study this phenomenon.

One paper™ reported that although older drivers were more cautious at judging time
to collision (i.e. when a collision would occur) than younger drivers, they were less
accurate at judging whether or not a collision would happen. Another paper®’ also
found that older participants were less sensitive at detecting whether collisions would
occur and identified that this effect was particularly evident at higher speeds.

3.4 lll-Health

This study also found that older drivers with heart disease or stroke were more likely
to be involved in at-fault automobile crashes and that arthritis was also associated
with an increased risk among female older drivers, implying that poor health is an
issue.

3.5 Alcohol and Drugs

A US study” found that speeding and non-use of restraint were the two most
important common factors in determining injury severity for young and old age
groups. It also found that alcohol and drug related factors were not a common factor
in the collisions between older and younger drivers.

Another paper did, however, find that the use of some legal drugs used to treat
conditions that become more common with age were associated with crash risk*”.
Nonsteroidal anti-inflammatory drugs, angiotensin converting enzyme inhibitors, and
anticoagulants were associated with an increased risk of at-fault involvement in
crashes. Benzodiazepine use was also associated with an increased risk of a crash
although not necessarily at-fault.

Calcium channel blockers and vasodilators were associated with a reduced risk of
crash involvement.

3.6 Motoring Convictions

Interestingly, there is some evidence * that previous motor vehicle convictions are
significantly associated with reduced risk of injury for older drivers. Although given
the methodology used in the study it was not possible to explain this relationship, it
may be that self-regulation or family involvement are likely to follow a conviction,
which may then influence crash risk thereafter.

This was supported by other studies™" *™ which identified that prior convictions were
associated with a reduction in crash risk. Prior involvement in crashes was a good
indicator of future involvement.

Increasing life expectancy and healthiness at older age may also have an influence
on the average age of drivers involved in accidents, and the age at which
interventions are targeted. A study™ of several cohorts of older drivers involved in
intersection accidents in Finland between 1987 and 1995 found that for males, this
accident type decreased for drivers aged between 60 and 79 years in the later
cohorts, which also saw a corresponding rise in this accident type for drivers over 80

13
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years. The authors concluded that whilst intersection accidents are an age-related
phenomenon which will occur, the age that it will occur at will vary.

Finally, many older drivers accidents may involve natural deaths before a collision.
One in-depth study of Swedish accident data found that of the 152 drivers over the
age of 65 years who died in road crashes between 2002 and 2004, 30 (20%) had
occurred due to the driver dying of natural causes immediately before the accident™:.
These accidents were primarily single vehicle crashes.

3.7 Low-milage bias

An important consideration when looking at the accident risk of older drivers is the
low-mileage bias, where drivers of any age who drive less and cover shorter
distances are more at risk of being involved in accidents per mile driven. As older
drivers may typically drive much less or for shorter distances than younger drivers or
drivers using the road for work, some of their increased risk may be to do with the
relatively low distances they drive rather than age.

This point that older drivers are at no greater risk than other age groups once
different levels of driving activity are taken into account is argued in several papers.™"

XXii

A study of travel data from the Netherlands®™" found that drivers over 75 years were
generally safer than other drivers when taking low-mileage bias into account. It
divided drivers into groups who annually covered less than 3,000km, between
3,000km and 14,000km, and over 14,000km. It found that only drivers who travelled
less than 3,000km per year (one in ten of the older drivers in the study) had elevated
crash rates.

A limitation to this study is that it was based on self-reported mileage data, a
technique that has been questioned™", as it may not always be the most accurate
indicator of actual mileage.

One study™ based on odometer data concluded, ‘the low-mileage bias remains
evident, albeit at a reduced level”.

Modern GPS and Black Box technology could be used to get a more accurate
understanding of not just the mileage driven by older drivers, but the roads used and
times of the day they are driving.

3.8 Injury risk

As people get older, physiological changes also occur, which increase frailty and the
risk of injury in a crash.

This fact that older drivers are more at risk of severe injury in a crash is well noted in
the literature. One study performed in the 1980s found that 70 year olds were 3 times
more likely to die than 20 year olds in identical crash conditions™. Similarly, an
Australian study™" of police reported crashes between 1998 and 2003 found that
drivers over the age of 70 years sustained serious injury rates more than twice as
high as those of the 30 — 59 year old drivers.

One US study suggested that between fragility was a made a greater contribution™""
towards the higher death rates per vehicle mile travelled of older drivers than any
increased likelihood of crashing.

14
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3.9 Summary of Chapter 3

There are differences between the types of road accidents and their severity between
drivers of different age groups.

Drivers do not have a higher accident risk, until the age of 70, and up to this age they
are no more likely to cause a crash than to be the victim of another road user’s
mistake. However, drivers over 70 and especially over 80 years, drivers are more
likely to be at fault when they crash.

Older drivers are commonly involved in collisions at junctions, often because they
mis-judge the speed/distance of other vehicles or fail to see a hazard. Visual
impairment may be a factor in this type of crash.

Underlying health conditions, and some types of medication taken to treat those
problems, are a more common factor in accidents involving older drivers. Indeed, a
proportion of older driver fatalities occur when a driver dies of natural causes while
driving, and their vehicle immediately crashes.

Due to the more fragile health and physical condition, older drivers are more likely to
suffer injuries when they crash.

