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In most areas of the country, driving is para-
mount for access to basic necessities, such as food and 
medical care, as well as independence and socializa-
tion. These are critical for health maintenance and 
quality of life. In fact, those who retire from driving 
are at risk for social isolation, depression, and func-
tional decline.1

Driving is a complex task requiring skills across 
many domains of function including vision, mobility, 
hearing, and cognition. These functions are likely to 
change as we age, in part due to the physiologic aging 
process. The number of older adult drivers — defined 
as adults above the age of 65 years — has increased by 
24% over the past 10 years in Pennsylvania.

This is one of the only segments of the popula-
tion that saw an increase in the number of fatal crashes 
from 2024 to 2025. Nationally, motor vehicle injuries 
are the leading cause of injury-related deaths in old-
er adults aged 65 to 74 years and the second leading 
cause in patients aged 75 to 84 years.2

There are many challenging aspects when evalu-
ating older adult driving safety in the context of a 
time-limited outpatient appointment. Primary care 
clinicians are well poised to help older adults maintain 
driving safety and/or plan for driving retirement due 
to their longitudinal relationships with their patients.

Clinicians must recognize warning signs to prompt 
a thorough assessment of risk and how urgently evalu-
ations should take place. To make this possible, clini-
cians should use validated tools that predict driving 
safety while maintaining therapeutic rapport.

Given that driving is a link to community and fos-
ters independence, clinicians must carefully consider 
driving cessation, balancing benefit to the individual 
with risk to self and others. This article aims to review 
objective tools that are predictive of poor driving safe-
ty. These tools may improve identification of drivers 
who are at risk for serious driving-related events and 
increase driving safety while helping drivers transition 
to driving retirement. 

SCREENING
While there are no specific guidelines to recom-

mend screening for driving safety, we can normalize 
the conversation by suggesting annual screening. This 
can allow for routine review of warning signs for unsafe 
driving and help patients plan for driving retirement.

Screening patients for driving preparedness can 
also cue the patient to look into their auto insurance 
policy to ensure they are paying for the appropriate 
coverage. Further, Mature Driver Improvement cours-
es are available through the Pennsylvania Department 
of Transportation (PennDOT) for people aged 55 years 
and older; patients may be eligible for a 5% discount 
on vehicle insurance once the course is completed. 
These courses may require a small fee, and a refresher 
course must be completed every three years to main-
tain the discount. 

The American Geriatric Society (AGS) recom-
mends a brief outpatient screening tool — the “4 Cs” 
— for assessing and counseling the older adult driver; 
portions of the tool can be completed prior to the of-
fice visit. This tool uses direct observation and clini-
cal history to determine driving safety concerns. It 
evaluates four domains that reliably predict crash risk, 
including: Crash history, family Concerns, Clinical 
status, and Cognition. Overall, a score of 9 or more 
points has been shown to identify 84% of participants 
who are at risk for poor road test performance3 (see 
Table 1 on page 75).

A positive screening test with the 4Cs should 
prompt clinicians to conduct a comprehensive evalua-
tion to identify and correct reversible factors for driv-
ing safety. Other triggers to prompt driving evaluation 
are evidence of cognitive impairment, change in health 
condition, or decline in functional status.

Behavioral modifications or self-regulation while 
driving — such as avoiding night or winter driving, 
driving to familiar places, and/or avoiding busy high-
ways — can be early signs of driving safety concerns. 
In fact, those who have reduced their mileage are at 
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an increased risk for crashes.4 PennDOT maintains a 
list of medical conditions that require reporting, which 
are detailed later in this article.

Many adults assume they will continue driving in 
perpetuity; recommending that patients complete a 
driver safety evaluation can come as a surprise. People 
who are questioned regarding their capacity to drive 
may become emotional or defensive; they may feel 
mistrusted, as if they have failed in some way or as if 
questioning suggests they will be punished. Normal-
izing the conversation, using objective tools, engaging 
family and friends, validating emotions, and planning 
for transitions can preserve dignity and help maintain 
the therapeutic relationship during this process.

CLINICAL ASSESSMENT
Once risk factors have been identified, further 

evaluation can be incorporated into a clinic visit 
using a standardized clinical framework. Clinical 
Assessment of Driving Related Skills (CADReS) is a 
comprehensive tool to categorize driving safety deficits 
and can be tailored to an individual patient.5 The tool 
considers general assessment, vision, cognition, and 
motor/sensory deficits. Some of these questions may 
be redundant if the 4Cs screening has been completed.

For the general assessment, clinicians should es-
tablish a patient’s baseline functional status, including 
all activities of daily living (ADLs) and instrumental 
activities of daily living (IADLs). Difficulty with two 
or more IADLs is a strong predictor of poor driving 
safety.6 If the 4Cs screening has not been completed, 
it is important to obtain a thorough driving history. 

