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Abstract

Background:  Assessing an older adult’s fitness-to-drive is an important part of clinical decision making. However, most existing risk prediction 
tools only have a dichotomous design, which does not account for subtle differences in risk status for patients with complex medical conditions or 
changes over time. Our objective was to develop an older driver risk stratification tool (RST) to screen for medical fitness-to-drive in older adults.
Methods:  Participants were active drivers aged 70 and older from 7 sites across 4 Canadian provinces. They underwent in-person assessments 
every 4 months with an annual comprehensive assessment. Participant vehicles were instrumented to provide vehicle and passive Global 
Positioning System (GPS) data. The primary outcome measure was police-reported, expert-validated, at-fault collision adjusted per annual 
kilometers driven. Predictor variables included physical, cognitive, and health assessment measures.
Results:  A total of 928 older drivers were recruited for this study beginning in 2009. The average age at enrollment was 76.2 (standard deviation 
[SD] = 4.8) with 62.1% male participants. The mean duration for participation was 4.9 (SD = 1.6) years. The derived Candrive RST included 
4 predictors. Out of 4 483 person-years of driving, 74.8% fell within the lowest risk category. Only 2.9% of person-years were in the highest 
risk category where the relative risk for at-fault collisions was 5.26 (95% confidence interval = 2.81–9.84) compared to the lowest risk group.
Conclusions:  For older drivers whose medical conditions create uncertainty regarding their fitness-to-drive, the Candrive RST may assist 
primary health care providers when initiating a conversation about driving and to guide further evaluation.
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While the vast majority of older drivers are safe drivers (1,2), con-
cerns regarding medical fitness-to-drive arise when the effects of 
health conditions associated with aging lead to functional limita-
tions that may affect driving ability. For older adults, driving re-
mains important for community mobility, social participation, and 
independence (1); however, functional impairments associated with 
health conditions can impair the ability to drive. While the relative 
risk of collision increases among those with certain medical condi-
tions (2–4), a diagnosis or age alone (5) is not sufficient to make a 
clinical determination of one’s fitness-to-drive. Other factors, such 
as the severity of the disease and its functional impact (eg, mild vs 
severe stroke) as well as comorbidities and medications should also 
be considered (6). Hence, correctly determining someone’s fitness-to-
drive can be very challenging.

In a study of patients with Alzheimer’s disease, Ranchet et  al. 
found that physicians overestimated the ability to drive in 35% of 
cases and underestimated the ability in 22% of cases (7). When an 
older driver is wrongly labeled as unsafe, a premature revocation 
of licensure and corresponding losses in mobility has dire outcomes 
ranging from depression to increased risk of death (8). Despite the 
importance of this topic for health in later life, there is not a val-
idated office-based tool that can be used to predict collision risk 
(9). Furthermore, simply testing all older drivers using on-road ap-
proaches has not proven effective in reducing collisions, and is nei-
ther practical nor feasible for every driver for whom there may be 
a medical concern (10,11). Therefore, efforts to develop screening 
approaches are needed (1,12).

A major limitation of many proposed screening tools for driving 
is their dichotomous design, which is not always helpful when 
determining the level of risk. In complex daily activities, such as 
driving, a risk stratification tool (RST) may be more useful to cat-
egorize the level of behind-the-wheel risk, which can facilitate in-
formed discussions about driving and possibly follow patients over 
time. This approach has been used successfully for complex health 
issues, such as risk of hospital readmission among patients with con-
gestive heart failure (13). An ongoing challenge when developing ob-
jective tools is to establish a link between the quantification of risk 
and the outcome in question, which in the present case is at-fault 
motor vehicle collisions (MVCs) (14). However, rates of at-fault 
MVCs must be adjusted for actual driving exposure (15,16) given 
that such rates vary by level of exposure (16,17). The primary aim 
of the Candrive older driver study was to develop a practical RST 
that can be easily used as a screening tool by health care providers 
in their office (18). Such a tool could provide objective information 
to guide clinicians when fitness-to-drive in older adulthood has been 
questioned for medical reasons.

Method

Study Design
The Candrive study was a prospective, multicenter study using con-
venience samples from 7 Canadian sites, and 2 parallel study sites in 
Australia and New Zealand (Ozcandrive results not included in this 
analysis) (18). Participant recruitment spanned the period from June 
2009 to November 2010; participants were followed until December 
2016. Participants were recruited through older adult community 
organizations, media interview exposure, and advertisements. All 
sites received approval from their respective research ethics board. 
All participants provided consent to participate and further provided 
consent for their provincial or state licensing authority to release 
their personal driving records to study investigators.