15
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4. Preventing Accidents and Injuries

There are several strategies that can be considered to reduce the accident risk to
older drivers.

4.1 Assessing Fitness to Drive and Identifying Crash Risk

Predicting the drivers who would be at increased risk of being involved in a crash due
to age related factors is an important area of study. Good predictors of future crash
involvement can have applications for medical professionals and families to identify
older drivers who are most at risk, and offer appropriate advice.

Good indicators would also not wrongly identify ‘safe’ drivers as risky, as this can
have implications for restricted mobility.

There are a large number of tests which have been developed and could be used to
screen older drivers for crash risk and fitness to drive.

Given the range of requirements for driving and that it remains a complex activity; it is
likely that no single test will be appropriate for identifying dangerous conditions.
However, an examination method which uses a combined approach may be the
strongest way of identifying drivers who are at an increased risk and need more help
to drive safely, and drivers whose’ condition means they are unable to safely use the
road.

The timing of the intervention and its acceptability to older drivers are also essential.

The potential indicators that can be used to assess crash risk are mainly in-vehicle,
cognitive and visual, although there are also other indicators. As drivers age at
different rates, age is almost certainly not a suitable indicator on its own

4.1.1 Cognitive tests

There are several tests which can be used to understand the level of cognitive
impairment. They are typically designed to detect specific cognitive conditions rather
than for general use.

¢ Mini-Mental State Exam (MMSE)
Consists of a short series of questions
e Clock Drawing Test
Candidates are asked to draw the full face of a clock
e Trailmaking Part A and B
A join the dots style activity
e Test Your Memory

There is evidence that cognitive performance can be used to predict future crash
involvement.*™

16



The Royal Society for the Prevention of Accidents
“Older Drivers”

4.1.2 Vision tests

There is a range of vision tests used for older drivers in different countries. The most
commonly used is the Useful Field of Vision test.

Studies™ of the licensing criteria for visual fitness to drive for older drivers in several
western countries have only found an inconclusive link between the tests and their
ability to predict poor driving performance.

An assessment of mandatory vision tests for the relicensing of drivers over the age of
80 in Florida found that older drivers did not see the tests as a deterrent to seeking
renewal. **

4.1.3 In-Vehicle Tests

A common approach to identify risky behaviour is in-vehicle testing, and in most
developed countries, this is the basis on which drivers initially gain their licence.
However, it is much less common for drivers to be required to retake a driving test in
order to retain their driving licence at a certain age.

In the UK, drivers’ licences expire at the age of 70 years. In order to renew the
licence, and be able to continue to drive, drivers must complete a form and certify
that they are fit to drive. They must then repeat this every three years.

One issue with in-vehicle tests is that often they may use vehicles with dual controls
or a different vehicle to the one which older drivers commonly use. Research has
found®™" that for older drivers with some cognitive deterioration, using and adapting
to an unfamiliar vehicle can contribute to the cognitive load that they have to deal
with, and this may have an impact on a their ability to drive to their usual standard.

4.1.4 Other indicators

As well as various methods of assessing fithess-to-drive through testing or
examination, there may be other indicators that a driver is at a higher risk of being
involved in a collision.

One paper™ reported that several psychological, medication-related, visual
attention and function related factors had an impact on crash involvement. This study
found that people who had difficulties performing some physical tasks, such as light
housework or yard work, or opening a jar, were more likely to have an increased risk
of being involved in road accidents when driving.

XXXIV

A history of falls was also associated with a higher reported difficulty of driving.
Another paper®’ also found that older drivers who had reported a prior history of
falls were 50% more likely to be involved in crashes. It also found other indicators of
increasing crash risk, such as reported difficulty in walking over 1/2 a mile, moving
outdoors, and the number of other activity limitations.

These findings were supported by a further paper, which found that a self reported
fall*"" in the previous year was also a marginally significant predictor of crash risk,
although other physical difficulties such as walking one quarter of a mile and moving
outdoors were also significant predictors.
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4.1.5 The role of health professionals in assessing fitness to drive

A large study™" between 1988 and 2000 of over 110,000 older drivers found a
weak, but statistically significant, link between being involved in a road accident and
having had contact with a physician in the month beforehand. Involving medical
practitioners and ensuring they are equipped with the information required to judge
fitness to drive is, therefore, an important issue.

Currently guidelines of Fitness to Drive aimed at health practitioners is available from
the DVLA™" and was last updated in February 2009.

UK

A Department for Transport study, “Attitudes of Health Professionals to Giving Advice
on Fitness to Drive™”, aimed to:

e to explore health professionals’ current state of knowledge regarding medical
aspects of fitness to drive;

e to investigate the attitudes and other factors that may influence their decisions
on whether to discuss fithess to drive during routine clinical contacts;

e to explore the organisational barriers to the dissemination of up-to-date
knowledge in this field, and the obstacles to including advice on fitness to
drive as a routine part of consultations; and

e to suggest ways of improving medical and other health care personnel’s
knowledge and their willingness to give advice to their patients, and indicate
how these aims may best be achieved within the organisational context of
these professional groups.