Reviewing recent medication changes, as well as 
currently prescribed and over-the-counter medica-
tions, can help clinicians identify Potentially Inap-
propriate Medications (PIMs), as defined by the 2023 
AGS Beers Criteria.7 Older adults are more suscep-
tible to medication side effects because pharmaco- 
kinetics change with age. Finding ways to decrease the 
use of PIMs — including medications that can be se-
dating and those with high anticholinergic burden — 
can help preserve the domains of function necessary 
for safe driving. Some helpful resources to identify 
PIMs and guide deprescribing include online anticho-
linergic calculators such as acbcalc.com, and online 
deprescribing websites such as deprescribing.org and 
medstopper.com.

Vision can be more difficult to assess in the out-
patient setting, and partnering with a local ophthal-
mologist can be valuable if there are underlying comor-

bidities or concerns for significant visual impairment. 
Visual evaluation should include acuity testing via the 
Snellen chart, confrontation testing and examination 
of visual fields, as well as evaluating contrast with a 
Pelli Robson chart.

Per Pennsylvania regulations, visual acuity should 
be at least 20/40 to maintain safe driving. Patients can 
still drive in daylight hours as long as their combined 
vision is 20/60 or better. Vision of 20/100 or worse 
should be evaluated by an ophthalmologist before a pa-
tient can obtain a restricted driver’s license.

Memory changes should prompt evaluation for 
driving risk. Objective cognitive assessment via the St. 
Louis University Mental Status (SLUMS) examination 
or the Montreal Cognitive Assessment (MoCA) test 
should be completed annually for those with cogni-
tive concerns to trend strengths and weaknesses across 
multiple cognitive domains. Deficits in the visuospatial 
cognitive domain — often evaluated with trailmaking B 
and clock drawing tests — are the highest predictors of 
driving capabilities and should be used to inform driv-
ing cessation.8

There is no definitive cut-off score on a SLUMS 
exam or a MoCA test to automatically revoke a license. 
Further evaluation should be completed if a patient 
scores 18 or less on a MoCA test, especially if deficits 
are noted in the visuospatial or executive function do-
main.9 A diagnosis of mild cognitive impairment or 
early dementia doesn’t automatically imply driving 
risk. In fact, a recent study found that 76% of people 
with mild dementia were found fit to drive.10

However, interval cognitive testing and driving his-
tory every six months to a year is appropriate to moni-
tor for changes that impact the ability to drive. For 
more complex cases of memory loss, a referral to local 
specialists — such as LG Health Physicians Alzheimer’s 
and Memory Care or LG Health Physicians Geriatrics 
— may help provide appropriate guidance.

Finally, a thorough motor and sensory evaluation 
can help identify areas that may make driving more 
difficult. This could include Timed Up and Go (TUG) 
testing, proprioceptive testing, evaluation of gait abnor-
malities, and assessment of upper and lower extremity 
range of motion and strength, especially feet, arms, 
and neck. A 13.5-second or longer TUG indicates an 
increased risk of fall and/or mobility impairment.11

ANALYSIS AND INTERVENTION
CADReS can be time consuming. If an at-risk driv-

er is identified after completing a medication review 
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and functional assessment, it is appropriate to collabo-
rate with local occupational therapists (OTs) for an Ad-
vanced Life Skills Assessment (ALSA). Furthermore, 
OTs can provide additional objective driving safety 
evaluations to complement or augment clinician as-
sessments. At Lancaster General Hospital (LGH), OTs 
perform a comprehensive assessment including, but 
not limited to:

•	 Falls-risk assessment.
•	 Cognitive assessment with the MoCA.
•	 Basic symbolic language assessment, for which pa-

tients may be asked to identify and respond to 10 
traffic signs.

•	 A motor visual association test, including a visual 
memory test, an evaluation of processing length of 
time, and an eye-foot reaction.

•	 Visual acuity and visual field testing. 

Clinical recommendations are made based on the 
aggregate assessment score and specific performance 
on these assessments. Recommendations can range 
from retirement from driving to a behind-the-wheel as-
sessment, suggestions to optimize medical comorbidi-
ties/sensory domains, or a clearance to drive.

In the Lancaster area, some private companies 
offer out-of-pocket behind-the-wheel driving assess-
ments. Not all driving centers will allow for the use of 
a personal vehicle, and most incur a fee to complete 
the evaluation. Once a behind-the-wheel examination 
is completed and a patient is found to be fit to drive, 

reassessment at routine intervals, as noted above, is 
important.

Specialists in audiology or ophthalmology may 
help to optimize hearing and vision, specialists in 
mental health care may assist with managing other-
wise inadequately treated depression, and primary 
care clinicians may need to help stabilize medical co-
morbidities.