Study Population
Participants were included if they met the following criteria: at 
least age 70  years, up-to-date driver’s license, access to a vehicle, 
and driving at least 4 times per week (to have sufficient exposure 
given the chosen primary outcome measure), estimated life expect-
ancy greater than 5  years, intention to continue to drive for the 
next 5 years, and a vehicle model year of 1996 or newer. The last 
criterion was necessary for compatibility with the in-car recording 
device (ICRD) that required an onboard diagnostic (OBD-II) port, 
which was mandated in all Canadian vehicles starting in 1996 (19). 
A  unique feature of this longitudinal prospective study was that 
participants were anticipated to contribute multiple person-years 
of data, which were updated annually. Each year contributed to 1 
person-year of data and ultimately a participant could contribute 
up to a maximum of 7 person-years of data, depending on how long 
they remained in the study.

Study Protocol
The Candrive protocol has been previously published (18). 
Participants from 4 Canadian provinces (Quebec, Ontario, 
Manitoba, and British Columbia) underwent a comprehensive 
in-person evaluation annually that included: medical history, driving 
history, physical examination, cognition screening, and completion of 
questionnaires related to driving attitudes and perceptions. All par-
ticipants had their primary vehicle instrumented with a Persentech 
ICRD that had passive GPS capabilities. Driving data were captured 
at a rate of 1 Hz and stored on a secure digital (SD) card. In between 
annual evaluations, participants were followed every 4 months for 
the first 5 years of the study and then every 6 months to confirm 
driving status, review their driving record (eg, collisions), changes 
in health status or medications, and exchange SD cards. For partici-
pants who shared their primary vehicle (eg, with a spouse), a radio 
frequency identification key fob was provided on the vehicle key that 
automatically detected the driver in the study.

Ministries of Transportation from 3 Canadian provinces pro-
vided participant driving records, including police collision reports 
on an annual basis. Police reports were independently reviewed 
by 2 collision reconstruction experts who determined the at-fault 
status for each collision. For 1 jurisdiction (Winnipeg, Manitoba), 
collision reports were initially police collision reports, but then 
changed to insurance claims-based data from a public insurance 
provider (Manitoba Public Insurance [MPI]), as provincial legisla-
tion changed the threshold for police involvement in MVCs (20). For 
the Manitoba collision data, at-fault status was provided by MPI.

Primary Outcome Measure
The objective primary outcome measure was police-reported, 
blinded, expert-validated, at-fault collisions adjusted per annual 
kilometers driven (14). The annual distance driven, an objective 
measure, was derived from the ICRD. If data were missing, the 
distance was calculated based on extrapolations from the partici-
pants’ ICRD with considerations for driving of alternate vehicles or 
device failure, which amounted to an 8.1% increase in kilometers 
driven.

Sample Size
Our assumption was that multiple factors from each of the contrib-
uting global and contextual domains, including physical, cognitive, 
emotional, sensory, health, and driving experience and behavior, can 
affect driving, and thus potentially contribute to the final RST. Given 
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the range of predictive factors across multiple domains while being 
cognizant of the need for a practical RST, the investigators set the 
anticipated number of variables to be entered into the final model at 
approximately 10–12. Using the process to develop clinical predic-
tion rules (21,22), a minimum of 5 and a maximum of 10 outcomes 
were required for each predictor variable that was entered into the 
final model (23,24). With up to 12 variables entered into the final 
model, a minimum of 96 at-fault collisions were required (to con-
duct stable and valid multivariable analyses). Based on collision rates 
from Ontario data (25), we determined that the recruitment of 1 000 
drivers would be required to provide 25 at-fault collisions per year.