The research explored how fitness to drive issues were taught in medical schools in
the UK. Out of the thirty two medical schools, twenty two (69%) reported teaching
medical aspects of fitness to drive within their curriculum, five of whom reported that
they taught the topic in depth. However, only four of the twenty two could quantify the
extent that fithess to drive was taught, which was either one lecture or one lecture or
tutorial.

Fitness to Drive issues were taught in different sections of the curriculum — such as
medical ethics, or on specific health conditions such as epilepsy or cardio-vascular
medicine.

A questionnaire survey of 630 health professionals from many different professional
groups, such as GP’s, nurses, optometrists and occupational therapists amongst
others, found that almost all (87%) were aware of the DVLA Guidelines and 80% said
that they had consulted them over the previous two years.

Respondents to the questionnaire reported that they were most likely to advise
patients about fithess to drive issues if they had epilepsy, fits or black outs, or a
stroke. The majority of hospital consultants and GP’s reported that they had advised
patients to stop driving within the last three months.
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The respondents felt that discussing fithess to drive issues with patients was very
important; most believed that they had a ‘duty of care’ to do this with their patients
and that it was part of their role. However, knowledge was variable about whose role
it was to advise patients and who had the legal responsibility to do so. Most also
identified a need for better training or clearer guidelines about giving advice. Two in
five respondents agreed that they did not have sufficient knowledge about fitness to
drive issues.

The study also tested the knowledge of health professionals and how they would
react when confronted with situations which would require them to advise a patient
about their fitness to drive.

The 413 health professionals who participated in this part of the study were shown
either a paper or video vignette - a scenario in which a patient had a medical
condition which affected or might affect their fithess to drive, and in which the health
professional would need to decide whether the patient was fit to drive, unfit to drive,
or borderline between the two.

Only 31 (7.5%) of the health professionals scored all of the paper vignettes correctly,
although two thirds scored one or two correctly. GPs and medical specialists tended
to achieve more correct answers. The most common mistake was a bias towards
rating patients who should have been told they were unfit to drive as borderline or fit
to drive.

Three video vignettes simulated typical settings in which clinicians would be likely to
have to give a patient advice about their fithess to drive. In the videos, pseudo-
patients described a health condition that would render them unfit to drive, as well as
a lifestyle that involved driving. A set of car keys were placed beside the pseudo-
patients.

The videos were shown to a cross section of 101 clinicians in primary and secondary
care. Several clinicians were shown more than one and 200 vignettes were shown in
total. Clinicians were asked what advice they would give the patients; they were not
informed that the purpose of the study was to investigate clinicians’ advice on fithess
to drive.

Concerns about fitness to drive were expressed unprompted in one quarter (51/200)
of the vignettes. In the 149 situations where driving was not mentioned by the
clinician as a main concern, 60% of the clinicians mentioned it after ten minutes.
However, this is generally a longer time than a standard consultation, and therefore,
in reality, the topic of driving would not be raised. Most driving advice given by the
clinicians was non specific.

In interviews following the vignette, several GP’s mentioned that driving is not
relevant to the majority of their consultations, which are focussed on medical issues,
and so a barrier to giving advice on fitness to drive was remembering to do it as well
as covering all of the medical issues in the short period of time.

Other reported barriers to advising patients in the interviews were: assuming that
older patients did not drive, lack of knowledge, the complexity of the guidelines,
uncertainty over whose responsibility it is to give the patient advice about fitness to
drive, patient resistance or denial, the risk of negative consequences to the patient,
such as loss of well-being or livelihood, and the risk of jeopardising the doctor-patient
relationship.
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International

Some papers have gathered self reported attitudes from physicians to examine their
views and practices. One Canadian® study used a mailed questionnaire to carry out
a cross sectional survey of physicians to find out their attitudes and practices when
assessing fitness to drive.

Most of the physicians in the survey felt that the assessment of fitness to drive in
their medical practice was important, but just under half (45.8%) did not feel confident
in doing so. Almost half (46.7%) did not feel that physicians are the most qualified
professionals to identify unsafe drivers

Physicians were asked about a publication called Determining Medical Fithess to
Drive: A Guide for Physicians, which is published by the Canadian Medical
Association and has several sections on different conditions that can affect driving.
Nearly one quarter of those surveyed (23.5%) were not aware of it and one third
(31.2%) of those who were aware of it, rarely used it.

The vast majority of physicians (88.6%) felt they required more education in the
subject of assessing fitness-to-drive, and 72.4% agreed that physicians should be
legally responsible for identifying unsafe driving practices.

One major barrier to reporting a patient as unfit to drive to the licensing authority,
cited by 75% of physicians, was that it would threaten the established doctor-patient
relationship, and with it the trust that had been built up. Damaging this relationship
could lead to patients failing to report other health issues. However, other similar
Canadian studies have found that the vast majority of physicians believe that the
interests of the public should prevail over those of individual drivers.

Although the paper highlights that its findings match research done in some
Scandinavian countries, a note of caution must be attached to transposing these
results to the UK, where there may be several differences between physician
training, views, attitudes, as well as the clinical decisions that physicians make.
However, in lieu of similar surveys in the UK these results indicate an area of future
investigation.

Some research has also examined the use of education workshops for physicians
and medical professionals to help develop their ability to assess the standards of
driving and to encourage driving retirement or self regulation.