Occasionally, patients can be referred for further 
therapy to work on reversible deficits that may other-
wise impair their ability to drive safely. Additionally, 
if motor performance is compromised, a referral to 
a vehicle adaptation center can make the car more 
functional. Adaptations may entail adding a handle 
mechanism to help with transfers, a leg lifter, or hand 
controls, among other upgrades. These can come at a 
cost but may be worthwhile to help individuals remain 
independent and connected to the community.

Typically, all these recommendations will be com-
municated to the referring clinician, who has the ul-
timate responsibility for reevaluation and next steps, 
including reporting to PennDOT as indicated. If no 
driving deficits are identified, the patient should be 
designated fit to drive.

Continued conversations about potential driv-
ing retirement, as well as annual screens for driving 
fitness, should remain a part of routine health care 
maintenance. See “Reporting to PennDOT” on the 
next page for specifics on mandatory reporting based 
on medical comorbidities. 
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Table 1. The 4Cs Screening Tool

Points
Crash/Citation
(past two years)

Concern
(Family Report)

Clinical Status
(Medical History)

Cognition
(Family Report and Clinical Impression)

0
No crashes/
citations.

No driving concerns. Overall good health. Intact cognition.

1
One or more 
fender benders.

Mild concerns; family 
has talked with patient 
about driving safety.

Medical condition/mild impact on 
vision, attention, motor (e.g., frailty, 
arthritis, neuropathy).

Mild cognitive decline/ 
intact daily function.

2
Citation for 
dangerous 
violation.

Moderate concerns: 
family restricts patient 
from driving with 
passengers.

Medical issues/moderate impact 
on vision, attention, motor (e.g., 
stroke, early stage Alzheimer’s 
disease, Parkinson’s disease, 
multiple sclerosis).

Moderate cognitive decline/ 
decline in daily functions.

3
Crash or 
crashes.

Extreme concerns: 
family wants patient to 
stop driving.

Medical issues/severe impact on 
vision, attention, motor (e.g., 
advanced Alzheimer’s disease, 
Parkinson’s disease, multiple 
sclerosis).

Severe cognitive decline/ 
dependence on others for daily 
functions.

Scores of 9 or more should prompt further assessment.
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LIFE AFTER DRIVING CESSATION
Even if the clinician requests that the patient stop 

driving, it is important to help each patient retain as 
much independence as possible. Patients may still want 
a photo identification and can obtain their Pennsylva-
nia State ID free of charge at the Department of Mo-
tor Vehicles (DMV); the application can be completed 
online. To help maintain access to the Lancaster com-
munity, patients can leverage the services of the Am-
bulatory Collaborative Care Team or social work team 
to create a plan that prioritizes transportation to places 
a patient goes, e.g., place of worship, grocery stores, 
pharmacies, and doctors’ offices.

REPORTING TO PENNDOT
As mandated by Pennsylvania law, clinicians are re-

quired to report health conditions that impact driving 
safety. PennDOT now has an online portal to make re-
ports utilizing their General Medical Initial Reporting 

Form.12 The form offers multiple options, including the 
suggestion that further driving evaluation is required. 

It is worth noting that making that suggestion 
does not necessarily imply the patient must immedi-
ately cease driving. PennDOT has made available a list 
of medical comorbidities that, if unmanaged, would 
require immediate cessation of driving. Table 2 pro-
vides a general summary of PennDOT’s Medical Crite-
ria and Chapter 83/71 regulations pages. 

Reporting is confidential, though clinicians should 
inform their patients of the process to help them un-
derstand and cope with next steps (see Fig. 1). Once 
a report is made, PennDOT will often request more 
information about the patient’s health from their pri-
mary care clinician.

It is not uncommon for PennDOT to also order 
their own driver’s test. If a clinician has indicated that 
a patient must immediately cease driving, the patient 
will be notified by PennDOT with a letter in the mail.
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Initial Report is submitted to 
PennDOT.

PennDOT reviews the report within 
15 days. Based on the information, 

PennDOT may take one of the
following 3 actions:

 1.  After review, PennDOT 
could deem the driver 

medically competent to drive; 
no action will be taken.

 2.  After review, PennDOT 
may require more

information to determine
medical competency. The

driver is sent the necessary 
form(s). The driver has 45

days to comply with
PennDOT’s request.

 3.  After review, PennDOT 
may deem the driver 

medically incompetent to
drive. A notice is sent to the 
driver indicating a recall of 

their driving privilege in 
7 days from the mail date.

Medical Forms
General Medical

Convulsive
Neurological
Psychiatric
Cognitive
Diabetic

Loss of Conciousness
Orthopedic

Substance Abuse
Cardiovascular
Report of Eye

Driver is deemed medically 
competent to drive 

OR
driver may need further 
evaluation and PennDOT

may request a driving test.