Statistical Analysis
Descriptive statistics were used to characterize the Candrive cohort. 
The Candrive data set contains 1  480 individual variables (inde-
pendent of vehicle data) of which many were used for other projects 
conducted simultaneously with the RST derivation study. Out of 601 
potential variables directly related to driving, the investigators iden-
tified 52 potential predictor variables that were formally reviewed 
and determined by the investigators as being objective, could feasibly 
be collected in an office assessment, and contribute to an RST aimed 
at estimating the risk of an at-fault collision. We planned to include 
only objective predictor variables for the RST to reduce the risk of 
the derived tool’s potential for response bias. For example, subjective 
measures of confidence or attitudes, which may be predictive of col-
lision risk, would be more susceptible to response bias from patients. 
Using generalized estimating equations (GEE) to account for partici-
pants contributing multiple person-years to the data, univariate ana-
lyses were conducted on these 52 variables. Ultimately, 10 of these 
variables based on the results of the univariate analysis were selected 
for potential inclusion in the RST (Figure 1).

Poisson regression modeling, in combination with GEE, was used 
to develop the models and Nomograms provided the relative contri-
butions or weights of each variable to the level of estimated risk of 
an at-fault collision. Statistical analyses were completed using SAS 
(version 9.3, SAS Institute, Cary, NC).

Results

Demographics
In total, 928 older drivers were recruited across 7 Canadian sites. 
At the start of the study, participants were 76.2 (standard deviation 
[SD] = 4.8) years old on average and 62.1% were male participants 
(Table 1).

Attrition
As anticipated for this prospective cohort study, there was attrition 
because of health, psychosocial factors, and driving cessation. The 
average number of years contributed was 4.9 (SD = 1.6) out of a 
maximum of 7 years. By the fifth year of the study, there were 583 
participants remaining, with an average age of 79.8 years (SD = 4.5). 
The total number of participants declined for years 5, 6, and 7 be-
cause of 2 sites closing when the study was extended from 5 to 
7 years and due to initial rolling recruitment over 1 year where those 
entering later resulted in less contribution of person-years to the 
study (Table 2; Supplementary Table 1).

Collisions
There were 231 (5.2%) police-reported collisions (except Manitoba 
due to different police reporting patterns) over a total of 4  483 

person-years, equating to 5.2% collisions per person-year contrib-
uted. Of these, 112 (48%) were at-fault collisions (a participant 
could contribute greater than 1 at-fault collision). Out of the 112 
at-fault collisions, there were 2 associated deaths and 36 associated 
injuries requiring transportation to the hospital.

Driving Exposure
Older drivers in the Candrive study drove on an average of 11 017.6 
(SD = 6 959.9) km per year in the first year of the study, with de-
clines in driving distance and frequency occurring as the study 
progressed. There was considerable variability in the number of kilo-
meters driven per year across the cohort (Supplementary Table 2).

Candrive Older Driver Risk Stratification Tool
Using Poisson regression modeling, 4 independent variables were 
identified as contributing to the most parsimonious model for the 
Candrive RST. These 4 weighted variables included a road sign rec-
ognition question, the Montreal Cognitive Assessment test (MoCA) 
5-word delayed recall question, the MoCA abstraction question, and 

Figure 1.  Flow diagram for variable selection for Candrive risk stratification 
tool from the Candrive prospective older driver study. MOCA  =  Montreal 
Cognitive Assessment; MVPT-3  =  motor-free visual perception test-3; 
RST = risk stratification tool.
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the participant’s identified need for an assistive walking device. The 
nomogram in Figure 2 shows the relative contribution of each vari-
able to risk outcome. The sum of these weighted scores determined 
the risk category for the drivers spanning 4 categories from low to 
high risk (Figure 3). Based on the weighted variables, drivers in the 
lowest category scored 0 on all variables and may still have been 
included if they failed only the abstraction task. The low–medium 
(RR = 1.86, 95% confidence interval [CI] = 1.07–3.23) and medium 
(RR  =  2.47, 95% CI  =  1.54–3.97) risk group represented drivers 
failing one of the variables or a single variable and the abstraction 
task. The high-risk category would include those drivers failing at 
least 2 out of recall, road sign recognition tasks or need for walking 
aid, and would have 5.26 times the risk of drivers in the low-risk cat-
egory (95% CI = 2.81–9.84). The highest risk category represented 
just 2.9% of driver person-years, whereas the majority (74.8%) of 
driver person-years were in the lowest risk category.