One workshop™ focussed on educating health professionals about assessing and
identifying the fitness to drive of older drivers with dementia, and how to encourage
driving retirement amongst those individuals. A clearly focussed curriculum for the
workshop was developed as part of a project run by the American Medical
Association. The evaluation of the workshop found that the focussed curriculum with
clear and immediate applications increased the knowledge and confidence of health
professionals on the topic; were more likely to use driving-related behaviours in
assessments and were more likely to encourage patients with dementia to retire from
driving.
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4.2 Self regulation

An important aspect of older driver safety is self regulation. This takes many forms,
from completely avoiding driving, to planning journeys to avoid specific routes, times
of day, or conditions.

Self-regulation is widely regarded as common by road safety professionals, and
research evidence supports the belief that drivers self-regulate in response to their
health, and difficulties they perceive when they are driving.

It is important to identify the characteristics of drivers who would self-regulate their
driving. One study™ found that the drivers who are most likely to self-regulate their
driving:

are female

are 75 years and older

are not the principal driver in the household
had been involved in a crash in the last 2 years
are experiencing vision problems

reporting lower confidence ratings

There was also a strong association between drivers avoidance of a specific
condition if they reported deterioration in functional physical ability for those
conditions. The situations which drivers reported they avoided most, were driving at
night (25%), on wet nights (26%) and in busy traffic (22%).

One Swedish questionnaire study™ of older drivers and found similar results: older
drivers were less likely to drive in taxing conditions, such as at night or bad weather,
and female drivers were more likely to limit their driving. It also asked drivers whether
they had any problems with daily activities (tieing shoe laces, getting dressed,
climbing stairs, walking over an open field, crossing a street, riding with public
transport, stepping in or out of a car, using the seat belt in a car, engaging in social
activities, gardening or hobby) but found that problems with these types of activity
were only marginally associated with self-regulation.

A US study™ also identified daytime-only driving as one of the most common self
restrictions, along with limiting driving distance and time. Out of the sample of 108
drivers in the study, who were collected via referral for a clinical driving examination,
8 respondents identified each of the three categories listed.

This study also found that drivers who performed worse in driving evaluation tests,
which included the clock drawing test (CDT), mini-mental status exam (MMSE),
Trailmaking, geriatric depression scale (GDS), and simulated driving, were less likely
to self-regulate their driving.

Interestingly, this result contrasts with another US study™ in which the role of
reported impairments on self-regulation was examined. In this study, telephone
interviews with older drivers were used to gather data on their driving compared with
5 years earlier. It found that drivers who reported increased difficulty from physical
impairments were the most likely to self-regulate their driving, and the chance of
them doing so increased by 32% with each physical impairment. Drivers with visual
impairments or memory impairments were 19% more likely to self regulate and
drivers with diagnosed medical conditions were 13% more likely.
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A potential explanation for this contradictory evidence is that in the second study the
drivers themselves were able to describe their medical condition, whereas in the first
study, it was measured clinically. This clinical approach may be more sensitive to
identifying potential impairments which would have an impact on safety before the
older driver were able to identify the impairments themselves.

Vision problems were also found to be a predictor of how a driver self-regulates their
driving™"'. One paper found that poor scores in acuity, contrast sensitivity, and central
and lower peripheral visual fields each predicted that drivers were more likely to have
reduced their mileage two years later.

Certain worsening visual functions were also associated with giving up driving in
different conditions two years later. Contrast sensitivity and central and lower
peripheral visual fields were individually associated with a greater likelihood of giving
up night driving and participants with worse baseline acuity scores were more likely
to have given up driving in unfamiliar areas.

One study™" compared the self reported health of older drivers with whether they had
given up driving within the following two years. Self reported health was collected
from drivers and rated on a scale (poor, fair, good, very good, or excellent). It found
that 17% of the drivers who self reported poor to fair health in the original survey had
given up driving two years later. Only 8% of drivers with good to excellent self
reported health had stopped driving within the same period. Overall, 36% of drivers
reported poor to fair health at the start of the study, and 11% had stopped driving
after two years.

Studies™" have also examined the relationship between driving ability and self
regulation, which compared a questionnaire on driving habits with an on-road driving
test to determine a driver’s fitness to drive.

It found that a poorer performance on the driving test was not related to overall
avoidance of difficult situations. Importantly, this study did identify that there was a
relationship between driving ability and avoidance of specific difficult driving
situations — driving in the rain, driving at night, and driving in the rain at night. Drivers
with a high level of confidence in their driving abilities were less likely to self-regulate
their behaviour and avoid these specific situations.

This study also identified several barriers to self regulation. Almost three-quarters
(70%) of participants said that they would not be able to maintain their present
lifestyle if they stopped driving. Almost half (42%) said that their family and friends
would be unavailable to provide transport when required and 44% said that they
would be unwilling to ask for such help. One quarter (25%) of participants perceived
there was a lack of public transport.

A focus group™ study to explore older driver opinions to self regulation found that
older drivers were aware that aging could influence their driving and that they used
self regulation in response to this. Another major theme was that transportation
alternatives were not viewed as an option, as they were felt to be non-existent or
limited

The availability of alternative transportation is an important pre-requisite for
encouraging older drivers to consider the option of stopping driving.
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One paper' examined how the provision of public-transport training (referred to as
‘transit training’ in the paper) and free bus passes changed transportation use in the
following year. The groups of older drivers who were given public-transport training
reported that they used the bus more frequently than those that did not receive the
training. However, the free bus pass did not have any further effect. Between the
groups, there were no differences in self reported miles or days driven per week after
the intervention.