Driver fails to meet the 
medical standards, and
their driving privilege is

recalled in 7 days.

The driver does not comply
with PennDOT’s request for
medical information, and as a

result, their license is
suspended within 30 days for

non-compliance.

Fig. 1. Medical Reporting and PennDOT Review Process.13
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Table 2. Pennsylvania Medical Reporting: Conditions, Forms, and License Impact for Older Drivers

Medical Diagnosis
Reporting 

Form
Basic Restriction Criteria Reinstating Timeline

General Initial
Reporting Form

DL-13 Initial reporting form used when a provider 
doesn’t have the patient’s full history or isn’t 
sure which specific form applies.

No discrete timeline.

Cardiovascular 
disease, 
cerebrovascular 
insufficiency, or 
neurologic conditions

DL-120

DL-124

Disqualifying if, in the past 6 months, 
the condition has caused syncope, loss 
of consciousness, vertigo, paralysis, or 
loss of visual fields. Can also recommend 
recall for symptoms like confusion, lack of 
coordination, or dyspnea with mild activity.

6-month symptom-free window.

Cognitive impairment DL-131 Provider may disqualify someone whose 
condition causes decreased safety awareness, 
inattentiveness, hallucinations, delusions, 
suicidal ideation, or excessive aggression that 
creates a danger while driving.

No discrete timeline.

Diabetes mellitus DL-122 Unstable diabetes causing severe low or high 
blood sugar episodes disqualifies a driver 
unless they’ve had 6 continuous symptom-
free months. PennDOT does not give guidance 
on absolute HbA1c or BG values.

HbA1C and vision screening at 6, 12, 24, 
and 48 months after restoration.  A waiver 
may apply if the episode happened under 
medical supervision or during a temporary 
illness with preceding 6 months free from 
symptomatic hypoglycemia or hyperglycemia.

Loss of consciousness 
or awareness 
(unknown cause)

DL-129 Disqualifying if episodes are of unknown 
cause, unless the person has gone a full year 
without an episode.

12 months symptom-free.

Orthopedic/
musculoskeletal 
conditions

DL-126 Functional defect as a result of a loss or 
impairment of a joint or limb, or a muscular/
vascular/neuromuscular condition, is 
disqualifying if it has lasted (or is expected to 
last) more than 90 days.

No discrete timeline.

Psychiatric condition DL-104 Disqualifying if a mental disorder causes 
inattentiveness, hallucinations/delusions, 
suicidal ideation, or dangerous aggression.

No discrete timeline.

Seizure disorder/
epilepsy

DL-121 Disqualifying unless a clinician confirms the 
person has been seizure-free for at least 3 
months (auras alone don’t count against this). 
An added 3-month restriction may apply if 
the clinician believes the risk of impairment 
extends longer.	

Minimum 3 months seizure-free; possible 
extension to 6 months. Waivers exist for 
strictly nocturnal seizure patterns, seizures 
tied to a documented medication change, 
or seizures during a one-time illness. Each 
requires at least 2 years of established history.

Substance use 
(including alcohol)

DL-128 Disqualifying if use of a drug or substance 
(prescribed or not) is likely to impair safe 
driving ability.

No discrete timeline.

Vision deficiencies DL-102 Must meet the minimum vision standards set 
in state regulations. Some include combined 
field of vision at least 120 degrees in the 
horizontal meridian and passing visual acuity 
testing guidelines (see Chapter 83 of PA 
Code). One-eyed drivers can qualify, but 
license is restricted to vehicles with mirrors 
positioned to show at least 200 feet of road 
behind them.

No discrete timeline.

Other conditions 
affecting safe driving 
(catch-all)

DL-123 Disqualifying if a clinician believes any 
condition not otherwise categorized is likely 
to impair safe driving.

No discrete timeline.
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It can be helpful to discuss that PennDOT will 
make the final determination about whether a license 
is recalled or restricted. It is not uncommon for pa-
tients to transfer practices or develop symptoms consis-
tent with depression after a license has been revoked; 
therefore, routine mental health screening remains im-
portant during this period.

Completion of the ALSA or behind-the-wheel 
exam may be difficult; it may be important to iden-
tify and address barriers to completion, such as lack 
of transportation to the testing center or not being 
able to pay the cost of testing. If no barriers are found 
and the evaluation has not been completed in a timely 

manner despite clinician concern for driving safety, a 
PennDOT report should be completed. 

CONCLUSION
It is important to help patients maintain safe mo-

bility as they age. Integrating routine driving safety 
screening and evaluation into clinical workflow us-
ing tools such as the 4Cs and CADReS provides a 
framework to achieve this. Maintaining therapeutic 
rapport, understanding local resources and reporting 
laws, and planning for life after driving cessation can 
help with the conversation and ease this challenging 
transition.
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