Discussion

There are 4 predictors to this RST with different weights contrib-
uting to an overall risk categorization score. Two of these predictors 
were derived from the MoCA. While the MoCA test alone has not 
been shown to adequately predict driving safety (26), our study 
results indicate that 2 of the questions, in combination with other 
items, contribute to predicting driver collision risk. The first pre-
dictor from the MoCA (27) is the short-term recall task where the 
older driver is asked to recall 5 words after a delay, and only if none 
of the 5 words are recalled is the risk score increased. Failing to re-
call a single word may suggest very significant memory impairment 
and likely is a marker of global cognitive decline. The abstraction 
question from the MoCA provides 2 pairs of words and asks for 
the similar category that the word pair belongs to, which is a test of 
executive function (28–30). This is the second predictor of the RST, 

and if either answer for the 2-word pairs is incorrect, the risk score 
is increased. The road sign recognition task is the third predictor and 
comprises a 3-item multiple choice question about the meaning of a 
sign (hidden bus stop sign) that is not a commonly encountered road 
sign. The unfamiliarity of this sign for drivers presents an oppor-
tunity for evaluating deductive reasoning due to the need to process 
and interpret visual information. Both abstraction and deductive 
reasoning are elements of executive functioning skills that have been 
shown to affect driving ability in older adults (31). The final pre-
dictor of the RST is the participant’s identified need for a mobility 
assistance device, such as a cane or walker. This item is reflective of 
physical mobility challenges, and a potential marker of frailty and 
physical limitations. Physical limitations have been shown to be as-
sociated with an increased risk of other negative driving outcomes 
(32,33) including reduced mileage and driving cessation.

For this study, person-years were used, as participants con-
tributed multiple years of driving to the study. A noteworthy re-
sult of the study is that the majority of person-years of driving 
(74.8%) fell within the lowest risk category, whereas 9.3% fell 
in the low–medium category, and 13.0% and 2.9%, respectively, 
fell within the medium-risk and high-risk categories (Figure 3). 
At-fault collision risk was also calculated per 10 000 km driven 
to adjust for exposure. While this study initially recruited parti-
cipants driving at least 4 times per week, it was anticipated that 
driving exposure and distance would decline over the course of 
the study for a significant number of drivers. Langford in 3 sep-
arate studies (34–36) has demonstrated the increased risk of low 
mileage drivers, which needs to be accounted for when assessing 
risk within this age group.

The advantages of this RST are that (i) it takes approximately 5 
minutes to administer, and (ii) it can be completed within any clinic 
setting without a computer or other special equipment. One poten-
tial limitation is that the 4 items making up the RST were derived 
from a comprehensive battery of assessments where their validity 
has not been established as a stand-alone tool, therefore requiring 
further study to confirm its utility in this derived format. Finally, 
one of the major challenges of the proposed RST is to prevent its 
misuse. The investigators strongly suggest that this RST not be used 
for all older drivers presenting to a primary care practitioner, but 
only when there is genuine uncertainty by the primary care provider 
regarding fitness-to-drive in the context of medical conditions.

The Candrive RST has been derived prospectively on a cohort of 
older drivers using a meaningful outcome (ie, at-fault collision ad-
justed for kilometers driven) and provides an objective risk estimate. 
While the majority of person-years in the study were in the low-
risk category consistent with the collision risk associated with this 
age group, there was a small percentage of older driver person-years 
identified as having a greater than 5 times higher risk for at-fault 
collision.

The Candrive RST is a unique tool in that compared to other 
tools, it has been developed prospectively on a community sample 
of older drivers which would be comparable to a primary care set-
ting. Driving prediction tools have typically been developed based 
on older drivers referred for further driving assessment typically 
through behind-the-wheel testing (37–39). Furthermore, most tools 
to date have been based on the primary outcome of the on-road 
testing result versus the outcome of at-fault collision; while direct 
observation of driving ability clearly demonstrates function, this step 
would be seen as a potential next stage for the Candrive RST which 
would identify higher risk drivers for possible behind-the-wheel 
testing.

Table 1.  Candrive Cohort Demographics

Parameters Mean (SD) or No. (%) 

Age 76.2 (4.8)
Gender
  Female 351 (37.8)
  Male 577 (62.1)
Marital status
  Married 544 (58.6)
  Widowed 231 (24.9)
  Separated/divorced 87 (9.4)
  Common-law 36 (3.9)
  Never married 30 (3.2)
Place of residence
  Rural 95 (10.2)
  Urban 833 (89.8)
Highest level of education completed
  Postgraduate 200 (21.6)
  Undergraduate degree 219 (23.6)
  College diploma 101 (10.9)
  Trade/technical certificate 71 (7.7)
  High school 241 (26.0)
  Grade school 96 (10.3)
Employment status
  Full-time 19 (2.1)
  Part-time 106 (11.4)
  Not employed 803 (86.5)