There does not appear to be any research that has explored the role of friends and
relatives in helping older drivers to self-regulate, and what support could help them. It
is a difficult area to evaluate with the role being less formalised than the relationship
between a health practitioner and patient, but helping family members deal with the
problem may also be an effective way of encouraging effective self regulation.

Research which helps develop better understanding of the link between self-
regulation and crash risk, and how to help drivers to match the environments that
they drive in to their condition would also be a valuable contribution

4.3 Physical Activity

Physical health can also influence crash risk and some programmes have tried to
address this amongst older drivers by physical training programmes.

An evaluated programme in Portugal" involved 32 older drivers between the ages of
60 and 80 years participating in an exercise programme designed to address several
physical attributes linked with driving performance. Before taking part in the
programme, the older drivers had several tests which, for example, looked at reaction
time when performing single and dual tasks, or their useful field of vision.

The exercise programme itself consisted of 60 minute supervised sessions taken 3
times a week over a 12 week period comprising of activities designed to be both
physically and cognitively stimulating.

After 12 weeks, the tests were performed again and researchers found
improvements in reaction times, visual attention, and lower limb mobility. There was
no evidence that the programme effected speed perception however.

Other programmes addressed some of the physical issues which older drivers have
by running an exercise programme over the course of a 3 month period and used in-
vehicle assessment to evaluate the programme’s effectiveness" .

The programme compared a control group of 90 drivers (who did not take the
exercise programme) with an intervention group of 88 drivers (who did take the
programme). Drivers were recruited from clinics and the general community rather
but not because there was any suspicion of driving difficulties. They were screened
to identify any drivers at increased risk due to physical, cognitive or visual
impairment, and any such drivers were not included in the trial. The instructors did
not know which of the older drivers were in which group.

The course was a graduated programme aimed at physical activities required for
driving including movements of the shoulders, spine, hip knee and ankle as well as
hand strength and upper extremity co-ordination. The course was delivered by two
physical therapists who were trained in the course delivery to ensure consistency.
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Both the control group and intervention group were given monthly in-home education
which covered home safety, falls and vehicle maintenance.

Three months after the intervention, the study group were found to have committed
fewer critical errors, compared with the control group, whose driving performance
had deteriorated. Although there was a significant difference between the driving
evaluator’'s assessments of the two groups, it is not necessarily clear how this would
translate into crash risk - although the authors predicted from previous research that
it would lead to an 8% to 16% reduction in crash risk.

Larger studies which use crash risk as an outcome measure could help to establish
whether physical activity programmes help to reduce the number of older driver
accidents.

4.4 Driver Education

Research™ has shown that older drivers approve of education programmes for older
drivers, which means that there is the potential for high take up of such schemes.

One evaluated driver education scheme, the 55 Alive/Mature Driver Education
Programme in Canada"™, was designed to provide information on the rules of the
road, hazard recognition and changes which affect driving. The programme also
encourages drivers to reduce exposure to risky environments and to plan for the time
when they will have to give up driving.

The evaluation had three phases" — firstly to look at the self-selection bias of drivers
enrolling on the study, secondly to examine crash rates, and thirdly to run focus
group sessions with men who had attended the programme.

It found that there was a self-selection bias on the programme with drivers who had
been involved in an at-fault collision being more likely to attend the course. Perhaps
surprisingly the study found that attendance on the programme was associated with
higher crash risk for those over the age of 75 years, although there was no change in
the crashes amongst younger mature drivers. It was unclear from crash records
which of the strategies did influence crash involvement, or whether it was a further
factor such as reduced exposure to crash risk.

The focus groups invited drivers to talk about their driving habits and attitudes. The
main finding was that the men who had not been involved in a collision following the
programme (whether or not they had been in one before the course) used many
more of the strategies presented in the programme to self-regulate their driving.

The role of their wives was raised by many older male drivers, and individuals in
many of the focus groups said that it was their wives who had initially found out about
the course and encouraged them to attend. In the group of drivers who had an
accident after attending the course it was suggested that their motivation for
attending the course was to appease their spouse rather than to learn about
strategies to cope with age. This was supported by the inability of this group to recall
information presented in the course.

One study" expanded upon this approach and explored both classroom and vehicle
based older driver education and training programmes. The on-road driver evaluation
consisted of two sessions, both of which lasted for around 35 minutes and were
conducted on a range of different classes of roads with different speed limits. Whilst
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on the drive, drivers were expected to perform a humber of left and right turns. The
second on-road session was conducted 4 - 8 weeks after the completion of the initial
intervention.

Driving was evaluated by an instructor in the vehicle, using the standard procedure in
the Province of Manitoba, and constructive feedback on driving habits was given at
the time. It found that classroom sessions could improve a driver’'s knowledge of safe
driving practices, and that the in-vehicle assessment could improve some aspects of
safe driving, but did not link these to other variables such as driver confidence or
accident rate.

4.4.1 Driver Education Case Study: Guidance for the OLder Driver (GOLD),
Norfolk County Council

Thirty two UK organisations are listed on the Road Safety Time Bank as currently
running, or having previously run, an education scheme aimed at older drivers™".