Note: SD = standard deviation.
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As with any new tool, the implementation and validation of the 
RST are important considerations. Specifically, since this RST was 
derived from multiple variables, it is evident that administration in 
the clinical setting will be different from the study setting, particu-
larly for the 5-item recall test. Intervening tasks and distractors are 
different, which could affect performance results. While we do pro-
vide recommendations based on each risk level (Supplementary Table 
3), the RST is not definitive and should complement sound clinical 
judgment, in that there may be situations where drivers falling in the 
lower risk categories may not be completely safe to drive and drivers 
in the highest risk category may, in fact, be potentially safe (40). 
While the concept of person-years may be difficult to explain to a 
patient, we believe that explaining the risk as comparison to drivers 

their own age would be easily comprehended. For example, in the 
lowest risk category, these drivers would appear to be at similar 
risk to most drivers of their age. Drivers in the highest risk category 
would likely need to be informed that they are at significantly higher 
risk for at-fault collisions and may need to have a further assess-
ment of their fitness-to-drive through objective on-road testing. For 
the moderate risk categories, this could potentially open discussion 
with regards to driving and potential opportunities to improve skills 
or accommodate for limitations and even prepare for the potential 
future possibility of driving cessation. On the other hand, this clin-
ical tool will also need to be interpreted in the context of the indi-
vidual assessment recognizing that there may be explanations for the 
higher risk score, for example where there has been long-term use of 
a walking aid for a preexisting disability or in temporary situations 
where the condition is likely to resolve, once again emphasizing that 
this RST should be used as a part of a broader clinical assessment 
process.

Table 2.  Outcome Measures for Candrive Participants Years 1–7 (abbreviated)

Parameters 
Year 1  
(n = 928) 

Year 2  
(n = 884) 

Year 3  
(n = 831) 

Year 4  
(n = 753) 

Year 5  
(n = 583) 

Year 6  
(n = 387) 

Year 7  
(n = 149) 

Montreal Cognitive Assessment   
Total; mean (SD) 25.9 (2.5) 26.1 (2.6) 25.8 (2.6) 26.0 (2.6) 26.1 (4.0) 26.1 (2.6) 26.5 (2.5)
Abstraction (scale 0–2); no. (%)   
  0 81 (8.8) 58 (6.6) 66 (8.0) 43 (5.7) 34 (5.9) 14 (3.6) 9 (6.0)
  1 202 (21.8) 196 (22.3) 158 (19.0) 144 (19.2) 90 (15.6) 50 (13.0) 15 (10.1)
  2 642 (69.4) 627 (71.2) 606 (73.0) 565 (75.1) 454 (78.6) 322 (83.4) 125 (83.9)
Missing values 3 3 1 1 5 1 —
Delayed recall (scale 0–5); no. (%)   
  0 64 (6.9) 65 (7.4) 76 (9.2) 73 (9.7) 64 (11.1) 40 (10.4) 19 (12.8)
  1 74 (8.0) 61 (6.9) 85 (10.2) 70 (9.3) 44 (7.6) 40 (10.4) 10 (6.7)
  2 163 (17.6) 138 (15.7) 148 (17.8) 129 (17.2) 96 (16.6) 71 (18.4) 17 (11.4)
  3 230 (24.8) 206 (23.4) 182 (21.9) 174 (23.1) 136 (23.5) 78 (20.2) 31 (20.8)
  4 246 (26.6) 226 (25.7) 197 (23.7) 151 (20.1) 138 (23.9) 87 (22.5) 41 (27.5)
  5 149 (16.1) 185 (21.0) 142 (17.1) 155 (20.6) 100 (17.3) 70 (18.1) 31 (20.8)
Missing values 2 3 1 1 5 1 —
Road sign recognition; no. (%)   
  Incorrect 76 (8.2) 67 (7.6) 69 (8.3) 58 (7.8) 46 (8.1) 23 (6.0) 14 (9.5)
  Correct 847 (91.8) 810 (92.4) 762 (91.7) 688 (92.2) 524 (91.9) 361 (94.0) 134 (90.5)
Missing values 5 7 0 7 13 3 1
Walking aid; no. (%)   
  No 848 (91.4) 789 (89.3) 730 (87.9) 652 (86.6) 507 (87.0) 328 (84.8) 135 (90.6)
  Yes 80 (8.6) 95 (10.8) 101 (12.2) 101 (13.4) 76 (13.0) 59 (15.3) 14 (9.4)
Missing values — — — — — — —

Note: SD = standard deviation.

Figure 2.  Nomogram using objective variables (at-fault collisions). 
MOCA = Montreal Cognitive Assessment.

Figure 3.  Risk stratification tool categories demonstrating relative risk of 
at-fault collision adjusted for kilometers driven on older drivers.
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We anticipate that the RST will not only be of use to primary 
care providers but also to other health care professionals who 
interact with older drivers such as psychologists and occupational 
therapists (41), in settings where the topic of driving ability may be 
broached. Ideally, the RST will provide an objective starting point 
for a health care provider to consistently approach and screen for 
fitness-to-drive in older drivers. This RST should be used by the pri-
mary care provider only where there are genuine concerns about an 
older driver’s ability to drive because applying the RST too broadly 
may increase the risk of safe drivers being labeled at-risk, for ex-
ample, when highly functional older patients present with medical 
conditions not related to driving (eg, sprained ankle from running). 
Issues that could raise genuine concern by the primary care provider 
are myriad, but would include specific medical conditions and re-
sulting functional impairments associated with increased driving 
risks such as cataracts, substance use, dementia, stroke, or obstructive 
sleep apnea (3). Functional decline, frailty, or family concerns would 
be other potential indicators. The aim of the RST, thus, is to allow 
an objective and fair approach to screening for driving risk in older 
adults with medical conditions, when warranted. We concur with 
Dickerson et al. (9) that stand-alone measures of fitness-to-drive are 
not useful. Rather, the value of any evaluation is to identify drivers 
who are at higher risk and for whom a discussion about driving 
can guide current and future planning of personal transportation, 
including whether further in-depth assessments may be needed 
(Supplementary Table 3). For those drivers in the low-risk category, 
the driver could be informed that their risk is similar to that of other 
drivers their own age and this could lead to a conversation about 
safe driving practices and approaches to maintaining driving skills. 
For those in the intermediate categories, patients may need to be 
advised that they are at increased risk, and based on clinical judg-
ment with all elements of the health and social factors available, 
the primary care provider may be in a position to offer guidance on 
whether further assessments may be necessary. For the highest risk 
group where the risk of an at-fault collision exceeds 5 times that of 
the low-risk drivers, considerations for management would likely in-
clude the need for further evaluation or recommendation of driving 
discontinuation, once again taking into account all elements of the 
patient history.

Two key questions remain: (i) Is the RST generalizable to a 
broader older driver population, and (ii) Are the risk categories for 
at-fault collisions clinically useful? Regarding the generalizability 
of the results, the Candrive research group has previously com-
pared the Candrive cohort to older Canadian drivers as identified 
through the Canadian Community Health Survey from Statistics 
Canada where the 2 groups were found to be similar overall (40). 
However, a limitation of the Candrive RST is that it was not devel-
oped within the clinic or office-based setting. Nevertheless, over the 
7 years of the study, many participants developed health issues, and 
thus possibly a driving safety concern that may have led to driving 
cessation. The development of aging-related medical conditions 
may have provided an approximation of the patient population 
seen by primary care providers for whom the Candrive RST would 
be appropriate. Furthermore, the collision rate of 5.2% per person-
year from our study, for which more than 60% of the drivers were 
from the province of Ontario, exceeds that of the Ontario popu-
lation aged 75 and older, which has an annual collision rate of 
2.43% (25). However, these data are not adjusted for driving ex-
posure where the Canadian Community Health Survey has shown 
that greater than 25% of drivers over age 65 with active licenses 
in the highest functional category, whom had not driven in the 

previous month, contributed to lower collision rates per licensed 
driver (42(p. 2)).

Conclusion

This RST may aid primary care providers and other health care pro-
fessionals with initiating a conversation about driving and guide the 
further evaluation of fitness-to-drive in older adults with medical 
conditions that may affect driving performance. Further validation 
of the RST, including an assessment of its implementation in an of-
fice setting, and using data from the Ozcandrive sites, is in progress.

Supplementary Material

Supplementary data are available at The Journals of Gerontology, 
Series A: Biological Sciences and Medical Sciences online.
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