Of particular interest is the Guidance for the OLder Driver (GOLD) Scheme, run by
Norfolk County Council with funding from a Department for Transport Partnership
Grant. An evaluation of GOLD was published in 2009"".

There were four main steps to the programme. Firstly, older drivers became aware of
the programme (which did not define an age range for older drivers, it was left to the
drivers themselves to decide whether they were an ‘older driver’). Drivers who felt
they could benefit from the scheme could contact GOLD and undertake a Pre-drive
screening with the GOLD Road Safety Officer, to assess their suitability to participate
and establish a supportive atmosphere. Participants believed that this step made the
driving assessment more relaxed.

If needed, an ADI would then contact the driver to arrange a driving assessment,
following which the GOLD Road Safety Officer would contact the driver to get
feedback and find out if they were satisfied with the assessment. If an ADI expressed
concern about the person’s drive, an additional assessment would be arranged with
the GOLD Road Safety Officer accompanying.

A participant would only be advised to give up driving if it was within their best
interest and advice on alternative forms of transport would be given along with further
assistance. However, the key principle of the scheme was to provide drivers support
rather than to stop them from driving. This aspect was particularly appreciated by
participants, who also frequently reported that they had picked up some good advice
following the drives.

The project aimed to link in with medical practices and the local Primary Care Trust.
Involvement with the PCT at a strategic level was difficult due to internal restructuring
and staff movement during the period when the project was running. Similarly it was
difficult to recruit local medical practices via letters and publicity material within the
pilot area.

Two medical practices who responded were selected to be part of the initial pilot, and
due to limited referrals, five additional practiced were recruited. Of the 96 participants
in GOLD, it was estimated that only 20% had come via medical referrals. Many of the
issues that medical practitioners face when raising fitness to drive issues with
patients is discussed in section 4.1.5.
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The bulk of participants contacted Norfolk County Council after having seen
advertisements or articles in local publications.

The Approved Driving Instructors (ADIs) who took the older drivers on the in-car
assessments were initially invited to an unpaid information day, which included a
presentation from the local mobility centre’ as well as a seminar on medical
conditions that can affect driving.

The ADIs who gave assessments were chosen because of their location and ability
to work with older drivers. The latter was important due to the difference in
approaches needed between training younger, learner drivers and providing a more
supportive assessment for elderly drivers.

Example feedback forms were produced to help the ADIs pitch the advice right,
following the assessment. As part of a more sensitive approach, the ADIs did not
write their feedback report during the drive.

On a more practical note, the routes that the ADIs used were also adapted to
encompass the types of road and conditions routinely encountered by the older
drivers, rather than using typical learner routes which would try to encompass a
much wider range of conditions and roads. Many participants also commented on the
length of the assessment drive, and so ADIs observed if a driver became fatigued
during it.

One important challenge which the GOLD project identified — and which is of
relevance to any organisation running similar schemes — is how to promote the
scheme so that it reaches and encourages people who would be less confident and
comfortable with taking part in an assessment.

4.5 Re-licensing

Several countries and regions have a process of reapplying for a licence at a certain
age. Successful reapplication is generally dependent upon the driver's fitness to
drive, and this can either be through a mandatory or self reported process.

In the UK, drivers’ licences expire at the age of 70 years, and in order to renew the
licence, and continue to drive, drivers must complete a form and certify that they are
fit to drive. They must then repeat this every three years.

Several studies have looked at the potential effectiveness of re-licensing. Australian
research’™ compared the accident rate of two sets of drivers, one from Victoria, where
there was no re-licensing assessment, and one from New South Wales where drivers
over 80 years have to provide annual medical certificates, and pass an on-road
driving exam from the age of 85 years. This study used fatal accident data from
Victoria and New South Wales, along with population and licensing data for both
states.

As well as comparing the older driver fatalities in the two states, the 40 - 49 years
age range was examined to look at any underlying road safety differences between
the two states.

! East Anglian DriveAbility - http://www.mobility-centres.org.uk/
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There were several differences between the two groups in the study. Victorian drivers
were associated with a slightly lower fatality rate which was marginally statistically
significant and a significantly lower fatality rate for occupants not in the same vehicle.
Victorian drivers had a passenger fatality rate which was two to three times higher
than New South Wales drivers, although the researchers stated that this could not
logically be attributed to the differences in licensing procedure. The difference
disappeared when accounting for passenger occupancy rates in Victoria.

Accounting for the higher passenger rate of Victorian vehicles, there were no
statistically significant differences between the two groups, and the researchers
suggested the results show that age-based mandatory assessment of older drivers
about 80 years did not have any effect on the accident rates.

The authors stress that Victorian roads are around 7 % safer than roads in New
South Wales and there may be other differences not examined in the study. A
caution must be mentioned about extrapolating the findings of this study to the
effectiveness of other re-licensing arrangements in different countries.

4.6 Licensing restrictions

A further approach is licensing restrictions which only allow the holder to drive in
certain conditions. This would work in a similar way to graduated licensing schemes
which are used in some countries to prevent young driver accidents.

One Canadian paper® looked at older driver's attitudes to a similar approach and
used interviews to determine the attitudes of older drivers towards several different
restrictions, which all had varying influences on accident risk. It used a variation on a
research method called the gamble technique to examine how favourable drivers
were to different restrictions.

It found, perhaps unsurprisingly, that the greater the restriction on driving habits, the
less favourable it was viewed by older drivers. The results are shown in table 5 below

Restriction Acceptance

Permitted to drive only with corrective lenses (if prescribed by | 0.98
optometrist or physician)

Permitted to drive only if undergoes regular assessments 0.94
specified by the provincial Ministry of Transportation

Permitted to drive only vehicles oulffitted at the driver's own 0.94
expense with special equipment to address specific needs

Permitted to drive only during daylight hours 0.93

Not permitted to drive on certain types of roads (i.e. 0.89
Highways with four lanes or more, and a speed limit of
100km per hour)

Not permitted to drive during rush hour 0.87
Not permitted to take left turns 0.69
Permitted to drive only on roadways with a specific speed 0.50
limit

Permitted to drive only within a 10-km radius of home 0.45

Permitted to drive only to specific destinations (e.g. grocery 0.45
store, doctors office, work place)

Permitted to drive only if accompanied by a licensed driver 0.42

Table 5, older driver acceptance of different licensing restrictions
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There was a high approval for Ministry of Transport assessments, which covered
both on-road driving assessment and medical assessment.

No UK research was found on this topic.

4.6.1 Negative Consequences of Driving Cessation

Driving provides mobility, independence and better access to social activities. For
this reason, driving can greatly improve the quality of life.

The Centres for Disease Control in the US set out a chain of events which typify age-
related changes in driving™, which highlight the health consequences of reduced
mobility:

1.  Physical and mental changes lead to reduction in skills needed for safe driving

2.  Age related physical and mental changes lead to a reduction in driving while
also increasing the risk of crashes

3. Reductions in driving lead to a reduction in senior mobility

4, Reductions in mobility lead to quality of life consequences, including reduced
activity levels

There is a strong association between limiting the ability to drive and the level of out-
of-home activity level, and one paper™ presents the evidence that limiting this affects
many quality of life issues, mental and social well being. Conversely, the paper
presents evidence that an active lifestyle is protective against risk of stroke, heart
disease, and fractures, amongst others.

A literature review™" of the issues associated with the transportation and mobility
needs of older drivers found clear evidence that quality of life is reduced for older
people when they stop driving. The paper modelled driving status as part of a web of
interactions, where it could have an impact on physical and psychological health,
community mobility and use of health services.

The review also looked at the potential results of driving reduction and cessation, and
found a range of detrimental consequences which would affect the driver, such as a
more negative outlook on the future quality of life. Some papers in the review found
evidence that losing a licence was associated with increased depression, a loss of
self confidence, status, and some of the papers reviewed also suggested a risk of
early death.

The review also found that some groups of older drivers, such as women and the
financially disadvantaged, were more likely to suffer greater consequences from
driving cessation. This was reflected in studies from a wide range of different
countries. One study included in the review™" listed reasons why the cessation of
driving would have a greater impact on older women than men:

o Many older women live alone

o Women who will be 85 years old in 2 decades will have had fewer children and
therefore fewer people to provide assistance

o Women who have children will still experience difficulty getting assistance as
their children are likely to be busy raising their own families

o Women will be less likely to have the resources to be able to buy assistance or
services they need as they face mobility problems.
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4.7 Summary of Chapter 4

An important aspect of older driver policy is being able to accurately identify which
drivers are more likely to be involved in crashes and when this risk increases to the
point when they are no longer fit to drive.

It is crucial that interventions do not unfairly cause older drivers to lose their licence
prematurely, as this often has devastating consequences their quality of life and
mental and physical well-being.

There are several cognitive and physical conditions which affect the ability to drive
safely, and therefore could act as indicators of increased risk. One question is how
best to test for these conditions; by a medical practitioner and/or in-vehicle driving
assessment. There is comprehensive guidance for medical practitioners, but there is
a need for more education for GPs and other health professionals about how to
assess fitness to drive and what measures they can take.

It is clear that many older drivers recognise that their driving ability has changed and
consequently change when and where they drive (through self-regulation). However,
not all older drivers do this and there is little guidance for them about it. For example,
there may be some simple indicators, (such as difficulty in tying shoelaces or walking
a short distance) that may be a sign to consider one’s driving ability.

A major deterrent to self-regulation or stopping driving is the lack of viable
alternatives to the car. Public transport is not perceived as meeting the needs of
people who do not drive.

Exercise programmes are one way of maintaining health and driving ability as people
get older. Driver education programmes specifically tailored for older drivers are
another important method, although it can be hard to make sure that the programme
reaches the right people.

A key question is how and when drivers should be relicensed. In the UK this occurs
at 70 years (and every three years thereafter) and requires only the driver to self
certify that they are fit to drive. Research does not suggest that a mandatory driving
test would be effective.
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5. Discussion and Recommendations

As people get older, it is inevitable that general health and fithess, eyesight, hearing,
reaction time and physical mobility will begin to deteriorate. Since these changes are
often gradual, they may not be apparent to the individual concerned or to members of
their immediate family or circle of acquaintance. Older drivers may unknowingly
experience physical and psychological health problems, which vary widely from
individual to individual.

This paper has set out the driving risks which become present with age, drawing from
international research. It is expected that in future, longer life expectancies and a
larger population will mean more older drivers using the road. Given the potential
risks, and increasing exposure, the provision of safe mobility for all drivers needs to
be addressed.

RoSPA does not believe that there should be a maximum driving age beyond which
drivers automatically lose their driving licence. People age at different rates, thus
someone aged 70 years may well be fitter, more alert and active than someone aged
60 years or younger. Setting an arbitrary age limit would inevitably be unfair to some
drivers who would be able to drive safely at and beyond the age limit chosen.

The evidence shows that the cessation of driving can have significant negative
consequences on the health of older drivers. Given this, it is important that the tools
used to assess the impact of health conditions on driving standards are accurate, so
that drivers are not advised to give up driving when there may be ways of providing
safe mobility for longer.

Drivers should be encouraged to undergo a formal medical check before renewing
and self-certifying their licence when they reach 70 years of age, and again each
time their licence is renewed. Drivers are advised to seek regular medical checks (or
at the least, eye checks) from an earlier age. It is noted that vocational drivers are
required to undergo medical checks from 45 years of age.

Medical checks can help to identify drivers who are at an increased risk and need
more help to drive safely, and drivers whose’ condition means they are unable to
safely use the road. The results can help medical professionals and families to offer
appropriate advice and help plan for when an individual retires from driving. The
driver themselves should always be part of this when possible.

Mobility is vital for people to maintain a full and independent life. One approach to
help older drivers stay on the road safely to preserve their mobility and independence
is set out in a US report on Older Driver Safety™. It highlights the use of three
methods

e optimizing the driver,

e optimizing the driving environment, and

e optimizing the vehicle.

In this approach, driving cessation is recommended only after the safety of the driver
cannot be secured through any other mean, and this is one which RoOSPA supports.
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Transport planners should be catering for older road users who may be considering
giving up driving. It is unlikely that people will consider giving up the freedom and
convenience of driving their own car unless there are suitable, safe, clean, attractive,
convenient and affordable alternatives.

Planning and land use policies are also crucial, and should be designed to ensure
that people (of all ages) have access to local facilities and services, so that the need
to travel by car is reduced.

Intelligent Transport Systems may also have a role to play, and some studies have
looked at Intersection Decision Support Systems which can provide drivers with
information about the gap they are intending to pull in to. More research is needed to
establish how systems such as this can help support older drivers.

The optimisation of the vehicle is an important area. Some established philosophies
of modern vehicle design, such as improved crashworthiness, may be contributing
the survivability of an accident.

Active safety systems which interact with the driver and warn of dangerous situations
are another area of vehicle design which may reduce the accidental risk of older
drivers. It is important the usability of these systems by drivers of all ages are
examined when trialled or evaluated.

Vehicle adaption is a method of optimising a vehicle for a driver, and tailoring it
specifically to a driver’s requirements. Throughout this policy paper, the phrase ‘older
drivers’ has been used almost exclusively to describe ‘older drivers in unadapted
vehicles’. Currently there are 14 mobility centres around the country that can offer
advice on vehicle adaption http://www.mobility-centres.org.uk. Greater awareness
and involvement of these centres in local schemes may increase the length of safe
driving that a driver can achieve.

Information, education and publicity are needed to help to raise awareness of the
effects of ageing, and of the possible effects of medicines, on driving performance,
amongst older drivers and their relatives. Positive advice on alternatives to driving
should be incorporated into any materials and campaigns.

Assessment and training courses should be made available to older drivers, and
some courses have already been developed and a case study from Norfolk is
described. All training and education courses need to be tailored to the needs of the
individual, and appropriate for the older drivers who take the course.

Training should include some form of independent assessment as well as
encouraging self-assessment by the drivers concerned. However, training needs to
be affordable and accessible. The cost, if borne by the drivers themselves, will have
a direct effect on the number of drivers willing to take training voluntarily. It can be
hard to make sure that the training programme reaches the right people.

The driving environment and road engineering tends to be examined as a way of
preventing crashes following accident statistics. Given that older driver accidents
tend to occur at junctions, there may be ways of redesigning areas where the
recorded accidents indicate there is a high older driver crash risk.
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General fithess underpins many strands of injury prevention. Some evidence shows
that exercise programmes can add value to other road safety interventions.

Many drivers self regulate as they get older by giving up driving in different
circumstances. A driver’s decision to limit their exposure to risky scenarios would be
expected to reduce their chance of being involved in an accident.

Some research suggests that people with a high level of confidence in their driving
ability were less likely to self-regulate their road use, and so it may be some drivers
do not limit exposure to more risky circumstances.

Research which helps develop better understanding of the link between self-
regulation and crash risk, and how to help drivers to match the environments that
they drive in to their condition would also be a valuable contribution

Appropriate information and guidance for primary health care workers is important to
assist them in assessing health conditions which may affect the way in which
someone drives driving and to enable them to provide appropriate and sensitive
advice.

Given that many health professionals may not raise fitness to drive issues during
medical consultations, drivers can be encouraged to raise the effects of health
conditions on driving.

Families who are concerned about the driving standards of elderly relatives may also
currently struggle to find appropriate advice, and this need must be addressed.
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